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T SUMMARY STATEMENY OF OEFIGIENCIES D FROVIDER'S PLAN OF GORRECTION o
’%&"‘ REGULATORY OR 158 BENTIvIIS toaratr P cf”mm"?mmmxﬁé‘&%ﬁfm o
F 000 | INITIAL COMMENTS Fopo] Preperation and/or execution of this plan
of correction does not constitute
admission or agreement by the provider
A complant suivey was condusted in conjunction
with the recertification survey by Hesmsgaﬂe of ul"' -"mh 0; ﬂ;f, faﬁ“ alleged °;
Licensing and Surveys on 1/11/16 through concinsions set forth in the statement o
1/15/18, The survey wes prompted by complaint deficiencies. The plan of correction is
intakes WY0D002176, WY00002174, prepared and/or executed solely because
WY00002185, WY00002184, WY00002159, it is required by the provisions of federal
WY00002157, WY00002153, WY0D002152, and state law. Ve
WY00002148, WYO0002145, WY00002142, A\
| WY00002132, WY00002125, WY00002115, F-156: Notice of Rights, Rules, 7)@
' WY00002114, WY00002112, WY00o02105, Services, Charges
WY00002087, WY00002050, and WY00002044 \
Corrective Actlon: :J.r\) 0 ‘\M}«
The follawing common abbreviations are used The Medicare and Medicaid Yrequired d(,
throughout this document: information has been placed in the front
ADLs- Activities of dally living area of the facilty.
222.”. é;is?r:tad;zme:rs:‘fe:l:mlng Ideatification of Others:
CNA- Certlfied nurse alde There i  no  other  raquired
DON-  Dlrecior of nursing services documentation or information that is not
MAR- Medication adminlstrallon record displayed for CMS.
MBDS- Minimum Data Set
LPN- Licensed practical nurss Systemic Changes:
RN-  Reglstered Nurse The Administrator or Designee will
: ! ¢ check monthly for the posting of the
: Less commonly used abbreviations will be ; i Medicare and  Medicaid required‘
i annotalad In each deficlency. ! information and ensure it is located in an
I\, F 156 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F166| area easily accessible by visilors, Staff,
sg=8 | RIGHTS, RULES, SERVICES, CHARGES and residents,
The hf:dm)’ ml‘f:t lr;form the mldg‘nt both Dl'any Monltorlng;
and n writing In a [anguage that the resident Comm 1] evaluat
understands of his or her rights and al rules and The QAP Commitice will cvaluste
reguiations governing resident conduct and
responsibifities during the stay in the faclity. The
faclkty must also provida the resident with the
notica (If any) of the Slate deveioped under

TORY DIRECTOR'S OR PROVIDER/SUPPLIER REPREBENTATIVE'S SIGNATURE
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536024 B.WING
NAME OF PROVIDER OR BUPPLIER STREET ADDREEE, CITY, STATE, 2iP CODE
4308 8 POPLAR
POPLAR LIVING CENTER CASPER, WY 82501
o4} D MW a&mm‘; g: oenclamgﬁ L mlgm Paovmsa‘sc%n OF co'?nmrl%u %)
"’}ES"‘ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cms&mmmcmmmnnomf:rz e
DEFIGIENTY)
based on additional interventions as
F 158, Conlinuad From page 1 F 158 needed to ensure compliance then
§1:J9(°ﬂ)(6) of the Acl. gug‘ ;10llﬂc§ll:n 'muzt’be reassess the need for continued
made prior to or upon admission and during the
resident's stay. Reoeipt of such information, and ﬁ::m‘;"g based on compliance until
any amendments {o It, must be acknowledged in '
writing,

The facility must inform each resldent who Is i
entitled lo Medicald benefils, in writing, at the time '
of admission o the nursing faciiky or, when the
rasident becomes aligibla for Medicaid of the
ltems and sarvices that are included In nursing
facility services under the State pian and for
which the rasident may not be charged; those
othar ltems and services that the facillly offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident whan changes ara made lo

i tha items and services speciiied In paragraphs (5)
{){A) and (B} of this saction. i

The facliky must inform aach resident befora, or
at the lime of admisslon, and periodically during
the rasidant's stay; of services avaiiable in the
facility and of charges for thoss gervices,
including mny charges for services not covered
under Medicare or by the facliity's per dlem rats.

The facliity must furnish a written description of
lsgal rights which includes:

; A description of the manner of prolacting personal '
i funds, under paragraph (¢) of this section;

1 A descripion of the requirements and proceduras

! for establishing eigibllity for Medicaid, including

; the right to request an assessment under section

1 1924{c) which detarmines lhe extent of a couple's
non-exempt resources al tha time of
institutionalization and atiributes to tha community

FORM CM8-2857(02-90) Pravious Vetslons Obsoleis Evaal 1:RRZ8N Facikly [D: WY002) if contiuation shest Pega 2 of 71
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVEACTION BHOULDBE  t COMPLETION
TAG REGULATARY OR LST IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APFROPRIATE DATR
DEFICIENCY)
F 166 : Continuved From page 2 F 156

spouse an equltable share of resources which
cannot be consldered available for payment
toward tha cost of tha Institutionallzed spouse's
medical care in his or har process of spending
: down to Medicald eligibllity levels.

: A posting of names, addresses, and telephone
numbers of all pertinant Stata cllent advocacy
groups such as the State survay and cartification
agency, the State licansurs office, the State
ombudsman program, the protection and
advocacy network, and the Medicald fraud control i
t unh; and a statemant that the resident may fle a | : ‘
l comptaint with the State survey and certificalion | }
- agency concerning resident abuse, naglact, and |
misappropriation of resident property in the
facliity, and non-compliance with the advance
directives raquiremsnts.

The facility must inform aach resident of the
name, speclalty, and way of contacting the
physician responsible for his or her care,

The facility must prominently diaplay in the facility
wrillen Information, and provids {o residents and
applicants for admission oral and written
Informatlon about how to apply for and use
Medicare end Medicald benefits, and how to
recelva refunds for previous psyments coverad by
such benefits.

[}
.
i
]

*
]
¥

' This REQUIREMENT Is not met as evidenced
¢ by:

Based on observation and staff interview, the
{aciity fallad to ensure writtan information
: regarding Medicare and Medicald baneflis and
| contact information for the State survey agancy -

