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OMBN

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
535024 B, WING
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
4305 S POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
(X4} 1D SUMMARY STATEMENT QF DEFICIENCIES b PROVIDER'S PLAN OF CORREOTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F000}{  Preparation and/or execution of this plan
of correction does not constitute
The following common abbreviations are used ¢ admission or agreement by the provider
fhroughout this document: of the truth of the facts alleged or
conclusions set forth in the statement of|
ADLs- Activities of deily living deficiencies. The plan of correction is
ADON- Assistant director of nursing prepared and/or executed solely because
CAA- (Care area assessment it is required by the provisions of federal
CNA-  Certified nurse slde and state law.
ﬂliioN- Dlrecl:tor of nursl{:g se"art\i/lces
AR- Medlcation administration racord

MDS- Minimum Data Set glmzl:;rdfcrvlccs Meet Professionsl

LPN-  Licensed practical nurse

RN-  Reglstered Nurse it is the practice of the facility to strive

to ensure that services provided or \\U" /

8 d abbreviall
Less commonly use reviations will be amanged by the  facility meet n

annotated In each deficlency..

{F 281} | 483.20(k)(3){) SERVICES PROVIDED MEET (F2s1)|  professional standards of quality. (
s5=p | PROFESSIONAL STANDARDS
! Corrective Action \
The services provided or arranged by the facility " Resident #20's physiclan has reviewed
must meet professional slandards of quality. blood sugars and insulin orders.
Wound treatment orders for #52 were
| This REQUIREMENT is not met as evidenced reviewed and updated. '
1 by: '
H .
review, the facllity falled to ensure physician's resident’s antihypertensive orders and
orders ware followed for 4 of 37 semple residents blood pressure results and blood pressure .
{#20, #25, ¥52, #88). Tha findings were: parameters were discontinued on 2.3.16

1. Review of the medical record showed resident s . .
#20 required dally medication for Diabeles Resident #88’s physician has reviewed
Mellitus. Review of the January 2016 medication blood sugar results and insulin orders,
review form showed the physician ordered blood
sugar levels before meals and at bedtime and
sliding scale Insulin based on the resulls of the
blood sugar levels, Lantus insulln 40 units at
bedtime, and Metformin 500 mg pills twice dally,

i j :
TOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE TITLE (X} DATE ;
A Ké&/l V4 2/g / e :

Any daficlancy statemant 8 an astefisk (") denotas a deficiancy which the Institution may be excused from comeciing providing It Is determined that
other safeguards provide s {lon to the patlents. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of surve}‘whumar or nol & plan of correction Is provided. For nwsing homas, the above findings and plans of correction am disclosabls 14
days foflowing % duls HiEsh UGEIments:are-mad allable.fo tha faciity, i deficlancles are cted. an spproved plan of corraction is equisite to continued

povampettosion. ~ RECEWED [0) (| cccapld s Caet 5 Toroy, Taaul?, JI4
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERUCLIA {%2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING
R<C
536024 8. WiNG 01715/2046
[TNAME OF PROVIDER OR SUFPLIER STREET ADDRESS, OITY, STATE, 2IP CODE
4305 S FOPLAR
POPLAR LIVING CENTER CASPER, WY 52601
X4} lo SUMMARY BTATEMENT OF DEFICIENCIES io PROVIDER'S PLAN OF CORRECTION
PREFIX {EAGH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX {(EACH CORREGTIVE ACTION SHOULD BE coupLgnon
7aG | REGULATORY OR LEC IDENTIFYING INFORMATION} TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
{F 281} | Continued From page 1 {F 281} Identification of Others
Further review of the medication review form An audit has been completed by Director
showed the parameters for the siiding scale ! of Nursing / designee, to identify any
; Insulin administration addressed blood sugar residents that are diabetic and have
: lavels up to 350 (this number Is miliigrams of } finger stick blood sugar orders and / or
i glucoss par decliiter of blood), but falled to i insulin orders. The audil includes
address blood sugar levels above'350. The : checking for parameters for physician
following concerns were identified; notification of blood sugar results and
a. Review of the January 2016 MAR showed notification of physician of resuits
the resident did not recalve the sliding scale outside of the ;'a);eters and comect
Insulin dose and/or staff did not check the nintatoat Pf el i
resident's glucose level at various limes from administration of insutn per orders.
1/4/16 to 1/9/16 because s/ha refused. Corrective actions will be taken as
b. Review of the nursing progress notes and needed.
dotumented communication with the physiclan , .
showed staff did not report ther inabiity to obtain An sudit will be completed by Director
the blood sugar isvals as ordered, elevated blood of Nursing or designee of medication
sugar lavels above 350, and omitted Insulin and treatment administration records for
doses to the physlclan. the past 2 weeks to identify any
! c. Interview with the ADON on 1/14/16 at 8:45 instances where medication or treatment
: AM revealad slaff should have reporied the ' was not provided due to pattern of
elevated bload sugar levels and lack of insulin : i resident refusal or supp]ies not being
adminisiration to the physician. He further stated :  available. The audit will also include
Lﬁ%&gﬁt‘;g&:ﬁ:{lg :'g‘gcg ;gg'ea‘:":‘#"g was checking that vital signs completed as
; ' needed and any additional parameters for
{ nurses should have clarifled the order. medication administration are followed,
2. Review of the December 2015 and January Comrective actions will be taken as
2016 MARS showed resident #25 had orders needed including physician notification.
related to histher diagnosis of hyperienslon, '
These orders were dated 11/10/15 and included Systemic Changes . .
"Lisinopril Tablet 2.5 mg, 1 tablet dally in the The Director of Nursing or designee will
1 morning. Hold If systelic blood pressure (BP) less educate the licensed nursing staff, on or
than 100" and “Metoprolol tartrate tablet 25 mg, |  before date of compliance, regarding the
glve 0.5 tabist by mouth 2 limes per day, Hold If ! notification of the physician and
systolic BP less than 110 or heart rale less than ¢
80." Further review of the MARs showed the
residant recelved these medicatlons dally except
i on 1/3/18 when both medications wers shown to
! ba held due fo the resident being hospltalized.

