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The following common abbrevlstions are used
throughout this document
ADLs- Activities of Dally Living 25 T e
ADON- Assistant Director of Nursing ggng;ﬂve Acﬁor_-:w for Rosident # 31 was thorought
() evance written Kor xegiden! was thoroughly ®
g‘N”A‘S_ ggﬁgﬂﬁssﬁyem investigated on 11/29/2016 which included interviews of . Ay?;/ bl
rsg Alge . otber alert and oriented residents and staff members. No
DON- Diractor of Nursing Services abuse or Neglect was identified. “Thg inoid end was
MDS- Minimum Data Set feporvec o ¥ne Slae Swruey Agency on 12 15l
MAR- Medication Administration record Tdentification: & ‘
{PN- Licensed Practical Nurse ??Sid:ﬁ W:i? Wé:'; ﬂff““it{, Bre ﬂft gﬂ%ﬁ:l/gsis- On or
RN' Registerad NUI“SG nqr e allepsl ot comp. hxance 154 ! - esignee
reviewed the Iast 30 days of grievan tify other ) 5‘5’{‘ (&
L gricvances regarding staff treatmen txﬁ%%&%v%“)rs o 3¢ II
Less commonly usad abbreviations will be been ipvestigated. On or prior to the allegation of
annotated in each deficlency. campliance the SSD/designes interviewed other slert and
F 225 | 483.13(c)(1)i)-(iil), (c)(2) - (4) F 225 oriented tesidents and staff members regarding staff
1 treatment¥ here were no furtber allegations of abuse or
98D | INVESTIGATE/REPORT o AR PR S
glect ,
ALLEGATIONS/INDIVIDUALS dy relsole
Systemic changes:
The facility must not employ individuals who have Beginning November 11/14/2016 and continuing upuntil
been found gulity of abusing, neglecting, or the allegation of compliance the Staffemployed @t S o1 desighee-
mistreating residents by a court of law; or have Laramie Health Care have been in service ding the :

' h o Iy Fuaph ' timely and acourate investigation of all abuse/ Neglect T Are
had a finding entered Into the State nurse alde allegations Residents, families and staff will be able to ‘gja’f—?
reglstry concearning abuse, neglect, mistreatment report concerms, incidents and grievances withou fear of
of residents or misappropriation of their property; retribution py-BEdeignee Facility supervisors will ,
and report any knowledge It has of actions by a mmediately correst and intsrvene in teported or % wolie

rtof| inet i hich Id identified situations in which abuse, neglect ot 4
court of [aw against an employes, which wou misappropriation of resident property is at risk for
indicate unfitness for service as a nurse alde or occurting including conducting an investigation of an
other facility staff to the State nurse alde registry alleged abuse/neglect, misappropriation of resident
or licensing authotities. , property and reporting to appropriate agencies in
. g : accordanice with state law. The investigation will inclnde
. interviews of other residents as well as staff members.
The facliity must ensure that all alleged violations The €acility will investigate all pattetns, trends or
involving mistreatment, neglect, or abuse, incidents that suggest the possible presence of sbuse, -
including injuries of unknown source and neglect to include Resident to Resident Altercations,
| misappropration of resident property are reported identified through apalysis conducted by the Quality
immediately to the administrator of the facllity and gs:g:;:‘;‘if?:;f:fngggﬁﬁgz‘zh‘;':*é;me‘f:;’i ‘
to other officials in accordance with State law spprapriate. 12/13/2016

LABORATOE DIRECTOR'S OR P;gewsupmm RiPRE;NTATNE's EIGNATURE ‘ _ ,N“:RE ‘ 1 l Zl ;KG) DATE

Any deficlancy statemant anding with an asterisk (*) denotas a deficlency which tha Institution may be excused from comecting providing 1t Is determinad that
othar safeguards provide sufficient protection to the patients, (See instructions.) Except for nursing homes, the findings stated above ara digclosable 50 days
following the data of survey whather or not & plan of corection !s provided. For nursing homes, the above findings and plans of cornction are disclosable
days fallowlrr;a: Ilha dats thess documaents are made avallable 1o the faciiity, If deficiancles are cited, an approved plan of cormection s raquisite to continusd -
program participation, ’