FORM CMS-2587(02-9) Pravious Versions Qbsolsie Event ID;:RRZB11 FacHiy 1D WYD023 it continuation sheet Page 3 of 71
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NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
43055 POPLAR
POPLAR LIVING CENTER GASPER, WY 82601
o) 10 SUMMARY STATEMENT OF DEFIGRENCIES ) PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION EHOULD BE coubignon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CRMWEREI?EF%: ‘éz g‘Yi';EAPFROPRIATE : oare
Fi56: F-15T: Notify of  Changes ';] /
56 Conlinued From page 3 , F158| (Injury/Decline/Room, ete.) v
ware prominently displayed. The census was 111,
The findings wers: It is the practice of the fucility to inform \
ident; consult with the resident!
; Observation on 1/12/16 at 10,30 AM showsd no :’l;‘eysriecsimen;n;onisfu kmwrt :u:t'?fy enth:
evidence of posted contact information for the resident’s legal repmsm;ﬁvc or an
State survey agency. AddRionally, Information ' interested famil ber when there is
regarding Medicare and Medicald benefits was nierested family member when there s &
not on display. Interview with the administrator on significant change of residem s physical,
£ 1/15/16 2t 4:40 PM vetifled the information was mental, or psychosociol status.
1 not posled, -
\“ F 167! 483.10(b)(11) NOTIFY OF CHANGES F 157
ss=a | (INJURY/DECLINE/ROOM, ETC) ! Corrective Action
: ; Resident #116 no longer resides at the
A ftaclilty must Immedialely inform the resident; facility.
consult with the resident's physiclan; and ¥
known, notify (he resident's lsgal reprasentative The physician has reviewed finger stick
or an Intarested family member when there Is an blood sugar results and insulin orders for
accidsn! involving the rasident which results in resident 20,
Vinjury and has the potential for requiring physiclan
. Intervenllon; a significant change in the resident’s Wound treatment orders for resident #52 |
physical, mental, or psychosocisl status (l.e., & have been reviewed and updated, 1
delerioration In '?'ealth. menllal. or psychosocial
status In either life threatening condltions or :
| clinical complications); a need fo aiter treatment E::id:na#iiawa::;m b’;l[;h °kl:l:fi32';
: significantly (l.e., a need to discontinue an Se"d by the physici
existing form of treatment due to adverse assessed by the physician.
consequeances, of to commenca a naw form of
treatment); or a decision to transfer or discharge
the rasident fram the facilly a8 spacifiedin | Identification of Others )
§483,12(a). ; An audit will be comploted by Director
of Nursing / designee, to identify any
The fachity must also promptly notify the resident residents with an acute change of
and, if known, the resident's legat represenistive condition within the last 30 days to
or Interesled family member when there is a ensure that the resident's physician and
change In room or rcommate assignment as
specified In §4B3.15(e)(2); or a change In
resident rights under Federal or Stale law or
| regutations as spscified in paragraph (b){1) of
| !
FORM CMS-2567(02.9) Pravious Ventons Obscists Event ID:RRZ8M Faciily D" WY0623 f conilavalion shest Paga 4 of 71
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DEFICIENGY)
legal represemative was notified of the
F 157 | Continued From page 4 i F187 change, orders obtained and writien as
- this section, nceded and care plan updated when
! The facility must record and periodically update :::t%ef orrective actions will be teken
ihe address and phone number of the resident's '
legal representativa or interested family member, An audit has been completed by Director
of Nursing / desipnee, to identify any
This REQUIREMENT Is not met as evidenced residents that are diabetic and have
by: finger stick blood sugar orders and or
Based on medical record review and staff insulin ordeys.. The audit includes
intarview, the facliity falled to consult with the checking for parameters for physician
resident's physician after a change in condition ' notification of blood sugar results and
for 4 of 7 sample residents (#20, #52, #85, #116) notification of physician of results
with a change In condiion. This faliure rasulted in outside of the parameters and insulin
harm lo residents (#20, #116), The findings were; administration per orders, Corrective
actions will be taken as needed.
1, Revisw of the §/12/15 Interdisciplinary team :
i nnl?_ showed resident #116 was admitied to the - ! An audit will be completed by Dircctor
i facllity for rehabilitation after iumbar surgery, and " of Nursing or designee of medication
infection of the surgical wound, The foflowing and treatment administeation records for
| concerns were ldentfisc: the past 2 weeks to identify an
j 8 Review of the nursing nots dated 5/27/16 ¢ P h dication or m’:“ e’;
and untimed showed “Resldent crying out this Instances where medication or ireatm "f
am, very drowsy from pain meds [medications] was not provided due to pattern o
earller & flexarit fa muscle relaxant], c/o resident refusal or supplies not being
[complains of] that [sfe] couldn't feel [hisfher) available, The‘auduf will also include
legs, difficulty sitting up @ [at) bedsids, very checking that vital signs are completed
adamant that {s/he] wanled to lay In bed..." es nceded and that any parameters for
b. Review of the 6/28/15, untimed, lale entry medication administration are followed.
for §/27/16 nursing note showsd "Request io get Corrective actions will be taken as
; resident in to see [physiclan name} @ [clinic | needed including physician notification.
i name] d/t [due to} increased pain and difficutty 1
: moving [his/her] legs. [S/he) was reschedulsd
i with an appt. [appointment] for 28th. Incision
{ noted to be without s/sx [signs/symptoms]
Infection and resldent was ext X 1 asst [exlensive
assist of 1 parson] with transfer to racliner with h
nurse."
¢. Further review of the medical record
FORM GMS-2567(02-8%) Previous Versions Obsolele Event (D:RR2811 Faclily (D; WY0023 If continuation shust Paga 5 of 71
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Systemic Changes
F 157 Conlinued From page & F 157 1%: DON or designee will educate the
showed no evidence the physiclan was contacted Jicensed nursing staf¥, on or before date
directly about the resident’s increased pain and of compliance, regarding the notification
1 Inabilty to fes) his/her lags, ~ | of the physician and resident's legal
i d. Review of the 6/20/16 nurse's note med representative any acute changes in
at 11:50 PM Indicated the resident had en : : .
3 ; condition and noting this notification in
appointmant at the clinlc, and returned with new i i th edical d. The education will
orders, Noles from this appoiniment were ! j the medica 'ef"' " ification of ,
requestsd from the fackily, and wers not ; { include physician notification of pattems |
avaflable, i ! of re.l'usals ol" medication or treaiment, °®
8, Raview of the 6/31/15 "SBAR ; physician notification when .supplies or
Communication Form and Prograss Note” imed medications are not available and
at 9 PM showed “Increased lumbar pain obtaining altemative orders  until
unrsliaved by medications, no feeling in either supplies or medications are available and
iag. Demands to go lo [chnic name) for eval following parameters on physician
[evaluation] by (hisher] surgeon {physiclan orders and obwining vital signs as
name)..." The nota further s’wwed the resident needed.. The cducation will also include
was fransferred to the hospital via non-emergent obtaining parameters for physician
*ambulance, and subsequently taken to a Denver, notlfication of finger stick blood sugar
: Colorado hospital via emergaricy alr transporl, results, notification of physician when
i b Reviewof the 811/15, untimed, nurse's note | : blood sugar results are outside of the
i showed the resident wae sent to 3 Danver b narameters, snd following physician
¢ hospltal refated to "L4 & LS [lumbar veriebrae] e ters for Masulin
. In \ .
confirmad the faclllty could provide no evidence review incident / acs:isicnt reports, 24
| the resident's physidan was consulted about the hour report and the .Clll'llcal dashboard in
I change In condition on §/27115. Point Click Care in moming meeting
t daily Monday or Friday to identify any
! 2. Review of the medical record showed resiient resident  change  of  condition.
| #20 required dally medication for Disbates Documentation will be roviewed for
Mellitus. Revisw of the January 2018 medication physician notification for identified
: raview form showed the physiclan ordered blood chanpe of condition.
| sugar levels bafore meals and at badime and
i sliding scale insulin based on the resuits of the
bloed sugar levels, Lantus insulin 40 units at
badtime, and Metformin 500 mg plis twica dafy,
Further review of tha medication review form !
showed the parametars for the skding scale !
FORM CMG-2867(02-89) Previous Viersions Obsoinie Event ID:RAZ81 Fachity i0: Wypo23 If contirwation shee! Pege 6 of 71
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™40 SUMMARY BTATEMENT OF DEFICIENCES i m PROVIDER'S FLAN OF CORREGTION 8
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL ) PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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; Ve DEFICIENCY) | . "
: —Fhe
: ! review Change of Conditions daily
F 157 | Conlinued From page 6 . F187) Monday ~ Friday for 2 weeks and then

t elevaled blood suger levels and lack of insulin
+ adminisiratlon to the physiclan, He further sfated
!the physician's order for sliding scale Insulin was

{nsulin administration addressed biocd sugar
lavels up to 350 (this number Is miliigrams of
glucose per dedliiter of blood), bul falled to
addrass blood sugsr levels above 350, The
following concerns wera idenlified:

a. Raview of the January 2016 MAR shawed }
the resident did not receive the sliding scale i
Insufin dose and/or staff did not check the |
resident's glucose level at varous times from
14116 to 1/9/16 because s/he refused. This
- raview showed the residenl did not receive the
! sliding scale Insulin for the foliowing documented
- blood sugar lavals: 464 at 1 PM and 387 at 8 PM
ion 1/4/16; 672 at 1 PM and 472 at 5 PM on
1 4/6/16; 486 at 1 PM on 1/8/16; 488 at 5 PM on
" 177116, and 499 at 8 AM on 1/8/18.,

b. Review of the nursing progress notes and
documented communication with the physician ¢
showed staff did not report their inabllily fo obtain
the blood sugar lavels as ordered, elevated blood
sugar levels above 350, and omittad Iinsulin
doses to the physician,

& interview with the DON on 1/11/16 8t 2:05
PM revealad the resldent was transported lo the
hospital on 1/10/16 and his/her blood sugar lavel
was B00. Intarvisw with the ADON on 1/14/16 at
8:45 AM revesled slaff should have reported the

unclear regarding levels above 350, and the !
nurses should have clarified the order. ;
]
3. Review of the 11/12/15 admisslon MDS i
assessment showsd resident #52 was admitted
with a surgical wound, and was receiving surgical
wound care, Further, the resldent required the
extensive asslstance of 2 or more persons for

mast ADLs. Review of the resident's care plan for

review 5§ Change of Conditions weekly
for 2 montis to check that physician and
resident’s legal representative member
was notified of change. The audit will
[ also will also include documentation,
review of new orders, appropriate
interventions, and care plan, !f concerns
are identified corrective action will be
taken based on findings.

The Director of Nursing or designee will
audit finger stick blood sugar orders and
results and insulin administration weekly
for I month for correct administration
and physician nofification of results
outside of parameters. ARer | month,
vandom audit of 3-5 finger stick blood
sugar results and follow up will be
completed weekly for 2 months.
Corrective actions will be taken ns
nesded based on findings.

The Director of Nursing or designee will
complete an audit of medication and
treatment records weekly for | month
and then a random audit of 25% of
records weekly for 2 months for patterns
i of refusals, unavailability of supplies or
medications and physician notification
and obtaining vital signs as ordered and

FORM CMS-2557{02-89) Pravious Versions Obsclate
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F 157

Continued From page 7

skin issuss showad an Intervention dated
11/168/15, "Obssrve wound healing and maintain
wound vac [vacuum) as dressing...” Review of

| physiclan orders showed a 12/24/16 order for

. "Wound vac {o R [right] buttock wound. Wound
vac maintenance dally with dressing change on
MON [Monday), WED [Wednesday] and FRI
{Friday] avery day and night shifi..." The folowing
concarng were Idantifiad:

a. Review of the 12/27/15 fate enlry for
12/26/15 prograss note showed "..,was golng to
change wound vac lo right butiock area, no
wound canisters ware found..."

b. Raview of the 12/27/15, timad 6:27 PM,
progress noted showad "wound conlinues to be
; without wound vac..,”

. & Further review of the medical record
showed the order for the wound vac was nolt
* discontinuad until 12/30/15. !

d. Interviaw with tha DON, ADON and i
corporate RN on 1/15/16 beginning at 2:06 PM
confirmed the resident's wound vac was not
changed according to the physiclan's orders
because the facllity did not have the needed
supplies. Furthar, tha DON confirmed the
physician was not contacted regarding the
i fadllty‘ms inabllity to apply the wound vac unt
1 12/30/18.

4, Reviaw of the 1/6/16 quarterly MDS
agssessment showed resident #86 had diagnoses
that Included chronic pulmonary embolism and
deep vein thrombosis in tha lower left leg. Revisw
of the SBAR (situation, background, assessment,
recommendatlon) form dated 12/20/15 showed
tha resident complained of increased discomfort
lo the Isft lower extremity, A “soft ralsed arsa -
bshind laft knes” was also identified by the nures |
completing the assessment. Furthar review of the |

F 157

orders. Corrective actions will be taken
as needed based on findings.

Monitoring

The Director of Nursing will report the
findings to the QAPI Committee 1o
evaluate the cffectiveness of the
systemic changes and implement
additional interventions as necded to
ensure compliance and then reassess the
need for continued monitoring based on
compliance until resolved.