FORM CM8-2587(02-95) Previous Venlons Obsolele
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Also on 1/2/18, 1/8/16, and 1/9/16 the © PM dose
i of Meloprolo! was held “due to condilion.” 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 baing
administered, In addition, the prograss notes
falied to show the resident was out of the fachily
on 1/3/18, or why the medication was held on the
- other dates,

b, Revisw of the vital sign documentation In
the chart showed in December 2015 the
 resident's heart rale was taken only 18 times with
+ no values less than 60. On 1/13/16 the January

vital slgns for heart rate were reviawad, and there
were only two times when these values were
recorded with none below 60.

¢. Review of the Dacember 2015 BP
documentation showed only 18 times when the
values were recorded, On 12/10/15 al 8:51 PM
the value was 88/80, and the metoprolo! was
administered at 8 PM according lo the MAR.

. d. Review of the January 2016
documentation for BP showed only § times when
the value was recorded,

[ 8 Interview with the DON on 1/15/16 at 5:30

; PM verified she was unable to find any additional :

t documentation of vilal signs and confirmed they
* should be taken prior to administration of these
medications,

3. Reviaw of the 11/12/15 quarterly MDS
assessment showed resident #88 had dlagnoses
that included diabetes, Raview of the physiclan
orders showed the resident was fo raceive § units
of Novolog Insulin before meals, with the

medication to be held if the resident's blood sugar
was below 150, Reviaw of the January 2016 MAR

| revealed the following concerns:

3

!

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/GUIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING
R-C
536024 B. WING - 0111520186
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE —
4305 8 POPLAR
POPLAR LIVING CENTER CASPER, WY 82801
X0 BUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION o
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION BHOULD BE coMpLETION
TAG REGULATORY OR L5G IDENTIFYING INFORMATION) AG CROBS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENCY)
{F 281} Continued From pege 2 {F2B1}{ resident’s legal representative any acute

changes in condition and noting this
notification in the medical record. The
education will include physician
notification of patterns of rcfusals of|
medication or treatment, physician
notification  when  supplies or
medications are not available and
obtaining  alternative orders  until
supplies or medications are available and
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
results, notification of physician when
blood sugar results are outside of the
perameters, and following physician
orders for insulin,

The Director of Nursing or designee will
audit finger stick blood supar orders and
results and insulin administration weekly
for 1 month for correct sdininistration
and physician notification of results
outside of parameters. Afier 1 month,
random sudit 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.