FORM CMS-2587(02.65) Prvious Versions Obsclete Event ID: Ye2L11 Facily D:WY0008 if continuation shnet Page 1 of 22
POC  occe vam\ Wil Fhe agreed  upon Q\\cu\qf‘s‘ NHA  Ondreco
DNonnard, was contucked  en 2fwlie ok dniSam. .
oZr)we»er Doc  was lll 13 }u’,, / Pl '/én/y/%aﬁ(ﬁ



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/20/2016
FORM APPROVED

through established procedures (including to the
State survey and certification agency).

The faciilty must have evidence that all alleged
violations are thoroughly Investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other offivials in accordance
with State law (including to the State survey and
ceriification agency) within 5 working days of the
incident, and if the alleged violation is verifled
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by: ,
Based on review of a grievance, staff interview,
and policy and procedure review, the facility falled
to Investigate and report allegations of
abuse/neglect for 1 of 2 allegations reviewed
(affecting resident #51), The findings were:

1. Review of a grievance dated 11/7/16 showed
resident #51 had concerns which Included
alleged neglect related to personal care, The
following concerns were identified:

a. The grievance showed a CNA was
assisting the resident with incontinence care that
morning and the CNA"...told [the resident] she
ran out of wipes,.." The CNA then ... pulled up
[the resident's] brief and pants and left [the
résident] like that" Further, the grievance showed
a nurse manager addressed the issue with CNAs
and one-on-one education wouid be done with

"everyone involved."
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F 225 | Continued From page 1 F 225 Monitoring;

The nurse management team will monitor effectiveness of
the system through review of the 24 hour report in the
moming stand up meeting, and through investigation of
incidents for patterns, ot trends that may indicate the
presence of possible abuse. The DON/Designee wil}
review incident/accident reports and grievances monthly
fot three months then quarterly thereafter to ensure any

| tncidenv/arievangs that may indizate abuse hasheen ..
investigated and appropriately reported if indicated. !
Issucs identified will be presented by the DON/Designes
1o the quality improvement team to ensure the system has
been {mplemented, sustained and evaluated for its
effectiveness. :

Date of Compliance: December 12/13/2016

12/13/2016

FORM CMB.2567(02-99) Pravioua Vorglons Obsolate

Evant ID; YazL11

Faclity ID; Wy0ooa

If continuation sheet Page 2 of 22



‘DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/20/2016

. FORM APPROVED
__.CENTERS FOR MEDI EDICAID SERVICES . OMB NO. 0938-0381
“| STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
1 ' 535043 B.WING 11/18/2018
. |7 NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
. 503 S 18TH ST
| LARAMIE C{.RE CENTER LARAMIE, WY 82070
xa) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVEAGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 225 | Continusd From page 2 F 225
b. Interview on 11/16/16 at 11:40 AM with the
ADON revealed education was verbally given to
the CNA Involved, but documentation of the
education did not exist,
c. Interview on 11/16/16 at 4:20 PM with the
administrator verified thay had not treated the
complsint as an allegation of abuse/neglect and
therefore it was not reported to the State Survey
Agency or investigated, '
2. Review of the facility policy titled "Abuse
Prohibition and Prevention Program” revised
10/08 defined neglect as "fallure to provide goods C e e el
and services nacessary to avold physical harm, F 263 ,
mental angulsh, or mental lliness." In addition, \\b
"Any allegations Involving mistreatment, neglect, Praparation and exectitlon of this response anb,
or abuse...will Immediately be reported to the plan of correctlon does nat constitute an Y,
Executive Director and appropriate state admission or agreement by the provider of the -
enforcement/regulatary agencies, A designated truth of the facts alleged or concluslons set forth in
staff member of the community will conduct and the statement of deficlencles. The plan of
complete an internal investigation..." cotrectlon is prepared and/or executed solely
F 253 { 483.15(h)(2) HOUSEKEEPING & F 253 pecause the provisions of federal and state law
ss=E | MAINTENANCE SERVICES renuire it. For the purposes of any allegation that
the facility Is not In substantial compliance with
The facllity must provide housekeeping and federal requirements of participation, this
maintenance services necessary to maintain a response and plan of correctlon constitutes the
gsinltary, orderly, and comfortable interor, facility's allegation of compliance In actardaice
with %ectlon 7305 of the state operatlon; manual. .
This REQUIREMENT s not met as evidenced 12/13/2016
by: e '
Based on observation and siaff interview, the ) I
facility falled to ensure 7 of 11 resident areas .
(Pine Hall, North Spruce Hall, South Spruce Hall,
Aspen Hall, Dining area 1, Dining Area 2, Activity
Room) were clean and In good repair. The
findings were;
FORM CME-2567(02-68) Previous Versions Ubsclete Event ID:Ye2L 1Y Faclity ID: WYDOQ5 If continuation sheet Page 3 of 22
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were gracked, chipped, or broken, which created:
a surface that could not be cleaned,