N

FORM CM3-2887(02-99) Pravious Uersions Gheolste

Event ID:RAZBYY
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F 157 | Conlinued From pag 8 F 157] Resclve Grievances pj 3
' SBAR form showed an area (o indicate the date Correctlve Actlons:
| and time the physiclan was nolifed; however, this The grievances for G7, G8, G10, Gl1, \
| ADON, and corporate RN on 1/18/16 al 2;15 PM ! d’ llegati £
conflrmed the SBAR form did not indicats the nvestigated a5 allegations o
physiclan was notified of the resident's complaint. abuse/negloct or mistreatment and a
iterview wih the DON on {/15/16 a1 & Pl report of each sent to the OHLS.
verified there was no additional documentation to
show the physiclan :,:3 notﬂri':d. entatio : The grievances for G1, G2, G3, G4, G9,
| F 188 483.10(2) RIGHT TO PROMPT EFFORTSTO | F 186! Gl12, Gl6, GI8, G20, G23, G24, G25,
sS=E | RESOLVE GRIEVANCES | + G27, G28, G29, G30, and G31 have had
H ! a resolution or have had adoquate
:Arasident has the right to prompt efforts by the | information to determine resolution and
facility to resolve grievances the resident mey . follow up made by the Administrator or
have, including those with respect to the behavior | Designee. Review of the corrected
of ather residants. grievances has been completed by the
| Administrator.
[}
;lex‘is REQUIREMENT [s not mat as evidenced Ideutification of Others:
; Based on staff interview, review of concern farm The Customer Service Director (.CSD)
has done a review of the Concern Forms
{ Informalion, and review of policy and procedure, from December 1* to January 31* for
the facliity falled to ensurs 32 of 47 grievances f i
lodged In December 2015 and January 2016 compliance, Concem forms not in
ware reasonably respondad to and/or resolved. compliance or without resolution have
i The findings were: been remedied.
! Review of Ihe "Truly Listening to Our Customers System Change:
| (TLC) Program® with a revised data of June 2013 The facility staff has been educated on
showed the process by which concems were | the TLC and Concemn process by the
addressed, Whan staff received g concem, they CSD.
should scknowledge recaipt of the concem and
! immediately address the concem If possibla and
; document the regolution. "s, if the concem relates
1 {o nursing cara or aliaged abuse, neglect, and/or
{ mistreatment, the concerns should be forwarded
i Immaediately to the supervisor or the
!’ administrator/Directer of Nursing for follow-up...b.
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LConc

F 186 ; Continued From page §
» Al other concerns must be forwarded to the
! :dmll;'gsml:r ?MMrs of recalpl or on the
rst business day recelpt.,.” The
! program also showed during the momhg

discussad with department managers. A person
was designaled and will have 3 days to
investigate and document the canclusions. The

! Investigstion regort will be forwarded (o the

, administrator by the third day after receipt. 3.

{ Within 24 hours the Administrator will review the
findings with the person Investigating the concern
to detsrmine If if has been resolved...The

interdisciplinary isam meeling, sl concems were :

Administrator and/or depariment managerwill |
: contact the resident or person fillng the concem l
! as s00n 8 possible but not longer than wikhin 72

hours of recelpt of the concern to aler{ them thal |
) the eonvern has been resolvad.” ;

The following concemns were identified with
griavances (number G1-G32) thase represented
24 residents:

8. Sevan griavances (G7, G8, G10, G11,
G17, G21, G26) were not referrad for
Irwestlgaﬁon as allmgations of abuse/naglact or
| mistreatment.

i __b. Elghteen grievances (G1, G2, G3, G4, @8,
1 G12, G168, G18, G19, G20, G23, G24, G25, G27,
(28, G289, G3D, G31) were not rescived or did
not contain adequats information (o determine

! resolution, Further, 13 of thase griavances (G1,

1 B3, G4, GS, B8, G13, G14, G15, G19, G22, G23,
st (329) showed no follow-up was made to the
resldent or parson fillng the concern,

¢, Of the 32 unresolved grievances, 2 (G23,
10) showed the adminlstrator had reviewed
them. The remainder showed lhe area to be
signed and the "dale the administrator followed
up with Individual” was blank,

or alleged abuse, neglect, and/or
F 186( miswreatment will be forwarded
immediately to the Supervisor or the
Administrator/Director of Nursing for
Investigation and reporting when
necessary.

The Concemns will be brought to the IDT
then forwarded to the appropriate
individual for resolution, completion,
and follow up per the TLC program.

The Administrator and/or CSD will
review the Concern Form log and
. Concern Forms once per week to ensure
compliance.  Non-compliant Concern
Forms will be retummed timely to the
appropriate individual for completion.

!t Manitoring:

The QAPlI Committes will evaluate
effectivencss of the systemic changes
based on additional interventions as
needed to ensure compliance then
reassess the need for continued
monitoring based on compliance until
resolved
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F 166 | Continued From page 10 F 166]
d. Interview with the cofporate RN and the |
DON on 1/15/16 at 4:30 PM verified the
resolution {o some grisvances needed (o be
better. Further, they verified concarns with /
allegations of abuse ang neglect had not been l\l{l
well-assigned, had not been reported, and may 167 , )
not have been adequately Investigated. lfclgl? Al:‘cg:;:lb;l;n Survey Resuls \?J
e. interview wkh the adminlstrator on 1/15/16 adly v
at 5:35 PM revealad the process relsled to . i \
concem sesolution was In need of more Corrective Action:
i monitoring. ¢ The binder containing past survey results
'?7 F 167 | 483.10(g){1) RIGHT TO SURVEY RESULTS - F 167, has had the 11/6/15 survey results added
S—Bl READILY ACCESSIBLE and the bin it is in has been lowered to
ensure access.
: A resident has the right to examine the resulls of

: : the most recent survey of the facllity conducted by Identification of Others:

. Federal or State surveyors and any plan of There are no other areas affected.
correction in effect with respect {o the facliity.
Systemic Changes:

i The facllily must make the results avaliabie for The Administrator or Designee will
examination and must post In a place readlly check monthly for accessibility and
accessible to residents and must post a nolice of completeness of the Survey Results
their availabllity, Binder.

< Monitoring: ) .

This REQUIREMENT is not mel as evidenced The QAP Committee will evaluate
by: effectiveness of the systemic changes
Based on obsarvation and staf Interview, the based on additional interventions as
facliity failed to ensure the most recent survey  » needed 1o ensure compliance then

i resulls wera avallable and accessible o all | reassess the need for continued

' residents In the facillly for review. The census ! monitoring based on compliance until

 was 111. The findings wera: | resolved

Observation on 1/12/16 at 11:30 AM showed a
notebook containing state survey resulls was
posted next to the front door in a sitting area, The
nolebook was located approximately 5 feet off the
FORM CMB8-2587(02.90} Pravious Versions Obsolets Evanl I0:RR2811 Faclity 1D: WY0023 \f continuatlon shesl Paga 11 of 71
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F 167 | Continued From page 11 Fagy| VI Privacy mfm
fioor with an armchalr balow it, putting It out of Corrective Action:
reach for residents in wheelichairs. Additionally, Resident #106 had her missing \
t the most recant health survey found in the ' items returned to her the day after they
+ nolebook was from the 7/23/15 complaint survey. were missing.
i :m;;slexesr‘ega ’8;13;341:0;212115 complaint Resident #30 has had their inissing
' laundry returned or replaced.
: Interview with the administrator on 1/15/16 at ! . .
i 11:45 AM confirmed the survay results were not | The bag of unclaimed laundry items was
1 accessible to all residents, and "needed to be ! displayed for the residents to go through
| lowered.” He further confirmed the most recent ! and claim their missing item. Claimed
i survey results wera not avallabie in the notebook, . items were marked and returned to the
\V\ F 174 ] 483.10{k),(l) RIGHT TO TELEPHONE ACCESS F174; residents,
§s=E | WITH PRIVACY H
! ! Residents who have Informed us of
: §483.10(k) Telephone ! missing laundry items have had them
. The resident has the right to have reasonable ! returned or replaced by the facility.
| access to the use of a telephone where calls can |
X be made without being averheard. . Identification of ougﬁ e
: i { the last ays of Concern
 §4B3.10()) Perzonal Proparty ; ?oiﬁfs“iié’s c:m;?ewd bz the fucility
i The residant has the right to retain and use i CSD for residents who have nated
| personal possessions, including some i Jound missing  for  resolution.
¢ furnighings, and appropriate clothing, as space  : Resi dn:us who have not had their
+ permils, unless io do so would Infringe upon the esice 4 have had them found
| rights or health and safely of other reskients. clothing retumed have ha
{ or replaced.
l’ This REQUIREMENT s not mel as evidenced
i by Systemic Changes:
i Based on observallon, resident interview, and The Facility Staff have been educated on
staff intervisw, the facility failed to ensure the Performance Improvement Plan
residents’ personal proparty was avallable {0 use. (PIP) developed by the Laundry
The facliity census was 111. The findings wers: Management.
!
i 1. During a confidential group interview on
1/12/16 8t 3 PM of 4 of 13 residents revealed they
; had clothing fost when sent to the faundry
| facifitles, and the faclity had been unable to i X
; ]
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F 174 ; Conlinued From page 12
locate the missing ems.

2. Intarview on 1/11/18 at 2:25 PM with residant
#1086 ravealed the facliky lost soma of hisfher
clothas when they were sant (o laundry and
nelther she nor the facliity had been able to
locate them,

3. Interview on 1/13/16 al 12:42 PM with resident
#30 revealed the facility fosl some of hig/her
clothes when they wars sent to laundry after the
residen! was admitied.

: 4. Observatlon on 1/13/16 at 12:30 showed 5
I Jarge garbage bags full of ciothes stored Ina
. closet in tha secura unlt. interview at that time
! with the laundry district manager revesled the
: bags containad unclaimed resldent clothes.

. 5. Interview with the laundry manager on 1/16/16
1 at 12 PM ravealted the process for identifying lost
| clothing was for tha residants or family membars
: ta search through the bags for their belongings.

| She raveated the proceas was not working well

| and needed to bs ravised.

483.12(a){4)-(6) NOTICE REQUIREMENTS
BEFORE TRANSFER/DISCHARGE

i Before a facliilty translers or discharges a

* resident, the facility must nolify the resident and,
1 Iif known, a famlly member or legal reprasentalive
: of the resident of the trensfer or dischargs snd

! the reasons for the move Inwritingand ln a

' language and manner thay undarsiand; racord
the reasons In the resident's clinica? racord; and
Include In the notice tha llems described in

' peragraph (a)(6) of this section,

F 203
§8=D

F174] names and delivered to the laundry

F 203 Monitoring:

clothing bagged and labeled with their

: Manager 10 ensure the articles are
i labeled per the PIP.