FORM CMS-2867(02-20) Pravious Versions Obsolgle
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DEPARTMENT OF HEALTH AND HUMAN SER\\;'I&IEE: om‘;ogg %’;’;’3""5"
3 -0381
STATEMENT OF DEFICIENCIES {X1] PROVIDER/SUPPLIERICLIA {¥2) MULTIPLE CONSTRUCTION > {%3) DATE EURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
RC
535024 8.WING 01/16/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4305 5 POPLAR
POPLAR LIVING CENTER CASPER, WY 82801
1X4) 1D ~ SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORRECYIVE ACTION SHOULO 88 COMALETION
AG REGULATORY OR LEC IDENTIFYING INFORMATION) TAQ CROBS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
The Director of Nursing or designee will
{F 281} ; Conlinued From page 3 (F281}] completc an audit of medication and
j & There was no evidence the resident’s treatment records weekly for 1 month
* blood sugar was checked or the insulin and then a random sudit of 25% of
- administered prior to 10 meals batween 1/1/16 records weekly for 2 months for pattems
and 1/14/18. | of refusals, unavailability of supplies or
b, The resldent was administered Insulln on 3 ; medications and physician notification
occasions when the blood sugar was Indicated to | | and obtaining vit af 4 dered and
be below the specifled parameter of 160. | admsimistering edicesion ser oesics
¢ The resident was administered insulin 11 a ";""'sm ng medication per physicizn
times with no documented blood sugar. orders. Corrective actions will be taken
d. Interview with the DON, ADON, and as needed based on findings,
corporate RN on 1/1616 at 2:15 PM confirmed
the MAR indicated the rasident recelved insulin Monitoring
when the bloed sugar was below the specific The Director of Nursing will report the
* parameter. Interview with the DON on 1/15/16 at findings lo the QAPI Committes to
B PM revealed there was no additional evaluate the effectiveness of the
documentation to pravide related to the resident's systemic changes and implement
Insulin administration. additional interventions as needed to
) ' need for continued monitoring based on;
: 4, Review of the 11/12/15 admission MDS t compliance unti! resolved. :
assessmant showad resident #52 was admiited ]
with a surgical wound, and was receiving surgical
wound care. Further, the resident required the
axtensive assistance of 2 or mare persons {or
most ADLs. Review of the resident’s care plan for
skin Issues showad an intervention dated
11/16/15, "Observe wound healing and maintain
wound vac [vacuum) as dressing..." Review of
physician orders showed a 12/24/15 order for
: "Wound vac to R [right] buttock wound. Wound
vac malntenanca daily with dressing change on
MON [Monday], WED [Wednesday] and FRI
[Friday] every day and night shift...” The following
concerns wars [dentified:
a. Raview of the 12/27/15 late entry for
i 12/26/15 progress note showed "...was going to
change wound vac fo right buttock area, no
: wound canisters ware found...”
I b, Review of the 12/27/15, limed 6:27 PM,
! progress noted showed "wound conlinues to be
FORM CMS-2587{02-80) Pravious Varsions Obsolete Event ID:RSHAN2 Facity ID; WY00Z3 1f continuation sheat Page 4 of 14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0p38-D:
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
R-C
§36024 8, WING 01/15/2016
NAME OF FROVIDER OR SUPPLIER STREET ADCRESS, CITY, STATE, ZiP CODE ]
4305 § POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
0D | SUMMARY BTATEMENT OF DEFICIENGIES g PROVIDER'S PLAN OF CORRECTION o1s)
PREFIX ! {EACH DEFICENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIE ACTION SHOULD BE COMBLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSG-REFERENGED T0 THE APPROPRIATE DATE
DEFICIENCY)
{F 281} | Conlinued From page 4 {F 281}
without wound vac...”
¢. Further reviaw of the medical record
showed the order for the wound vac was not
: discontinued until 12/30H15.,
d. Interview with the DON, ADON and
corporate RN on 1/15/16 beginning at 2;05 PM
confirmed the resident's wound vac was not
changed according to the physiclan's orders
because the facility did not have the needed !
supplles, Further, the DON confirmed the
‘ physiclan was not contacted regarding the \‘l
i facliity's Inebillly to spply the wound vac untif \!

y 12/30/18. "}
,\b {F 309) | 483.26 PROVIDE CARE/BERVICES FOR {F 308) F-309: Provide Care/Services for %
Y} §s=@|HIGHEST WELL BEING Highest Well Being 1

i Each resident must racelve and the facllity must

1 or maintain the highest practicable physical,
mental, and psychosacial well-being, in

and plan of care.

This REQUIREMENT Is not met as avidenced

by;

Based on medical record reviaw and staff
Interview, the facility falled to ensure adequate
care andlor timely response to @ change of

#6562, #88, #116). This fallure resulted In actual
haem for 2 residents (#20, #118) who were
! transported to the hospital for scule care. The

 findings were:

1. Review of the 5/12/15 Interdisciplinary team
note showed resldant #116 was admitted fo the

i provide the necessary care and services lo attain

accordance with the comprehensive assessment ;

condition for & of 35 samplae residents (#20, #25,

v eeae w o e s &

It is the practice of the facility to strive]
to ensure that each resident receives the|
necessary care and services to attain or
maintain the highest practicable physical
or mental and psychosocial well-being,
i in accordance with the comprehensivel
assessment 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.