7. Observation on 11/16/16 at 11:27 AM showed
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_ 1. ' The observed two tiles outside "= e
F 253 | Continued From page 3 F 253 hallway floor outside room 25 were | 32/13/2016
1. Observation on 11/16/16 at 10:50 AM showed replaced by maintenance.
the haliway floor outeide room 25 had 2 tilss that 3. The observed seven tlles by the 200
measured 12 inches by 12 Inches and were unit flre daors on Pine hallway were
cracked, chipped, or broken, which craated a replaced by maintenance. ‘
surface that could not be cleaned. 3. The observed ten tiles by the fire door
near room 47 wera replaced by
2. Observation on 11/16/16 at 10:51 AM showed maintenance.
the hall floor by the 200 Unit Fire Doors on Pine 4, ‘The vhserved seven tiles outside room
ha“way had 7 tﬂas that maasumd 12 lnch&s by 12 46 were mplaced by maintenance.
inches and were cracked, chipped, or broken, 5. The observed three tiles autside Narth
claaned, maintenance,
: ., The observed saven tiles betwaen
3. Observation on 11/16/16 at 10:53 AM showed 6. The observed 52
room 32 and 33 were raplaced by
the hall fioor by the fire door near room 47 had 10
tlles that measured 12 inches by 12 inches and L e ties outside oo
were cracked, chipped, or broken, which created : 13 were raplaced by maintenance
8 surfiacs that couid not be cleaned, 8, The observed transition strip between -
4, Observation on 11/16/16 at 10:55 AM showed cining room # 1 and dinirg roorm 42
the hallway floor outside room 46 had 7 tlles that was replaced and secured by
measured 12 inches by 12 inches and were contracted maintenance company.
cracked, chipped, or broken, which created a 9. Observed of the doorway between
surfaca that could not be cleaned. dining room #1 and dining room #2
that was closest to the kitchens four
5. Obsarvation on 11/16/16 at 10:56 AM showed tile were replaced by contracted
the haliway ficor outside the North Spruce * maintenance company.
bathroom had 3 tlles that measured 12 inches by 10. The observed dining room #2 seven
12 inches and were cracked, chipped, or broken, : ceiling tiles were replaced or clesned
which created a surface that could not be { by maintenance and housekeeping.
cleansd. 11. The obsetved transition strlp betweeh
! dining room #2 and the P 3
6. Observation on 11/16/16 at 11:01 AM showed ! ¢ and the Pine hall w
i was replaced and secured by
the hallway floor between rooms 32 and 33 had 7 ' contracted maintenance co
tiles that measured 12 Inches by 12 inchas and 2 mparny.
- The observed kitchen counter top in