The laundry staff will check soiled
resident Inundry for any unlabeled
apparel and separate it so staff can
determine its owner. The articles will
then be labeled with the residents name
to ensure {t gets returned properly after
laundering.

The Laundry Manager or designee will
Inspect the laundry 4 times per week for
unlabeled or unclaimed the owner in a
timely manner.

+ Concern Forms will be reviewed and
random interviews will be condueted
weekly by the Leundry Manager or
designes for residents reporting missing
laundry jtems, The concerns will be
resolved per the facility TLC program.

The QAPl Committee will evaluate
effectiveness of the systemic changes
based on additional interventions as
needed to ensure compliance then
reassess the need for continued
! monitoring based on compliance until
| resolved
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F 203 Continved From page 13 F 203 M’P
\ as speciied In paragraph (a)(5)(1}) and (a) Corrective Actions: \
! 8) this section, the notice of transfer or The resident has been discharged.
: discharge required under paragraph (a){4) of this ° |
i section must be mada by the faclMy at least 30 . t dentification of Others:
+ days before lhe resident is transferrad or ; No other residents have been affected by
: discharged, ! this.
Notice may be made as sooh as practicable S icCh ,
before transfer or discharge when the health of ystemic Changes: {F bas be
individuals in the faciity would be endangored The factlity Management st en
+ health Improves sufficiently to aliow a more 111) by the Administrator.
Immadiate transfer or discharge, under paragraph
e ey ey o R
sident's urgen ano .
medioal needs, under paragraph'(agc(,zm)(li) of this (2) (1, 1) will have notification that
section; ar a resident has not resid the ; complies with the regulation. The !
'facﬂity for 30 days. | Administrator or Designee will monitor [

! The writan notice spaclfied in paragraph (a)(4) of
" this section must includs the reason for transfer

i or discharge; tha effsctiva date of transfer or

discharge; the locatlon to which the residentis .

transfarred or discharged; a stalement thatthe

resident has the right to appeal the actionto the |

Stats; the neme, address and telaphona number

i
i any impending discharge of a resident
; under those  circumstances  for
f compliance.

Monitoring:

The QAPI Committee will cveluate
effectiveness of the systemic changes

of the Stats long term care ombudsman; for based on additional inleﬂ{emions as
nursing facility residents with developmental needed to ensure compliance then
disabliities, the malling sddress and telephone reassess the need for continued
number of the agency responsible for the monitoring based on complisnce until
protaction end advocacy of developmentally resolved

disabled individuals established undar Part C of
thea Davelopmental Disabilities Assistance and Bl
of Rights Act; and for nursing facllity resldents
who are mantally ill, the malling address and :
lelephane number of the agency responsible for |
the protection and advocacy of mentally il

¢ Individuals establlshed under the Prolection and

PORM CMS-2587(02-9%) Pravious Vienslons Obsolsts Event 1D: RRZSN FachRy ID: WYC023 i cantinuation sheet Page 14 of 71
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Allegations/Individuals \e
F 203 | Continued From pags 14 F 203 cention 1/‘1}1\
Advocacy for Mentatly ilt Individuals Act. Corrective Actions:
E[s REQUIREMENT is not mat as svidenced The concern forms that revealed issues \
: that required reporting and investigation
IB”““‘ m’g&f' racord review and staft to rule out abuse/neglect/mistreatment
! Interview, the facilly failed to provide a discharge for residents #2, #11, #27, #31, #42, #178,
notice lo 1 of 1 sample residents (#118) witha |
{ ! faclity-inhiated diacharge, The findings were: : #99, #114, #121 have been reported,
5 8 l inl:'estlgaled and umél on tim:t:orditr;gly
where necessary.  Corrective actions
g:mﬁ%ﬁmdmgfmﬁg%ewa?w have been taken with staff members
re-admitted to the facllity from an acule hospltal accordingly.
y on 8/28/15. Review of the 8/28/15 nurse's nate, .
timed at 11:30 PM, showsed ths resldent had Resident #68 has had an Investigation
self-injurious behavior, and erders were receivad regarding a fall on 12/20/16 to rule out
from the on-call physiclan to send the rasident to abuse and a report sent to the OHLS
the hasplial, Resident #44 has had an investigation
completed regarding allegation of sexual !
Interview with the DON, ADON and reglonal abg and a report senl tog:]e OHLS. ]
nurse'cor;ts;ttf:ntnon 11518 beginning at 2:05 PM :
; revealad cliity declined to teke the resident ; had tipati
f back from tha hospllal due to concems about Resident #30 has an investigation
regarding an allegation of neglect and a
belng able lo meet the resldent's needs. report sent to the OHLS.
Further review of the medical record showed no {dentification of Others:
svidence a discharge notice was providad to the en ! a °t'.‘:’ " ;’1 dent
resident or the raskient's family member. A review of Incident/Accident reports
Interview with the medical records diactor on and Concern Forms for the past 60 days
1/15/16 at 8:10 PM confirmed no discherge notice has ~been  completed by the
: was provided to the resident or the resident's Administrator, DON, and/or the CSD for
} family. H issues that required reporting and
) F 225483, 13(0)(1)(")'(“1)' (0)(2) {4) | F226| Investigation o rule out
ss=E, INVESTIG, i sbuse/neglect/mistreatment. Issues (hat
! ALLEGATIONSIINDIV!DUALS '
| The facliity must not employ individuals who have
been found gulity of abusing, naglecting, or
mistreating residents by a court of law; or have
i had a finding entered into the State nurse alde
FORM CMS-2587[02-9%) Previous Virsians Obsolete Evani ID:RAZ811 Faciy D; WYTD23 If continustion shast Page 15 of 71
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i registry concerning abuse, naglect, mistraatment
I of ragidents or misappropriation of thelr property;
, and report any knowledge It has of actions by &

; court of law against an employes, which would
indicate unfiiness for service as a nurse alde of
other faclilty staff to the Stste nurse alde registry
or licensing authoritias.

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

{ Including Injuries of unknown source and

: misappropriation of resident property are

; immadiataly lo the administrator of the facilty and
; o other officials in accordance with State taw

L

. through establishied pracadurss (including to the i

i Stale survey and ceriification agency).

i The facllity must have evidenca thal all allsged

. Violations are thoroughly investigaled, and must
. pravant further potential sbuse while the

; Investigation Is In progress.

The resuits of all investigations must be reportad
to the administrator or his designated
reprassniative and to other officlals in eccordance
with State tew (Including to lha State survey and
certificalion agancy) within 5 warking days of the
Incident, and If the afleged violation (s verified
eppropriate corrective aclion must ba taken,

:hls REQUIREMENT Is not met as evidenced
by
'I Based on medical record review, staff and
! resident Interview, review of concem form

; informatian, and review of State survey and
: certification agency logs, the facility falled to

[

| ensure 13 random reportable Incidents ralatad to

Systemic Changes:

The facility management staff has been
educated on abuse/neglect/mistreatment
and what is to be reported and
investigated by the Administrator.

The facility management staff has
atiended 8 Webinar on Resident to
Resident Elder Mistreatment (RREM)
and what is reportable, Concern Forms
regarding Nursing Care or alleged abuse,
v neglect, and/or mistreatment wiil be
forwarded immediately to the Supervisor
or the Administrator/Director of Nursing
for investigation and reporting when
necessary.

——

Incident and. Accident Reports will be

i reviewed during the moming Clinical ;

- Meeting. Reports that have the potential
i to be Abuse/Neglect/Mistreatment will
be investigated and reported per State
and Federal Regulations by the IDT.

The Administrator and/or designee will
review the Concern Forms and Incident
and Accident Reports weekly for any
noncompliance. Noncompliant Concen
Forms and/or Incident and Accident
Reports will be investigated and reported
to OHLS per State and Federal
Regulations.

Monitoring:

The QAPI Committee will cvaluale

effectivensss of the systemic chanpes
i intel ons _as

bo—r——
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abuse, neglect or mistreatment wers reported
and/or invastigated, These incidents invoived 12
rasidents (#2, #11, #27, #30, #31, #42, #44, #68,
#78, ¥#99, #114, #121). The findings were;

1. Review of grievances revealed issues were
identified that required reporting and investigation
lo rule out abuse/neglect/mistreatment. The
following concems were |dentifiad:

a. A concern form Initlated 12/11/15 related to
resident #114. The resident alleged s/he did not
[ receive pain medications, call light times wers
excassive and when an alde cama in "[the] alde
told [him/her] that they wara short-staffed and she
couldn't help [him/her]. Resident afso reports that

the alde sald ‘you should slop your whining
+ because therapy Is going to ba worse'” The
 concem form also showed the resident stated '
{ his/er paln management needs and other neads |
i were “not balng me!” and “this is abuse."
] b. A concern form Initliated on 12/11/15
; related to resident #31 showed the resident
i allsgad an aldes baing "exiremely ruda...yelling at
me...throwing clothes at ma.”
¢. Aconcem form initialed on 12111115
related {o resident #121 showed the resldent
“walted for 8 hours to go lo tha restroom.” The
form showed a CNA contributed this to not having
the right kind of lollet. The action taken showed
the Occupational Therapist manager got a bed
side commode for the resident,
d. Aconcemn form initialed on 12/28/15

ralated to resident #27. This resident slieged
i medications wera not being provided, a named
i RN was *very rude”, and anothar named RN
 "‘wanted to make wound bised whan cleaning -it

hurt."