F

FORM CMS5-2507(02:99) Pravious Versians Obsolels
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
R-C
535024 8. WING 01/15/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4305 § POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
{K4}1D SUMMARY STATEMENT OF DEFICIENGIES PROVIDER'S PLAN OF CORRECYION (X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION} 4 CROBSREFERESEGFE'%';O;%E APPROPRIATE OATE
r N

(F 3089) | Conlinued From page &

facllity for rehabllitation after lumbar surgery, and
Infection of the surgical wound, The following i
concerns were identified: !

8, Review of the nursing note dated 6/27/15
and untimad showed “Resident crying out this
am, very drowsy from pain meds [madications]
; eariler & flexerll [a muscle refaxant], c/o
i [compiains of] that [s/he] couldn’t feel [his/her]

! fegs, difficulty sitting up @ [at) bedside, very
adamant that {[s’he] wanted to lay In bed..*

b. Revilew of the 5/28/15, untimad, late enlry
for 5127115 nursing note showed “Request to get
resident in to see [physician name) @ [clinic
name] dit [due lo] Increased patn and difficulty
maving [his/her] legs. {S/he] was reschedulad
with an appt. {appointment] for 28th. Inclsion
noted o be without s/sx [signs/symploms]
*Infection and resident was ext X 1 asst {extensive
 assist of 1 person) with transfer to recliner with
i | nurse.”

; c. Further review of the medical record

; showed no evidence the physician was contacted ! i
directly about the resident's increased paln and
Inabillty to feel his/her legs. H

d. Revilew of the 5/28/16 nurse's note fimed
at 11:60 PM indicaled the resident had an
appoiniment at the clinic, and retumed with new
orders. Notes from this appointment were
requested from the facllity, and were not
avallable,

8. Review of the 6/31/15 "SBAR
Communication Form and Progress Note" timed
at 9 PM showed “Increased lumbar pain
unrelieved by medications, no fealing in either
leg. Demands 1o go fo [clinic name] for eval
{evaluation] by {his/her) surgeon [physician
name}]...” The note further showed the resldent
t was transfarred to the hospilal via non-emergent :
i ambulance, and subsaquently taken to a Denver, :

— ————

(F308}}  reviewed and updated for resident #52.

Wound treatment orders have been

The physician reviewed resident #25's
antihypertensive orders 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 / designee, to identify any
residents with an acute change of
condition within the last 30 days to
ensure that the resident's physician and
lepal representative was notified of the
change, orders obtained and written as
needed and cure plan updated when
needed. Corrective actions will be taken!
as needed.

g i

An audit has been completed by Director
of Nursing / designee, to identify any
residents that are diebetic and have
finger stick blood sugar orders and / or
insulin orders. The audit includes
checking for parameters for physician
notification of blood sugar results and
notification of physician of results
outside of the parameters and correct
administration of insulin per orders.

FORM CMS-2567(02.00) Previous Virsions Obsolsie Evant ID:R5HA1Z

Facitiy 1D: WY0023 i conlinuation shest Page 6of 14
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DEPARTMENT OF HEALTHAND HUMAN SERVICES M/ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%4) MULTIPLE CONSTRUCTION U {X3) DATE SUURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGHION SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG cnoss-nwensg&% Egc'r%e»momre
{F 308}{ Continued From pege & {F308}  Comective actions will be taken as
Colorado hospital via emergency alr transport. needed,
{. Ret\{)lew of;he 6/1/15, untimed, nurse's note |
showad the resident was sent to a Denvar : : ;
hospliat related to “L4 & L6 (lumbar vertsbrae] | An audit will be completed by Director
h of Nursing or designee of medication
disintegrating due to infection, . .
and treatment administration records for
g. Interview with the DON, ADON and th ¢ 2 ks identi
corporate nurse on 1/15/16 beginning at 2:05 PM the past 2 weeks to identify any
confirmed the facility could provide na evidence instances where medication or treatment
the resident's physician was consulted sbout the ! was not provided due to patiem of
change In condition on 5/27/15, : resident refusal or supplies not being
available, The audit will also include
2. Raview of the medical racord showed resident checking that vital signs completed as
#20 required dally medication for Diabetes needed and any additional parameters for
Meliitus. Revlew of the January 2016 medication medication administration are followed.
review form showed the physiclan ordered blood Corrective actions will be taken as|
sugar levels before meals and at bedtime and needed including physician notification,
slldlr;g ste’lnSt.;llanased ?n the resulls of the
blood sugar fevels, Lanlus insulin 40 units at Systemiec Changes
e SN I || T SO e wh o b
 showed the paramalers for the sllding scale : ‘ g:‘::l::n:d l?;::;"% emnun ‘l‘:; :s{i"ffc 'ti.m
inaufin administration addressed blaod sugar P oof o P hvsiod p, g ent! '“l‘ “";
levels up to 350 (thls number is milligrams of j Of the physician and residents lega
glucose per deciliter of blood), but falled to representative any acute changes in
addrass blood sugar lavels above 350, The condition and noting this notiﬁcptlon in
following concerns were identified: ! the medical record. The education will
a, Review of the January 2016 MAR showed ! include physician notification of patterns
the resident did not recelve the sliding scale : of refusals of medication or treatment,
insulin dose and/or staff did not check the physician notification when supplies or
resident's glucosa lave! al various times from medications are not available and
14118 to 1/8/16 because sihe refused. This obtaining alternative orders until
review showed the resident did not receive the supplies or medications are available and
! blood sugar fevels; 464 at 1 PM and 387 at 9 PM
on 1/4118; 572at 1 PM and 472 at 5§ PM on
1/5/16; 488 at 1 PM on 1/6/16; 499 8t 5 FM on
1/7186; and 489 at 9 AM on 1/8/16.
b. Review of the nursing progress notes and
| documented communication with the physiclan
FORM CMS-2587(02-09) Previous Varsions Obsolats Evenl ID:R5H412 Faclity 1D: WYOD23 #f continustion sheet Page 7 of 14