gctlvity room will be replaced by date
of compliance.
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. Identification: Reslde_n_t‘s;vio residatn
F253 Continued From page 4 F253 facillty are at patential risk, .
the haliway floor outside room 13 had 5 tiles that .
measured 12 Inches by 12 inches and were  Systemic Changes:
cracked, chipped, or broken, which created a Housekeeping and Maintenanee
surface that could not be cleaned, Dire¢tors conductad visual rounds at
: the time of survey to Identify other
8. Observatlon on 11/18/16 at 11:30 AM showed porential issues No other lusues wara
the transition strip betwsen dining room #1 and ldentifiad.. Residents residing at the
dining room #2, that was furthest from the facllity are at a potential for rigk
kitchen, was visibly dirty with & biack
discolaration, Further, the transition strip was The NHA/Deslgnee in-serviced the
damaged and not secured to the floor. Housekeeping and Maintenanca
Director before date of compliance to
9, Observation on 11/16/16 at 11;31 AM showed ensure that the facility malntains &
the doorway between dining room #1 and dining sanftary, ordarly, and comfortable
room #2, that was closest to the kitchen, had 4 interior. Beginning at the time of -
tiles that measured 12 inches by 12 inches and survey and up 1o the dste of
were cracked, chipped, or broken, which created compliance, the NHA/Designee in-
a surface that could not be cleaned, serviced facility staff on
icatlon of maintenance and
10, Observation on 11/16/46 at 11:31 AM showed ;23’5":;‘;:"5 tonemt issuns via log
dining room #2 had 7 ceiling tiles that were books located throughout the facilly,
damaged or dirty Some of the tiles appeared to On or before the date of compliance,
have been painted; however, thers were large the NHA/Designee in-serviced the
brown stains visible through the paint. housekesping depsrtment on the
. importance of cleanliness of the
11. Observation on 11/16/16 at 11:32 AM showed facllty. The housekeaping dlrector,
the transition strip between dining room #2 and 9 o
the Pine Hall was visibly dirty with black the malntenance director, an
discoloration, Further, the transition sttip was facility management team wil conduct
damaged and not secured to the ficor. visual rounds to ensure compliance. -
NHA will provide oversight to ensure h2/13/3016
12. Observation on 11/16/16 at 4:10 PM showsd identffled issues have been addressed. AR
the kitchen counter top in the activity room was
wom and had surface damage that created
physlcal changes in the structure,
13. Interview with the maintenance director on
11/16/16 at 4:15 PM confirmed the damaged
areas could not be cleaned effectively. Further,
FORM CM3-2587(02-19) Frevious Varaiohs Obseafata Event ID: &zl 11 Faciitty ID: WYgooe If continuation sheet Page & of 22
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Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment,

Under Medicare and Medicaid, an individual who
williully and knowingly certifies a materlal and
falze staternent In a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or an Individual who
willfully and knowingly causes another Individual
to certify a matetial and false statement in a
resident essessment is subject o a civil money.
penally of not more than $5,000 for each
assessment,

Clinical disagreement does not constitute a
material and falge statement.

This REQUIREMENT is not met as avidenced
by
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 Monitering: The maintenancd -
F 253 | Continued From page § F 263 director, housekeeping director, and
the Interview revealed the facliity had plans to , NHA/Designee will conduct monthly
replace the fluors because the identified areas ; enviranmentsl rounds In order to
were continuing to break due to settiing of the Identify eutstanding housekeening
foundation, and mzintenance issues with svergll
F 278 | 483.20(g) - (j) ASSESSMENT F278 oversight provided by the
§3ap | ACCURACY/COORDINATION/CERTIFIED NHA/Designee. Further monitoring
through Restdent Council, faciiity
The assessment must accurately reflact the Etlevance process, ombudsman, and
resident's status, . Tamily feedback. Any Issues identified
will be addressed at that time and
Aregistered nurse must conduct or ceordinate Tssues Identified will be reported to 1/13/2016
each assazsment with the appropriate the monthly QAPI committee meeting .
participation of health professionals. t6 ensura the corrections have been -
. Implemented, achieved, sustalned and:
A regletered nurse must sign and certify that the ‘evaluated for its effectivenass,
assessment is completed. ( )
Date of Compliance: 12/13/2016
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F 278 | Continued From page 6 F27g| F7% December 13, 2016
Based on medical record review, review of the Cotrective Action: B
Resldent Assessment Instrument User's Manual, On or before of date of compliance the ;
and staff interview, the facliity failed to ensure the NHA/Designee re- sducated the MDS staff -
MDS assessment was cerlified as being responsible for the late MDS for resident’s
complete in a timely manner for 3 of 14 sample # 243,437 .
residents (#2, #3, #37). The findings were: y
Identification ‘a
According to page 2-18 and 2-17 of "Long-Term Residents residing at Laramie Care Center are
Care Facllity Resident Assessment Instrument found to be potentially affected by the deficient
3.0 User's manual, Version 1,14" by the Centers practice. For Residents currendy residing at
of Medicare and Medicaid Services, the MDS i:f‘"m:’ Cf‘ife Cw{ﬁ‘ areview was conductedto
completion date (item 20500B) can be no later STmine 1t any olier assessments arc past due. All