6. A concam form Inltlated on 12/18/15 !
relatad to resident #2 who alleged another namead :

(]
monitoring based on compliance until
F 225] resolved
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{ €. Aconcarn form initiated on 12/14/16

. related to resident #2 showed lha resident was

“vary upsel near tsars” the resldent reports sihe

! “feels that another resident is being neglected

; [and) abused.” '
¢. Review of the concerns form Initialed on

12/27/16 related 1o resident #78 showed the

resident was “scared” and "dossn't fes! safe"

around reskiant #44.

h, Review of the 12/27/18 concem form
related to resident #99 showed this resident was
“scarad and yefing and crying.” The faar was due
to resident #44 being In resident #88's room
standing aver him/har. The contarn form further
+ showed "it is very apparant [s/he) Is alrald of

[htmlher] [ am concerned about the safety of the
. other residanis.”
« L The 12/28/18 concem lorm related to
! resident #42 showad res!dent #44 was pulling
resident #42 oul of his/her room with the oxygen
cord, When trying to rediract resident #44, s/ha ;
bscame agitaled. The concern form further !
showed "vary concerned about the safety of ;
others.”

J. The 12/26/15 concern form related to
resident#11 showad resident #44 was In resident
#11's room and resident #44 "pushad the resident
out of the room. Rasident #11 was “so upset
{s/he} was shaking.” The upset resident talked
| about the other resident belng 8 “bad
{ {man/woman}.*

: k. Review of the facliily “Abuse log" for
December 2015 and January 2016 showed 3 |
reported allsgations which did not include the t
above mentioned examples. Review of the State ;
survay agency logs falted o show thase :

—— i —
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resldent was "very mean o other
1 residents.,.calling other residents names,
| including [him/her).”
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allegatlons were reported to the licensing division,
Review of the “actlon” for the 4 concems related
to residant #44 showed It did not address each
ingividual concern form. There was one :
description of actions taken to show the fecllity 1
was working with the family end a care pian
mesling was scheduled 1/11/16 and it was signed
; by the administrator an 1/11/16 with a nota {hat

{ more resolution was needed.

. Interview with the corporats RN and the
DON on 1/15/16 at 4:30 PM verified the
resolution to soms griavances naadad o be
better, Further, they verified concerns with
alisgations of abuse and neglact had not been
assigned wall, had not been reported, and may
not hava been adequately investigated,

2. Reviaw of the 12/20/15 "SBAR Communication
, Form and Prograss Note" for resident #58
showed "Resldent c/o [complaints of) leR groin
pain. Had c/o left leg paln to off going shift,
stating she thought [his/her] leg was broke. No
report of incident with resident during previous
shift. Reslden! states that {s/ha} fell, hilting
[his/er] head on [his/her] nightstand this
morning, although resident is not a rellable
historian, Resldent noted with ratsed raddened
1 area to left buttock & reddened ares to loft side of |
+ haad. ROM (range of motion] to Le leg guarded :
1 d/t [due to} c/o left groin pain. Denles headache,” .
! The following concerns ware Identifled: 4
a. Continued review of the 12/20/15 “SBAR
Communication Form and Progress Nole"
showed the author “Spoke with RCS [Resident
Care Speclaliet]...who had asslsted resident last
night. Resident was having difficulty standing to
transfer in to showsr chair afier having a loose
BM [bowsl movement) sarly this morning and was
lowared to the floor,” :

[PNTRE—

F 225
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Continued From page 19
} b, Further review of the madicsl record i
1' showed no evidance the early moming fallwas |
! reportad by the RCS at the time of occurrence, no!
1 evidence the resldent was assessed at the tine
of the fall for Injury, and no avidence the fall was
! invastigatad o that abuse was ruled out.
« ¢, Review of a progress nole dated 12/22/15
and tmed 2 PM showed the resident complained
of Increasad pain, and the physician orderad an
X-ray.

d. Review of @ progress nole dated 12/22/15
and timed 7:45 PM revaaled {he residen! had a
* talt hip fracture.

&. Interview with the DON on 1/15/16
beginning at 2:05 PM revealed she did not know
how the rasident's hip was broken, and was
, unawars of the note Indicating the resident had ¢
+ falien on 12720/15, She confirmed there had been !
. na Investigation of the 12/20/16 fall, and no
i Investigation info the resident’s broken hip to rule
out abuse,

3. Review of the 10/18/16 admisslon MDS
| agsessment showad resident #44 was admiited
to the faciity with dlagnoses that included
restiessness and apliation. The assessment
Indicaled the resident had physical behaviors
directed at others that put others at significant
risk for phyaical njury, and significanily intruded
on the privacy of othera. The following concerns
were ldentifled;
i 8 Review of the 11/7/16 psychosoclal
+ gssessment raveslad the resident had bean
, referred to a geriatric behavioral health unit due |
; to behaviors that included shaking histher penis
in a female rosident's faca.

b. Review of he State aurvey and certification
1 agency logs on 1/45/18 showed no report of an
 allsgation of sexual abuse was made to that

F 226
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Bgency. ) It is the practice of the facility to \
¢. Interviaw with the DON on 1/16/16 at 6:57 promote care for residents in a manner
PM canfirmed no report had been made of an and in a manner and in an environment
allagation of sexual abuge, and there was no that maintains or enhances each
documentation of an investigation. resident's dignity and respect in full
4. Interview with residant #30 on 1113/16 at 12:42 recognition of his or her individuality.
; PM revealad s/he had provided the facilily with a
-written allegation of neglact on 1/8116. Review of Corrective Action
! the 12/16/15 admisslon MDS assessment Resident #78 will be assessed for level
i revealed the resdent was cognitively intact with a of assistance needed with meals,
* BIMS (Brief Intarview for Mental Status) scora of including use of clothing protector and
: 16, The following concerns were Identlfied: I adaptive equipment by Director of
a. Review of the Stale survey and certification ! Nursing or designee. Care plan and
agancy logs on 1/15/16 showed no report of an I eNa assignment sheet will be updated
allagation of neglect was made to that agency. Y asnecessary to reflect changes, Resident
b. Interview with the DON, ADON and * I #78 is receiving timely assistance with
carporate RN on 1/156/16 baginning at 2:05 PM ! meals.
confirmed no report of an allegation of neglect |
was made, : Resident #108 will have a 3 day voiding
| ’}/F 241,483.15(a) DIGNITY AND RESPECT OF F241 pattesn completed to re-establish voiding
/=D |INDIVIDUALITY pattern.  After completion of voiding
ttern a new bladder evaluation will be
The faclity must promote cara for residents in a pa ;
manner and In an environment that maintalns or °°"‘P'°it°d and care pflan “ipdmg with
enhances each resldent's dignity and respect in ‘ nmeawnageﬁ:::t,e:;wthn: Di::ctorn;?,;\lunresril:;
~full nitlon of his or her individuality, i
tulirecog f t ! or designes. Care plan and CNA
assignment shect will be updated as
This REQUIREMENT Is nol met as avidenced necessary to reflect changes.
by:
Based on observation, resident intarview, and
medical racord review, the facifily failed to :
promote care in 8 manner to maintain dignlty for 2 H
of 35 sample residents (#78, #108). The findings
were:
1. Review of the 12/7/15 admlssion MDS
FORM CM5-2587(02-99) Previus Venlons Obsclele Event ID;RR281¢ Faciily 1D: WY0023 It continualion shest Page 21 of 71
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; ’ I A visual observation audit of residents at
F 241 } Coptinued From page 21 ‘ F241; meal time will be completed by Rehab
i assessmant showsd resident #78 required limited Msanager or designee to identify any
. assistance with 1 parson physlical assistance for residents  with dignity concerns rft
[ eating. Observation on 1/14/16 baginning at 6:51 dining.  For those identified further
{ PM showed resident #78 was sitting at a lable in review will be completed by
i the dining room as the dinner meal was served in interdisciplinary team and care plans and
| separale bowls. The resident plcked up aspoon CNA assignment sheets updated to |
.-and began to feed him/hersalf, but appeared o ; ! reflect changes !
: gat;e difficulty keeplng éhe food on the spoon and | : ges.
i bringing the spoo . . .
: tren'?org. Na 65:55 :&éuig?l;t:pdrggctga?&i The I?nrectqr of Nursing or.demgnee will
resident, asked if s/he neaded assistance with identify resldc_nls wtlxo are incontinent of
eating, and then asslsted the resident to another bladder. The incontinence care plans for
table next to another resident who raquired those identified will be reviewed and
asslstance, Interviaw with the resident st 6:15 PM updated as nceded. CNA assignment
revealed "they sald they were going to help, but { sheets will be reviewed for incontinence
haven't saen anybody. } was going to leave but interventions and updated as necded.
they sald they'd be back to help, Gol food all over
myself." Observation showed the resident i Systemic Changes
: wearing a clothing prolector with crumbs and | The Director of Nursing or designee will
; pleces of food on it AL 6:20 PM (29 minules after educate staff on dignity, including timely
I the mea| was served and 15 minutes after first assistance  with menls and  timely
being offered assistance), CNA#2 arrived and assistance  with  toileting  and
atlempted (o assist the rasident with the maat, incontinence management )
I’l;a rastdent’decllne':‘d further assistance, slating 8 ) |
8 was no fonger hungry. There was . . .
ahpprax;glatety 509|6 of foc?c'! observed remalning In I:;g;rl:ctor r:;gt;s:ngvgguiisugngieg;\g[yl
1 the rasident's bowls. )
! obscrvation audit of 10 residents 3 times
2. Review of the 12/28/15 care plan revealed weekly for one month and then monthly
resident #108 required staff assistance with for two months. The audit will include
tolleting and incontinence care due to dementia checking that resident, resident clothing
and Inabllity to transfer without staif assistance. and wheelchair are clean after meals and
| According to the care plan, revised 12/18/15, staff
were direcled fo offer assistance and "tollet® upon
rising, before and aflter meals, at bedtime, and as
needed. Observalion on 1/12/16 at 8:50 AM
revealed CNAs #3 and #4 provided urine and
fecal Incontinent care for the resident before they
whaeled him/har to breakfast. Continued ;
FORM £MS:2587(02.29) Previous Varslons Olisclsle Event ID:ARZ8Y Faciiky iD: WYGo23 if conllnuatiion shest Psge 22 of 71 ;
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Corrective nactions will be taken as
F 241 Continued From page 22 F241] neoded for any identified concerns,
obaervation revealed the resident sat in the ]
hafiway and actlvity room after eating braakfast. The Director of Nursing or designee will
; At 10:30 AM, after painting the rasident's complete visual observation audils of
et ML o e 1t
en ronlo n, at time he d le of 10 residents fi
resident had a fecal odor. The resident remainsd i f,‘:g,,fh"',,fﬁ r:;f;: n‘:ontmy for mo n:);nfli‘se :
In the activiky room unt 11:50 AM whan the bath i : . :
:  The audit will include monitoring for
oides #1 and #2 whealad the rasident (o the i timel ista bath d
shower room and removed the urine and : y assistance to  bathroom an
faces-soiiad disposable brief, intarview on incontinence and provision incontinence
1115116 ot 11 AM with CNA ¥4 revesled Interventions per care plan. Corrective
 sometimes staff did not lollet the resident befors action will be taken as appropriate for
and afier meals becauss the resident refused. any concerns identified,
However, (he continued obssrvation from 8:50
AM lo 11:50 AM revealad staff did not offer the
resident toileting assistanca. , Monitoring
£ 250 l 483.15(g)(1) PROVISION OF MEDICALLY ; F250] The Director of Nursing will report the
584G ! RELATED SOCIAL SERVICE p findings to the QAPI Committco to
i + evaluate the ecffectiveness of the

\ The facliity must provide medically-retated social i
; services to attain or maintain the highest
practicable physical, mental, and psychosocial
wall-being of each resident.