Qoos/015



7

-02/.08/2015 MON 20:28 FAX BGGC 7601 roplar

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

Rvos/o1s

PRINTED; 01/28/2018
FORMAPPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A BUILDING COMPLETED
R-C
535024 8. WING 0111612018
NAME OF PROVIDER OR SUPPLIER STREET ADDREBS, CITY, STATE, 2IP CODE -
4305 S POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
(X410 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORREGTION i
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
YA REGULATORY OR L5C IDENTIFYING INFGRMATION) A6 CROSS- nﬁmegceg ;ﬁ g;{)e APPROPRIATE OATE
orders and obtaining vital signs as
{F 308} | Continued From page 7 {F309)|  needed.. The education will also include
: ghowed staff did not raport thelr inabliity to obtaln obtaining parameters for physfcian
the blood sugar (evals as order: Bd. the elevated notification of ﬁnger stick blood sugar
{b’:aodhsulg;r favels, and omitted insulin doses to results, notification of physicien when
e physiclan,
c. Interview with the DON on 1/11/16 at 2:05 blaod sugar reshiis tro ouiside of the
PM revesaled the resident was transported to the | P ers for insull LR
hospital on 1/10/16 and hisher biood sugar level i orders tor insulin.
{ was 800. Intarview with the ADON on 1/14/16 at ! \ . . )
8:45 AM revesled staff should have reporied the : The Director of Nursing or designee will
elevated biood sugar levels and lack of Insulin review incident / accident reports, 24
administration to the physician. He further stated hour report and the clinical dashboard in
the physician's order for sliding scale insulln was Point Click Care in moming meeting
i unclear regarding levels above 350, and the daily Monday or Friday to identify any
nurses shoutd have clarified the order. resident change of condition.
Documentation will be reviewed for
3. Review of the 11/12/15 admission MDS physician notification for identified
assessment showed resident #52 was admitted change of condition.
with a surgical wound, and was recelving surgical
wound care. Further, the resident required the | The Director of Nursing or designee will
extensive assistance of 2 or more persons for ! review Change of Conditions daily
most ADLs. Revlew of the reslident's care plan for | © Monday — Friday for 2 weeks and then
skin issues showed an intervention datad ' H naay y .
" . review 5 Change of Conditions weekly
11/16/15, "Observe wound heailing and maintaln for 2 o heck that physici 3
wound vac [vacuum as dressing..." Review of or 2 months to check that physician an
physiclan orders showed a 12/24/15 order for resident 'S legal representative m.emb.cr
"Wound vac o R [right] buttock wound. Wound | was notified of change, The audit }wll
vac maintenance dally with dressing change on ! alsq will also include documemau.on,
MON [Monday], WED [Wednesday] and FR{ review of new orders, appropriate
; [Friday] every day and night ehift..." The following interventions, and care plan. If concems
; concarns wars idantified: are identified corrective action will be
a. Review of the 12/27/15 late entry for taken based on findings.
12/26/15 prograss nole showed *...was gaing {o
change wound vac to right buttock area, no
wound canistars were found..."
b. Review of the 12/27/15, imed 8:27 PM,
prograss noted showed "wound continues to be i
without wound vas..." :
. Further review of the medical racord !
showed the order for the wound vac was not : i
FORM CMS-2587(02-99) Pravious Vassions Obsolste Bvant ID:RSHA12 Facifity (D: WYDD23 If continuation sheet Page 8 of 14
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! The Director of Nursing or designee will
(7 308} Coniued From page 8 (F309)]  audit finger stick blood sugar orders and
on 4 results and i istrati
d. Infervisw with the DON, ADON and for 1 mo‘r!ltll? s?fr“ 23;'?32‘!%1?3:&1’21
corporate RN on 1715/16 beginning at 2:05 PM and physician notification of results
confirmed the resident's wound vac was not outside of parameters. After | month
changed according to the physician's orders Cndom udl')t f s fineer ctick Hloog
because the fackity did not have the needed : oults and Eollen uo ll
 supplles. Further, the DON confirmed the . {  sugar vesults and follow up will be
physfolan was not conlacted regarding the i complet.ed weekly f‘or 2 months.
facility's inabiity to apply the wound vac untl Corrective actions will be taken as
12/30/15. | needed based on findings.
: 4, Review of the December 2015 and January The Director of Nursing or designee will
| 2016 MARs showed resident #25 had orders complete an audit of medication end
i related to his/her dlagnosis of hyperiension. treatment records weekly for 1 month
These onders were dated 11/10/16 included and then a random audit of 25% of]
“Lisinoprit Tablat 2.5 mg, 1 tablet dally in the records weekly for 2 months for patterns
morning. Hold if systolic blacd pressure (BP) less of refusals, unavailability of supplies or
than 100" and *Metoprolol tartrata tablet 26 mg, medications and physician notification’
i give 0.5 lablat by mouth 2 times per day. Hold if and obtaining vital signs as ordered and’
systolic BP less than 110 or hearl rate less than administering medication per physiclan|
80.” Further review of these MARs showed the orders. Corrective actionspwillpb ystak
rasident recelved thsse medications dally except ‘lod based on findin ¢ taken
on 1/3/16 when bath medications were shown lo 85 needed based on Hindings.
be held due to the resident being hosplialized.
Also on 1/2/16, 1/8/16, and 1/8/16 the § PM dose Monitoring
of Metaprolol was heki “due to condition.” The The Director of Nursing will report the
following concerns were Identified: findings fo the QAPI Commitice to
8. Review of the MARs and the medical : evaluate the effectiveness of the
record falled to show the BP or heart rate wera systemic changes and implement
taken prior to the medications being additional interventions as needed to
administered. In addition, the progress notes ensure compliance and then reassess the
falled to show the resident was out of the facliity need for continued monltoring based on
on 1/3/16, or why the medication was held on the compliance until resolved.
othar datss,
i b. Review of the vital sign documantation in
the chart showed in December 2015 the
resident's heart rate was taken only 18 times with
no values less than 80. On 1/13/18 the January
vital signs for heart rate ware reviswead, and there
FORM CMS.2887(02-96) Pritvious Varzions Cosolets Evant (0: REHA12 Facly ID: WY002) If continuation shaet Page B of 14
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1
{F 309}; Continued From page B {F 308}