than the assessment reference date (ARD) pius other assessments were completed timely

14 days for an annual or quarterly agsessment,

System Changes:
MDS nu; iscipli i

1. Review of the quarterly MDS assessment for chzew me';éﬁ::é’g aﬁgféffﬁfléﬁggm e“a’::lli
resident #3 showed an ARD of 8/8/16. Howaver, business day. MDS completion dates wil] be
the RN did not certify tha assessment as being tracked at that time and the MDS nurse will ensure
complete at section Z until 8/29/16 (21 days after 8]l the IDT have completed the assessment timely.
tha ARD), On or prior to the allegation of compliance the

NHA/Designes will in service the MDS staff and
2. Review of the quarterly MDS aszessment for The Interdisciplinary Team with regards to
resident #2 showed an ARD of 8/14/16. However, timeliness of MDS completion. The MDS
the RN did not certify the assessment as being Nurse/Designee will oversee this process.
complete at section Z until 9/6/16 (23 days after .y
the ARD). Monitoring: o

The MDS Nutse//Designee will print the MDS due
3. Review of the annual assessment for resident report weekly Lo dotermine {f MDS assessments

have been, completed timely, Issues identified will
be corrected at that timge. The DON/Designee will
report her findings to the Interdisciplinary Team at

#37 showed an ARD date of 8/21/18, Further
raview showed section Z of the assegsment was

not certified by the RN as complete until §/23/18, the Daily Leadership Meeting. The RN-MDS

33 days later, coordinator will report Negative trends to the QAPI
team monthly and issues will be action planned and

4. Interview with the MDS coordinator on 11/16/16 prioritized for process improvement.

&t 2:40 PM revealed assassments should be .

completed within 14 days of the ARD. Further, 5. Compliance date: December 13, 2016

she revealed the assessments were late bacause
there are “a lot of asgessments due at the same
time."

FORM CMS-2667(02-69) Fravious Versicna Obsolele Event ID:YB2L11 Facliity ID: wyooos If continuation sheet Page 7 of 22
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F 282 | 433.20(k)(3)(il) SERVICES BY QUALIFIED F 282 12/13/2016
s55=D | PERSONS/PER CARE PLAN

F282
The services provided or arranged by the facllity 2 e e
must be provided by qualified persons in

accordance with each resident's written plan of

care,

Cotrective Action;
Resident 64 is now being toileted per
his/her plan of care. The DON/ designec
re- educated the staff on her/his plan of
care specific to his/her toileting needs
This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review,

staff interview, and review of policies, the facility Identification N
failed to ensure the plans of care were followed Residents who reside in the facility are at
as written for 1 of 14 sample residents (#64). The risk.
findings were: Systermic Changes:
On or before the allegation of