{ This REQUIREMENT I8 not me! as evidenced
+by.

Based on observation, medical racord reviaw,
and staff and resident interview, the facility failed
to ensure medically-related social services Issuss
! were addressad for 2 of 7 sampla rasidents (#31,
| #78) with these types of neads, The failure
! resulled in a negative psychosoclal outcome o
! rasidant #76, The findings were:

1. Review of the 11/9/15 admission MDS
sssassment [or resident #78 revealad diagnoses

systemic  changes and implement
additional interventions as needed to
ensure compliance and then reassess the
need for continued monitoring based on
compliance until resolved. \W

F 250 Provision of Medically Related 7/\
Social Scrvice

It is the practice of the facility to provide
medically-related social services to attain
or maintain the highest practicable

FORM CMB-2587(02.99) Pravious Versions Dbsolais Event ID:RR281¢ FacKly 20: WY0023 i coniinuation shast Page 23 of 71

e N



02/08/2016 MON 20:47 PAX 866 304 7601 Poplar

{@o03ss077

PRINTED: 01/29/2016

DEPARTMENT OF I-I;EALTH AND Huwlw SERVICES FORM %FPROVED
STATEMENT OF DEFICIENCES L1} PROVIDER/BUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION ov
AND FLAN OF CORRECTION IGENTIFICATION NUMBER: A BULDING
535024 8. WING 01/1512016
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, 2P COOE ]
4305 8 POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
) ] SUNMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORRECTION )
PR (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFX | EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR L5C IDENTIFYING INFORMATION) W ¢ € m-mmueﬁmmz»pnopnms DATE
nh =
iacin of ench resident,
F 250, Continued From page 23 F 2560 8
that included anxisty disorder. Continued review
of the sssessment showed the rasident triggarad Corrective Action
for furt!u;r° :fxggmr:‘lgn% comrnunflcu:aﬂon and A Social Services assessment was
psychos » Review o leted (i ident #31 and b
communication CAA revealed the residentwas | ;?;:p e]m, (;;e:,s I eu;dated anm °,';§Z?t
"..vasistanl to Long Term Care and 8 move to this . resident’s current status
! facllity, {s/a} has a Dx [diagnosle] of ; | Resid : '

" ! ! Resident #3) blinds are in working order
anxiousness...” Review of the psychosocial : Resident #76: A Social Service's
weli-being CAA revealad the residen! reported en : totod for resident
»...mood Issues which could be atiributed to Assessment was completed for residen
{hismer) new admisslon In the facility and may #76 and her care plan was updated to
{ake time for adjustment to [hia/her) new reflect the resident's current status.
environment.” The following concams were
idenlified:

&, Review of the prograss nole dated 11/8/15 Identification of Others
and timed 7:30 PM revealed the rasident told a An audit will be completed by Social
staff member s/he would not take "...the pliis Service Director or designee to identify 1
because |s/he] wants lo dle..." ; any residents with mood issucs or
b. Review of the progress note dated | symptoms of depression. For the
11/16/15 and tmed 1.68 PM showad tha resident identified residents the Soclal Service
had been moved out of the faclilly by family. Director will cvaluate current moed,
Review of MDS dzia showed the resident was depression  symptoms and  behavior
readmitiad to the facllity on 11720115, ‘
update social service note to reflect
¢. Intsrview with the edministrator on 1/16/18 id vi edicati od
at 12 PM revealed the resident was ramoved fesident siaus, Toviow Tedications 2
irom the facllty by famlly members who did not care panned interventions and any
have the authority (o do 60, and the realdant's outside services provided. The care plan
! relative who did hold power of attorney ensurad will be updated as needed to reflect
the resident’s return to the facility and restricted | resident necds and interventions for
the other family member's abiity to contact the : :lnood i lm:‘ iﬂ;\d Sﬁ'llﬂgw“w i :df
resident, epression, Physiclan will be noti
| d. Review of the progress nota dated and referrals will made to other agencies
t 13/21/15 and timed 2:43 PM ravesiad the residant as needed.
' looked *...down and deprassed, not smiling and
fraquently with a frown on [his/her] face...*
I 8. Review of a soclal service note dated
11725115 and timed 3:47 PM showed “{Resident
name] is alert and oriented to person, place,
atthough [s/he] can be confused with time or date.
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The Social Service Consultant or
F 2601 Continusd From page 24 i F250) designee will provide education to Soclal

! Dally decision making is currently moderately
impalred. Depression featuras are noted with -
{resident name] as being down at imes overall, A
hislory of bahaviaral symploms include being
:{:aar;nold at times and trying to elopa from the
cilly..."
(. Observation of ihe resident on 1/11/16 at2 |
PM showed hg/her room was lacated on the :
sscure (locked) dementia unit. The resident was
saaled In 8 chalr in his/her room, The resident
was awake, but was not engaged In any activity,
. The room was dark; no lights were on and the
" window blinds wera clogad. Interviaw with the
rasident at that time revealed ths blinds didnt
: work, and couldn't ba adjusted, "So they stay that
lway all of the time,” The rasident then bagan to
1 weep, and staled, "I'm terribly, leribly unhappy!®
< g Further review of the medlcal record failed
; {0 show any soclal sarvice noles afiar 11/25/16,
b, Interview with the social services direcior
on 1/15/16 at 4:45 PM revealed the resident did
have an understanding of the situation with
his/her family members and was distressad 3 it,
He noted the resident was angry al imes, a
suffered anxiety. He furthar stated a care plan to
address the raskdent's distress had been
devaloped just that day.

'2, Raview of the medical record for resident #31
{ revaaled s/he was sdmitlad on 10/16/15 aftera
stroka, This raview showad tha stroke affected
the resident's balance, vislon, and cognilve
abillty. According to the care plan, revised
12027115, staff were directad 1o administer

: antidepressant medicatlons and

cbserve/document/report adverse reaclions and
eflectiveness. Observalions on 1/11/16 revesied -
the resident was awake in bed rom 4:30 PM o  ;
5:45 PM. At 5:46 PM stha ate In the dining reom

Service staff on identification, evaluation
and management of mood issues and
depression and documentation before
date of compliance. The education will
include interventions and cere planning.

The facility has made arrangements for
mental health scrvices to be provided on
site to facilitate prompt and consistent
response to resident mental health needs
beginning February 2016.

The Director of Nursing or designee will
review incident / accident reports, 24
hour report and the clinical dashboard in
Point Click Care in morning mesting
daily Monday or l'riday to ldentify any |
resident change of condition. The Social
Worker or designee will attend morming |
clinical meeting to identify any residents
with mood issucs, symploms of
depression or change in behaviors. The
Social Worker will follow up promptly
on any identified concerns and document
actions taken.

The Social Service consultation will be
provided monthly for the next 3 months
to monitor cifective provision of socia!
service and documentation. Any
recommendations by consultant will be
reviewed and follow {aken as needed,”