were only iwo times when these values were
recorded, with none below 60.
¢, Reviaw of the Decamber 2016 BP

the valus was 89/60, and the metoprolo! was
administered at 9 PM accarding to the MAR.
d. Review of the January 2016

the valus was recordad,

! medicatlons.

! 6. Reviaw of the 11/12/15 quarterly MDS

of Novolog insuiin bafara maals, with the

revaaled the following concems:;
a. There was no evidence tha resident's
blood sugar was checked or the insulin

and 1/14/18.

i be below the spacified parameter of 150,
times with no documented blood sugar.

d. Interview with the DON, ADON, and
: when the blood sugar was below the specific

8 PM revealed thera was no additional

documentation showed anly 18 times when the
valuég wera recorded. On 12/10/15 at 6:51 PM

: assessment showed resident #88 had diagnoses
,hat Included diabeles. Review of the physician
torders showed the resident was to raceive 5 unlis

medication to be held If the rasident's blood sugar
was below 150, Revlew of the January 2016 MAR

adminlstered prior to 10 meals batwaen 1/1/16

b. The resident was administered insulin on 3
1 pccasians when the blood sugar was Indicated to

c. The rasident was administered insulin 11
corporate RN on 1/16/16 at 2:16 PM confirmed
the MAR indicated the residant received insulin
parameter, Interview with the DON on 1/16/16 at

documentation for BP showed only § times when

e, Interview with the DON on 1/15/16 a1 5:30 °
! PM verified she was unable to find any additional |
documentation of vital signs and confirmed they |
should be taken prior to administration of these

i
[
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{F 309} | Continued From page 10 ;i {F30%} F315 No Catheter, Prevent UTI, Q/A’\
documentation fo provide related to the resldent's Restore Bladder M
insulln administratien, \
{F 315} ! 483.25(d) NO CATHETER, PREVENT UTi, {F318}i It is the practice of the facility to ensure
5§5=D | RESTORE BLADDER that based on the comprehensive
: Based on th ident henal ., 8ssessment that a resident that enters the
. as:eess:tnent.eﬂr::fagail)sr ;‘L’;‘{’;:s:?: rheal s ; j facility without an indwelling catheter ‘is
resident who enters the facliity without an 1 :ﬁ;i::}ﬂ"’;:";:go un ';“ d’:t ’;s‘de’t}: §
Indwalling catheler Is not catheterized unless the | eteriaation wms pasoErrie
resident’s clinical condilion demonstrates that | ca o °"m!'°". was necessary; and a
catheterization was necessary; and a resldent resident who is incontinent of bladder
who Is incontinent of bladder recsives appropriate receives appropriate treatment and
trealment and services to pravent urinary tract services to prevenl urinary tract
infections and to restore as much normal bladder | infections and to restore as much normal
 function as possible, : bladder function as possible.
‘ l Corrective Action
| This REQUIREMENT Is not met as evidenced Resident #108 will have a 3 day voiding
1 by patiern completed to ra-establish voiding,
+ Based on observation, medical record review, pattern.  After completion of voiding
and staff inlarview, the facility falled to ensure pattern a new bladder evaluation will be
toileting was provided in a timely manner for 2 of completed and care plan updated with
8 residents (#77, #108) who required assistance new interventions for incontinence
to rastore 8s much noymal bladder funclion as management by the Director of Nursi
ssible, The findings were: gement by the Lirector of Nursing
po or designee, Care plan and CNA
1. Review of the 12/28/15 care plan revealed assignment sheet will be updated as
resident #108 required staff assistance with necessary to reflect changes.
lolteting and incontinence care due {o dementia ) )
and Inabifity to transfer without staff assistance. Resident #77 will have a 3 day voiding;
According to the care plan, revised 12/18/15, staff pattern completed to re-establish voiding
were direcled to offer assiatance and "iollet’ upon pattern.  Afler completion of voiding
; fising, before and sfter meals, at bedtime, and as pattern a new bladder evaluation will be
needed. Observalion on 1/12/16 at 6:50 AM
revaaled CNAs #3 and #4 provided urine and
! facal incantinent care for the rasident befors they
wheeled himiher to breakfast, Continued
observation revealed the resident satin the
FORM CMS-2587(02-99) Pravious Versions Obsolets Even{ {D:R6H412 Faciiity D: WY0023 If continualion sheet Paga 11 of 14