The Administrator or designes will
complete random andit weekly of
documentation  and  interventions
nravi i ve
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I will be taken based on findings,
F 250 | Continued Fram page 25 F 250
*and raturned to his/her bed at 6:15 PM. On i Monitoring
{ 1112718 the resident was observed in bed from The Administrator or designee will
' §:20 AM to 11:30 AM, Tha fallowing concerns ~ ; report the findings to the QAP
{ were Identified: ] Committee ta evaluate the effectiveness
- & During an intarview on 1/12/16 at :45 AM * :
N of the systemic changes and implement
i the resident sobbsd and slaled s/he was I ! additional Interventions as needed to
+ depressed becausa somelhing was making : i ensure compliance and then reassess the
{ him/her steap *all the tima", hisher vision wes Sed for continued monitoring based o
y limited due to the stroke and cataracts on bath e i ntil resotved. B oee o
ayes, famity was far sway and could not visit compiiance until resolved.
ofta"?t.y and thera was nathing to do all day al the
 facility.
b, Duting a second interviaw on 1/14/16 al 6 F-253: Housckeeping & Malntenance
PM, (he rasident revealed s/he continued to feel Services.
“sad", and it was “hard lo keep from feeling
depressed.” Corrcctive Actions:
c. Interview with the soclal services director Resident Room #202has had the edge of
''on 1/14/18 a1 8:30 PM revealed a soclal services - I the floor along the baseboard and the
admission assegsmeant had not baen completed warped baseboard repaired.
_for tha resident. At thal time the social services
i diractor B::’a}ad“he was not aware of the resident’s : Resident room 201 has had the area
' depressed feslings,
f#a 4. lnt':r:lew on1 J 18/ 1“2 at 7:30 AM WN A around the toilet cleaned and caulked,
, #5 revealed the resident liked to stay in er
! room and usually got up for braakfast then Resigiet:lt room 503 has had the blinds
returned to bed, repairea.
9. Interview with tha soclal services director
on 1/16/16 al 8:15 AM revealed he taked with the Resident room 610 has had the window
rasident after lalking with the surveyor, and repaired,
determined additiona! and revised interventions
were needed to addrass the residant's Resident room 203 lias had the wall
dapression, repaired.
F 253 483,15(h)(2) HOUSEKEEPING & i F263
s8=E ; MAINTENANCE SERVICES ;
i The faclity must provide housekeeping and X
. malntenence services nacessary to maintain a
 sanitary, arderly, and comfortable interior.
1
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: cover repaived.
F 253y Continued From page 26 i F 253
i Resident room 611 has had the drain
access cover replaced and the wall
Ihis REQUIREMENT Is not met as evidenced repaired.
by
| Based on observatlon, and staff intarvisw, the :
faclil falled Io ansure a safe and sanltary Resident room 612 his had the faucet
environmant in 4 of 6 resident areas (200, 400, P .
500, 600 haliways). The findings were: Resident room 504 had had the faucet
 Observation on 1/16/16 beginning at 10:45 AM replaced..
1 ravealed tha following concemns with ficors and
| baseboards, windows and blinds, walls, sinks, Resident  shower room in the 400
8nd gshower rooms; haliway has hed the drain cover
’ replaced.
Regarding flcors and bassboards:
Resident shower room in the 600
1. In resident room 202, the edge of the floor hallway has had the tiles replaced and
along the baseboard to the left of the bathroom the baschoard fixed,
i had an accumulation of dirt and de:;l:
approximately 2 feet long. Additionally, the Identification of others: ;
baseboard was warped and chipped at the The Maintenance Director has completed |
comer. a room 1o room check for faulty blinds,
inks needing repair, floors needing
2. In resident room 211, the floor along the §
! perimeter of the tolist was discolored and solled repalr, nd ";“t‘l‘t“’“” that may be cracked
: with dark debris. Further, the caulking around the and remedied tlem.
‘ basa of the tollel was missing.
I Systemic Changes:
3. Interview during the observatlon with the The Maintenance Director and/or
i maintenance direclor confirmad the Identified | designee will conduct weekly room
eraas neaded cleaning and/or repalr, i checks for areas of disrepair and fix the
: issues in & timely manner.
| Regarding windows and blinds: :
! t
1. In resident room 503, the window blinds were i
in 8 closed posttion, with the sfats pointed down,
t The string thal operatss the stat positioning was
* located at the lop of the blinds and required effort
{ o reach and opersls.
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F 253 l Continued From page 27

;
I 1 2. In resident room 610, the lower feft window
was cracked.

i 3 Intesviaw during the abservation with the
 maintenance direclor confirmed the window

i biinds needed to be ra-strung end the cracked
window needed {o ba raplaced.

Regarding walls:

1. In resident room 203, the wall above the bed
near the window had numerous aress of chipped
paint and gouges.

2. In resident room 504, the drain access cover to
the left of the sink was loose which exposad a
' melal edge and bare drywall behind It.

1 3. In resident room 611, the draln access cover io |
i the left of the sink was missing, which ieft a hole
in the wall approximately 8 inches square and
exposed plping inside the wall,

4. Interview during the observation with the
maintenance diraclor verified the Identified araas
nseded 1o be repalred.

Regarding sinks:

1. In resident room 612, the hot waler handle had
chipped chrome and exposed rust approximately
i 1/2 Inch in dlameter, Additionally, water leaked

i from the base of the handla when the water was ¢
turned on,

2. In resident room 504, the hot water handle was
not secured to the sink base.

‘ 3. interview during the obsearvation with the
malnienance dlrector confirmed ths sink handles

resolved

r——

The QAP! Committee will evaluate
F 263 effectiveness of the systemic changes
based on additional interventions ss
needed to ensure compliance then
reassess the need for continued
monitoring based on compliance until

FORM CMS-2587(02:00) Previous Varsions Obsolels EventiD:RRZ811
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Regarding shower rooms;

i 1. In the showar room In the 400 haliway, a 8-inch
: diameter drain cover on the floor near the door

| was partly pushed dawn Into the drain hole 1/2
inch deap, which exposed the tlle edge around
the drain,

1 2. In the showar room In lhe 600 hallway, there

:  base of the wall to the right of the door that were }
i cracked and chipped, Additionally, the baseboard

! wera three tiles measuring & Inches along the 5

Towels to appropriaely be distributed in
resident rooms and shower rooms have
been ordered.

Identification of Others:

The Housckeeping and Laundry
Manager or designee has done a room to
room sudit for an adequate amount of
towels, Rooms that did not have
adequate amount of towels were stocked
with the appropriate amount of towels,

STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPUERICLIA {X2) MULTIPLE CONSTRUCTION
ANQ PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
635024 B. WING 01/16/2018
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F-254: Clean SEiNfi"linens in Good L
! Condition, 4,&7, {
F 263 | Continued From page 28 F 253
needed lo be repalred or replaced. Corrective Action: \

along the bathtub and the wall under the shawer
was coming loose from the wall, with an Systemic Changes:
accumulation of dirt and debris behind the Housekeeping Laundry Manager will do
baseboard. ; an inventory audit for towels weekly for
' : ane month then monthly thereafter to
m 3. Interview with the maintanance director during | ensure adequate numbers of lowels to
the observation confirmed the identified areas ; i supply resident’s rooms. An order will
needed {0 be rapaired. ; be placed as necded to keep the towel
F 254 | 483,15(h)(3) CLEAN BED/BATH LINENS IN E F 254!  inventory adequate.
91,"1 ss=E | GOOD CONDITION ;
1 Monitoring:
The facllity must provide clean bed and bath The QAPI Committee will evaluate
lInens thal are in good condition, effectivencss of the systemic changes
based on additional interventions as
; needed to ensure compliance then
: 'g;!s REQUIREMENT is not met as evidenced feassess the need for _continued
Based an observation, resident interview, and monitoring based on compliance until
staff Intervisw, the facliity falled to provide an resolved
: adaquate supply of bath finens for resident use,
+ The census was 111. The findings were:
i
: 1. Observation on 1/12/16 at 8:30 AM revealed 8
shelving unit for storing various linens, including
sheets and towels, Further observation showed
FORM CM3-2587{02.99) Pravious Varsions Obaclets Event ID:RRZSN Faclity ID: WY0D23 I conlinuation sheal Page 29 of 71
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j tha shalving marked “bath towe!s” was empty and It is the practice of the facility to strive
the shelving marked “hand towels" had a small to ensure that services provided or] %
supply available. arranged by the facility mest
professional standards of quality,
t2, Interview on 1/12/16 at 11:20 with laundry alde ;
# revea;led 's:: can't keep linens on the ;
shelves,” and she did not feal there were enough Corrective Action
finens faréhe Wwhole ':'d'lw' “especially bath Resident #20°s physician has reviewed
: loweis and hand lowels. blood sugars and insulin orders.
i 3. Interview on 1/13/16 al 12:42 PM with resident
#30 revealed during the previous shower s/he Wound treatment orders for #52 were
recelved, s/he had 1o dry off with a hand lowel as reviewed and updated.
no bath lowsls were avaliabls. - .
Resident #25's physician reviowed
4. Observation on 1/12/16 at 11:60 AM revealed ;  resident's antihypertensive orders and
bath side #1 and #2 provided extensive blood pressure results and blood pressure
assisiance with shower and follating for resident | paramelers were discontinucd on 2.3,16
#108. Altar showering, the aldes used hand i i
 lowels to dry the resident. nterview with bath? | Resident #88's physician has reviewed
- alde #1 and bath alde #2 on 1/15/16 a1 8:4B AM ¢ blood sugar results and insulin orders.
revealed they sometimes needed to use hand |
lowsls instead of bath towsls bacause they “run Identification of Others
out' of beth towels, An audit has been completed by Director
483.20(k)(3)(l) SERVICES PROVIDED MEET F 284 of Nursing / designee, to identify any
PROFESSIONAL STANDARDS residents that are diabetic and have
finger stick blood sugar orders and / of
The services provided or arranged by the facilly .
insulin orders. The audit includes
must mee! professional standards of qualty. checking for parameters for physician
notification of blood sugar resulls and
This REQUIREMENT Is not met as svidenced notification of physician of results
by:
Based on staff Interview and medical record
review, the facllity falled to ensure physiclan's i
orders ware followed for 4 of 37 sample rasidents !
; (#20, #28, ¥62, #88). The findings ware: '
i 5
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inistrati insulin per orders.
F 281 Continued From pags 30 F2a1| administration of insu
: 1. Review of the medical record showad residant Cor;egtwe actions will be taken es
#20 requlredldally maedication for Diabeteds | neeced.
-} s .
,“gv;ﬂ'wuﬁosﬁ"smﬁm;’ :ﬂl;:&:: ;%?;Jﬁ:,gﬁ An audiE will be cqmplcud by Dlrec_tor
sugar levels befors meals and at bediime and of Nursing or designce of medication
sliding scale Insulin based on the resulls of the and treatment adminisiration records for
biood sugar lavels, Lantus insulin 40 unlls at the past 2 weeks to jdentify any
bedtime, and Metformin 600 mg pills twice dally. instances where medication or treatment
: Further review of the madication revisw form was not provided due to patiern of
! showed the parameters for the sliding scale resident refusal or supplies not being
¢ Insulin administration sddressed blood sugar avallable. The audit will also include
levels up to 350 (this number Is milligrams of checking that vital signs completed as
{ plucose per decilter of bload), but failed to needed and any additional parameters for
j :::gﬁ:b%‘g:::r‘r’lga":;?‘e'ﬁ':e:a:::.sso' The medication administration are followed.
0 2 H as
1™ 8. Review of the January 2018 MAR showed o O o aatifiostion
the reskient did not recsive the sliding scale hee B phy
insulin dose and/or siaff did not check the
i resldent's glucose level at varlous times from
+ 174116 1o 1/8/16 because s/he refused. Systemic Changes . "
b. Review of the nursing progress notes and The Director of Nursing or designee wi
documented communication with tha physlcian educate the licensed nursing staff, on or
showed staff did not report thelr Inabliity to obtaln before date of compliance, regarding the
: the blood sugar levels as ordered, elevaied biood notification of the physician and
i sugar levels above 350, and omitted insulin resident's legal representative any acute
! doses to the physlcian. changes in condition and noting this
¢. Interview with the ADON on 1/14/16 at 8:45 notification in the medical record. The
AM revealed staff should have reported tha education will include  physician
! elavated blood sugar levels and lack of insulin notification of patterns of refusals of
: administration to the physiclan, He furiher stated * medication or trcatment, physician
, the physician’s order for sliding scale insulln was lies or
| i notification ~ when  suppli
: unclear regarding levels above 350, and the { dications are not available and
' nursas should have clarifiad the order. : medic
12, Revisw of the December 2015 and January |
; 2016 MARs showed resident #25 had orders
. relaled to histher diagnosis of hyperiension. :
i These orders were dated 11/10/15 and Included
“Lisinopril Tablet 2.5 my, 1 tablet dally In the !
FORM CM§-2587(02.6¥) Pravious Viersiona Obaniale Event ID;RAZAN Fackity 10: Wyo02y If continuation shast Page 31 ol 71
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F 281 Continued From page 31 F 281 suppliss or medications ere available and