Qol2/015



‘ ,02/.08/2016 MON 20:30 FAX BGEO 7601 Poplar

DEPARTMENT OF HEALTH AND HUMAN SERVICES

C Bo13/01s

PRINTED; 01/28/2018
MFORM APPROVED

s'mramsm OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING
535024 8. WING 0115/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE R
4305 8 FOPLAR
POPLAR LIVING CENTER CASPER, WY 82601
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENCY)
completed and care plan updated with
{Fa1 S} Continued From page 11 {F315}] new interventions for incontinence
; hakway and aclivity room aRer eating breakfast. management by the Director of Nursing
At 10:30 AM, afier painting the resident's or designee, Care plan and CNA
fingernalls, the aclivity ataff positioned the assignment sheet will be updated as
resident in front of the televislon. At that time the | necessary to reflect changes
re?hdenl haﬂ? a fec:la'l odor. The \;hesidi:t un;emaine;l i )
in that position untit 11:50 AM when aldes #1
and #2 wheeled the resident {o the shower room !r‘:f"gg“g“ ?LO“;‘“" desi "
and removed the urine and feces-solled ¢ rector 01 Nursing or desipnce w
dmbb brief, intarview on 1/15/16 at 11 AM ideﬂtify residents who are incontinent of:
| with CNA #4 revaaled sometimes ataff did not bladder. The incantinence care plans for,
toliet the resident bafore and after meals bacause those identified will be reviewed and
. the resident refused. However, the continuad updated as needed. CNA assignment
| observation from 6:50 AM to 11:50 AM revealed sheets will be reviewed for incontinence
staff did not offer the resident tofieting assistance, interventions and updated as needed.
2. Review of the 1/5/16 care plan showed Systemic Changes
resident #£77 had bladder Incontinence refatad to 1 The Director of Nursing or designee will
1 chronkc kidney disease, type 2 diabetes mellitus, ! educate musing stafl on timely
e e e o ™ | e | wih ey o
resident sho u;! bl %‘:, %:n ed upon rlslng.db:gore [ incontinence management per care plan.
and after meals, at s, and as needed. i
Observation on 1/14/16 at B:40 AM showed the The Bivscior of Nutsing of designee wil
rasident was up to the tabla for breakfast. The o e 3 S et ©
| reskdent was provided Intermittent cueing lo incontinence 3 times weekly on a
continue eating as s/he would doze off, Al 8:05 random sample of 10 residents for one
' AM the resident was taken from the dining room month and then monthly for two months,
to the activity that was going on In the activity The audit will include monitoring for|
room. Conlinuous observation showed the timely assistance to bathroom and
rasidant remained In the activity room sleeping in incontinence and provision incontinenc
 hisMer wheelchair until 10:40 AM when s/he : interventions per care plan. Corrective
self-propalied out inlo the 200 unit hallway. At | action will be taken as appropriste for]
10:42 AM CNA #8 broughl the resident back into any concerns identified.
the activity. Tha residant promplly laft the room
again self-propeling in the wheeichalr, The !
resident was provided a snack in the activity room
whare s/he remained untll 11:45 AM when CNA
#7 was preparing to take the resident into the
j dining room for lunch, Al that Ume the surveyor
FORM CMS-1367(02-96) Previcus Versions Dbsoiate Evan| ID; ASHA12 Facily §0; WY0023 If continuation sheel Page 12 of 14
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{F 315) | Continued From page 12 (F315})  Monitoring
requested the resident be checked for The Director of Nursing will report the
incontinence, At 11:60 AM CNA#] and LPN#1 | 1 findings to the QAPI Committee to
transferred the resident to the tollel and according l evaluate the effectiveness of the
) ‘tg et{se LPN the resident's incontinence brief was systemic changes and implement
; additional interventions as needed to
{F::EB} l ?g\?ggg(&%%%?‘]TED NURSE STAFFING ‘ {F 356} ensure compli_nnce and t.hcn. reassess the
: 1 need for continued monitoring based on /
| The facb!alty must post the foliowing information on | compliancs untit resolved. .\\u
! g dally basls: |
;‘ o Fac’l’llty name. : F-356: Posted Nurse Staffing l]'}i
o The current date. ! Information. |
o The fotal number and the actual hours worked | i \
by the following categories of licensed and ! | Corrective Action:
unficensad nursing staff directly responsible for ! The Federal Staffing Sheet has been
resident care per shift: ' revised to accurately reflect CNA hours
- Regislered nurses. : worked by adding a separate line for
- Licensed praclical nurses or licensed NA’s and is located in a prominent place
vacational nurses (as deflned under Stale law). which accessible to residents and
¥ - Ceriifiad nurse aldes. visitors..
o Resldant census.
Identification of Others:
The facllity must post the nurse staffing data ol
specified above on a dally basis at the beginning :fl;‘:::c: ': :Il?is olhier residents who are
of each shiR. Dala must be posted as follows: y this.
o Clear and readable format. .
a In a prominent placs readily accesslble to Systemic Changes:
rasidents and visitors. The Sched.uler has. been educated on F-
356 and its specific requirements for
The facliity must, upon aral or writlen request, posting the Federal Staffing Hours,
make nurse slaffing data available {o the pubilc
for review at a cost nol {o exceed the community
| standard. :
* i
; The facility must malntain the posted daily nurse !
staffing data for a minimum of 18 months, oras |
required by State law, whichever is greater. :
|
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requirements for 20 of 20 days reviewed
(12/27/15-1/16/16). The findings were:

[

: Obgarvation on 1/15/16 at 8,05 AM revealed the
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The Administrator and/or designee will
{F 356)| Continued From page 13 {F 368}  check for compliance weekly. Non-
. compliance will be corrected timely,
This REQUIREMENT is not mel as evidenced
by: Monitoring:
Based on obgervation, staff Inlervisw, and revisw Th & : y
e QAPI Commiltee will evaluate
of dally nurse staffing sheets, the facility fallad to eﬂ.mseness of the systemic changes
ensure the posted nurse stafling sheats mat the

based on additional interventions as
neecded to ensure compliance then
reassess the need for continued
monitoring based on compliance until

posted dally nurse staffing sheels were not :  resolved.

located In a readily scoessible place, Tha posting

+was placed in a plastic holder which was allached

! to the wall near the chart room. The posting was

{ high enaugh on the wall a resident in a

i wheelchalr would not be able to sea it or reach it.

! In additlon, review of the dally sheels from

{ 1212716 to 1/15/16 showed the Information falled !

+lo separate the Cerlified Nurge Aldes from

1 non-cerlified aldes. Interview with the ! i

i administrator, unit assistant, and LPN #1 on ‘ H
1/15/18 at 8:38 AM revealed they ware nol aware :
of the posting placement/accassibliily
requirement and that the number of and the

! actual hours worked needed to be listed

, specifically for CNAs.

-

e
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