£
t
t

than 100" and "Metoprolol tartrate tablet 25 mg,
give 0.5 tablet by mouth 2 times per day. Hold If
. sysiolic BP less than 110 or heart rata less than
60." Further raview of the MARs showed the
resident received thase medications dally except
on 1/3/16 when both medications were shown to
bs held due o the residant belng hospitalized,
Also on 1/2/18, 1/8/16, and 1/8/16 the 9 PM dose
of Metoprolol was held "due to condition.” The
following concerns were identified:

a. Review of the MARS and the medical
record falled to show the BP or heart rate were
taken prior to the medications being
administerad. in addition, the progress notes
failed to show the resident was out of the facliity
on 1/3/18, or why the madication was held on the
olher dates.

b. Review of the vital sign documentation in
the chart showed in Decamber 2015 the ;
 rasident's heart rale was taken only 18 imes with !
1 o values less than 80, On 1/13/16 the Januaty  :
. vital signs for heart rate ware reviewed, and there ;
} wera only two imes when thess values were i
| Fecorded with none below 60,

¢. Review of the December 2015 BP
documantation showed enly 18 timas when the
values ware recorded, On 12/10/15 at 6;51 PM
the value was 89/60, and the meloprolol was
administerad at 8 PM according to the MAR,
d. Review of the January 2016
! documentation for BP showad anly 5 times when
the value was recorded.
i e Interview with the DON on 1/15/16 at 5:30 :
1 PM verified she was unable to find any additional ;
» documentation of vital signs and confirmed they
: should be taken prior (o administration of these
{ medications.

t

: morning, Hold If systolic blood pressura (BP) less

following parameters on physician
orders and obtaining vital signs as
needed.. The education will also include
obtaining parameters for physician

notification of finger stick blood sugar i

results, notification of physician when
blood sugar results are outside of the
parameters, and following physician
orders for insulin.

The Director of Nursing or designee will
audit finger stick blood sugar orders and
results and insulin administration weekly
for 1 month for correct administration
and physicien nolification of results
outside of parameters, Afier | month,
random audit of 3-5 finger stick blood
sugar results and follow up will be
completed weekly for 2 months,
Corrective actions will be taken as |
needed based on findings.

The Director of Nursing or designee will
complete an audit of medication and
treatment records weekly for 1 month
and then a random audit of 25% of
records weekly for 2 months for patterns
of refusals, unavailability of supplies or
medications and physician notification
and obtaining vital signs as ordered and
administering imedication per physician
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+ 3. Review of the 11/12/15 quarterly MDS

( assessment showed resident #88 had diagnoses
l that included diabetss. Raview of the physician
i orders showed the resident was to receive 5 unis |
of Novolog insulin before meats, with the :
i medicatlon to be held If the regident's biood sugar!
i was belaw 150, Review of the January 2016 MAR ]
ravesled the foflowing concerns:
. & There was no evidence the resident's
; blood sugar was chacked or the insulin
adminlsterad prior fo 10 meals between 1/1/16
and 1/14/18,

b. The resident was administered Insulin on 3
occasions when the blood sugar was indicated to
be below the spacified paramater of 150,

o. The resldent was administered insulin 11
{imes with no documented blood sugar.

d. Interview with the DON, ADON, and
corporale RN on 1/15/16 at 2:15 PM confirmed
the MAR Indicaled the resldent received insulin |
when the blood sugar was below the specific .
parametar. interview with the DON on 4/15/16 al !
8 PM revealad there was no additional
documentation to provide related to the resident's
{ insulln administration.

: 4. Review of the 11/12/15 admisslon MDS
assessment showed resident #52 was admitted
with a surglcal wound, and was recsiving surglcal
wound care. Further, the resident required the
exiensiva assistance of 2 or more persons for
most ADLs. Review of the resident’s care plan for
skin Issues shawed an intervention dated
11116115, "Observa wound healing and maintaln
wound vac [vacuum] as dressing...” Review of
physicilan orders showed a 12/24/15 order for
*Wound vac {o R [right] buttock wound. Wound
vag maintenance dzily with dressing change on
MON [Monday}, WED [Wednesday] and FRi ;

F 281

as needed based on findings.

Monitoring

The Director of Nursing will report the
findings t0 the QAPI Commiltee to
evaluate the effectiveness of the
systemic changes and  implement
additional interventions as needed to
need for continued monitoring based on
compliance until resolved.
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i [Friday) every day and night shift...” The following | It is the practice of the facility to strive
! concems wera identified: to ensure that each resident receives the

a. Review of the 12/27/14 late entry for
12/28/15 progress nole showed *...was goingto
change wound vac to right butiock area, no :
wound canisters were found..”

b. Review of the 12/27/15, timed 8:27 PM,
prograss noted showed "wound continues 1o be
without wound vac...”

¢. Further raview of the medical record
- showad the order for the wound vac was not
| discontinuad untl 12/30/15.

d. Interview with the DON, ADON and

j corporate RN on 1/16/16 baginning al 2:05 PM
: confirrned the reslident's wound vac was not
changed aceording io the physiclan's orders
because the facility did not have the needed b
suppliss. Further, the DON confirmed the i
phystctan was not contacted regarding the i
taclfity's inablkity to apply the wound vac until
12/30/18.

F 308 | 483.25 PROVIDE CARE/SERVICES FOR
§8=G | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necassary care and services to attaln
or maintain the highest practicable physical,
mental, and psychosoclat waki-being, in

: accordance with the comprehsnsiva assessment
and plan of care.

TR,

'll;hls REQUIREMENT Is not met as evidenced
y:

. Based on medical record review and staff
Interviaw, tha faclllly falled to ensure adequate
care andlor imaly response {0 a change of

necessary care and services to altain or
maintain the highest practicable physical
or mental and psychosocial well-being,
in accordance with the comprehensive
asscssment and plan of care.

Corrective Action
Resident #116 no longer resides at the

facility.

Resident #20's physician has reviewed
resident's blood sugars and insulin
orders.

i Wound treatment orders have been ,
. reviewed and updated for resident #52,

The physician reviewed resident #25's
F 308} antihypertensive ordess and  blood
pressure results and blood pressure
parameters were discontinued.

The physician has reviewed #88°s blood
sugar results and insulin orders,

Identification of Others
An audit will be completed by Director

of Nursing 7 designee, to identify any
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F 309 Continued From page 34 OO0 e hut the residents physictay and
condition for § of 35 sample residents (#20, #25, legal representative was notified of the
#52, #88, #118), This fallure resulted In actual 8
harm for 2 resldents (20, #116) who were change, orders obtained and written as
! fransported to the hosplial for acute care. The needed and care plan updatleg when
. findings were; ncedeccll. dCorrectwe actions will be taken
] Qs needed.
1. Review of the 5/12/15 Interdisciplinary team 1 .
note showed resident #1168 was admitied {o the An sudit has been compleled‘ by Director
facliity for rehabilitation afler lumbar surgery, and of Nursing / designee, to identify any
infection of the surgical wound. The following residents thet are diabetic and have
concerns were identified; finger stick blood sugar orders and / or
a. Review of the nursing note dated 6/27/16 insulin orders. The audit includes
and unlimed showed "Resident crying out this checking for parameters for physician
| am, vary drowsy from paln meds [medications] i notification of blood sugar results and
| earller & fiexerll j|a muscle relaxant, c/o ! notification of physician of results
¢ [complains of] that [s/he) couldn't feet [his/er] outside of the parameters and correct
i legs, difficulty sitting up @ [et} bedside, very administration of insulin per orders,
i adamant that [s'he] wanted to lay In bed...” Corrective actions will be Iaken as:
b. Review of the 5/28/15, untimed, fate entry '('l \
Htor 5127115 nursing not? showed "Requa?t to get needed,
resident in to ses [physician name] @ [clinic . , )
name] d/t [due to] increased paln and difficulty An audit will be completed by Director
moving [his’her] legs. [S/he) was rescheduled of Nursing or designee of medication
with an appt. {appainiment) for 26th. Incislon and treatment adminlslraliop records for
noted to be withoul s/sx [slgns/symptoms) the past 2 weeks to identify any
Infection and resident was ext X 1 asst [extensive instances where medication or treatment
assist ‘of 1 person) with transfer (o racliner with was not provided due to pattern of
nures.” resident refusal or supplics not being
o. Further review of the medilcal record available. The audit will also include
showed no evidence the physiclan was contacted checking that vital signs completed as
H fﬂ;%‘ﬁ?t{, ?:?g;}g?s;::ﬁ:ggs ncreased pain and needed and any additional parameters for
. inistrati d.
d. Review of the 5/28/15 nurse's nota timed medication administration are followe
at 11:50 PM indicated the resident had an
gppointment at the clinic, and relurnad with new
orders, Notes from this appaintment were
requested from the facliity, and wera not
available,
e. Review of the §/31/15 "SBAR i
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