1. Raview of tha 10/23/16 annusal MDS
assessment showed resident #64 had moderate
cognitive impairment, required extensive
assistance for toileting, and was frequantly
incontinent of bladder. Review of the resident's
care plan for incontinence, updated 10/28/18,
showed approaches that Included instructions for
staff to toilet/check/change the resident upon
rising in the moming, before and sfter meals, at
badtime and on rounds at night. The fallowing
concems were identified:

a, Continuous observation on 11/14/16
beginning at 11:256 AM showed the resident was
seated in a wheelchair at the nurses’ desk. At
12:10 AM CNA#1 wheeled the resident to the
dining raom for lunch without asking if the
resident needed to use the tollet or offering
tolleting.

b, At 12:65 PM, the resident
gelf-propelled himselffherself to the activity room.
None of the staff in the dining room asked if the
resident nesded to use the tollet or offered

toileting assistance before s/he departed,

compliance the DON/Designee will re-
educate the Licensed Nursing Staff and
the CNA's on the importance of
following the Resident’s plan of care

individual care plan. PRN and Licensed
Nursing Staff on leave will be re-
¢ducated upon return % work,

which included toileting per the resident -
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' c. At 2 PM, activity assistant #1 wheeled The DONDesignee will do facility
the resident from the activity room to hisfher rounds 3 times weekly and PRN
room. The resident remalned In the room unti ‘f’*ﬁ"“’.‘”g e fo coswe Saff we | 12/13/2016
2:20 PM when s/he self-propelled to the nurse's o g G ’.‘:ls‘dl"'m 5,;“'1‘3““‘3 Pl"l“ of
desk. At 2:25 PM, the resident returned to hig/her Tsstes identifid mill e copecns b
room. At 2:30 PM (over 3 hours since the resident time and the DON/d&cig;(c):: will rzvie:,
was firs! observed), while passing ice water, CNA trends in QA&A to easurc plan is
#3 responded to the resident's raquest for implemented, sustained, and evaluated
assistance with personal hyglene care and for its effectiveness
toileting. The resident was observed urinating in
the tollet. Intarview with the CNA at that time : :
confined the resident’s incontinence brief was Allegation of Compliance: December 13,
wet, and further revealed the resident was unable 2016 . e
to perform toileting and Incontinence care without
staff assistance. The CNA siso stated the F309 |.
resident had a hard time "holding it". Preparation and excoution of this response and plan of |
d. During an interview on 11/16/16 at 3 e e e mg‘;g;ggmjggg;mwf :
or .
PM, the DON statad the care plan was accurate conclugions set forth in the statement of deficicacies. Th
and staff re-education was needed ragarding plau of correction ia prepared and/or executed soleky
following the care plan and offering toileting becsuse the pravisions of federal and state lew requie it,
assictance. For mtgc ]:lu:ipli')sea of I?my 2llcgation tha}z the facility is not
in substantlel complisoce with faderal requirements of
e T T e O | P g S
. constitutes the facility's allegation of complience in
accordance with section 7305 of the state operations
| Each resident must receive and the facllity must ORRECTIVE
provide the necessary care and services to attain E;O Rﬁ;dm(# ‘QCESSN‘M & nearological
or maintain the highest practicable physical, cvaluation by nursing and is with in narmal
mental, and psychosocial well-being, in {  limits for this Resident. .
accordance with the comprehensive agsessment | Residenst b gg{a::inis e mlogios
(1] o3t
and plan of care. ILmits for this Resident
Residentf36was  given a  neurologicsl
cvaluation by numing and is with In normal
] limits for this Resident _
This REQUIREMENT s not met as evidenced ; E::f;"f l?imiﬁ’g”ild ifmé,“’?flii‘ﬁﬂ
X limitg for this Resident
Based on medical record review, resident and B)  Resident¥ 28 pain is being evaluated, treatad,
staff interview, and review of the policy and and documented appropriately "
procedure, the facility falied to ensure ' Resident #72 no longer resides at the facilify
FORM CMB-2687(02.08) Pravicus Versions Obsoleta Evart I0; YazL11 If contiriuation sheet Pags $ of 22
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neuraloglcal assessments were completed as
necessary for 4 of 8 sample residents (#2, #3,
#36, #37) who experienced falls. Further, the
facility failed to ensure effective pain
management for 2 of 6 sample residents (#28,
#72) with pain. The findings were:

With regard to neurological assessments:

1. Review of the 8/14/16 quarterly MDS
assassment showed resident #2 had diagnoses
that included non-Alzheimer's dementia and
required the extensive assistance of two staff
members for transfers. The following concerns
wers identified:

a. Review of an incldent report dated 5/21/16
and timed 8:15 PM revealed "Resident found on
floor mat next to bed, Unwitnessed fall." Review
of the medical record revealed no documentation
of completed naurglogical assessments,

b. Review of an incident report dated 2/18/16
and timed 4 PM revealad "CNA's alerted me to an
unwitnessad fall. [The resident] was found on the
floor by [the resident's] bed in low position call
light within raach. [The resldent] was on [his/her]
left side, bleeding from the left side of [the
resident's] head. The resident was taken, by
ambulance, to the emergency room at 4:30 PM
and returned to the facility at 7:45 PM the same
day. Review of a nurse's note dated 2/18/16 and
timed 10:30 PM revealed "Neuro's {neurological
assassments] started upon Res [resident] return
from ER." Review of the medical record revealed
ne documentation of completed neurological
assessments. '

¢. Review of an incident report dated 10/8/18
and timed 7:45 AM revealed "Resident was
leaning to right In we [wheelchair]. Was
straightened up by staff, but cont [continued] to

reviewed the 1agt 30 days of resident’s
falls to identify vther residents who may
not have had a neurological exam per
facility policy. For those residents
identified a neurologioal evaluation will be
conducted by nursing and documented,
Aqy issues identified will bo addressed at
that time.

) Beginning 12/1/2016, an ssseazment of
current residents' pain status will be
compleied by the DON/Designee utihizing
the “Pain Review Taol"”, to ensure pain is

\ managed and o ensvre that no other
residents bave been affected by the alleged
defisient praotioe. The resident’s curtent
pein management regimen will be
evaluated for its effectiveness and Core
plang wiil be reviewed and updated by the
DON/Designes ot that time i€ indicated

SYSTEMIC CHANGES
4) License Nutses are to compiete initial fall
cvaluation of pain on all new admisslons,
current residents with new onaet of pain and
jthose residents identified by for pain through
the RIA process, The Pain Review tool will be
completed quatterly, aunually, and with
significant changes in status, The DON will in-
servioe RN's and LPN's comrently employsd
with facility on the facility's Pain Management
System on ot before date of compliance
specifically ensuring that residents are
agsessed every shift fot paig aud itis
appropriately documented, aud ensuring
effoctiveness of pm pain medications are
documented. PRN aud licensed staff on leave
will be re-sducated upon retutn to work.
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F 309 | Continued From psge 8 F 300 4A) Beginning 12/1/ 2018, The DON/Designee

12/13/2018
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DEFICIENCY)
B) A licensed nurse will evaluate the resident
F 308 | Continued From page 10 F 309 lm;réedimty whea the fall bes ocimma,c?rhe
. resident must not be mavad until the mview is
lean to rt [right]. Staff walked by et {':'andl found completed, unless there is an fmmediicy mb;y
resident on ficor in front of dresser." Tha incldent  concern. The review will include byt not
was documented ae being an un-witnessad fall. t Limited to; Position of resident bleeding,
Review of the medical record revealed no ':‘W“‘tﬂs: bruising, redaess of skin Pain :
documentation of completed neurological iggfd?xgsi(;;’:gﬁ?:;m .‘Q““ Sldg"‘ ©12/13/2016
assessment, | resident s:zataincd & head 1:;:1‘1_}'. :s ::urg;ctgii:al I
d. Interview on 11/16/16 at 4:30 PM with LPN J Sxant per facility policy. The DON will in-
#2 confirmed documentation of the neurological j service RN's and LPN's corrently employed
assessments was not available. | with facility on the facility's Neurological
! gxarq ém Rlnl!' before date of compliance,
pecilically ensuring that resjdents
2. Review of the 8/8/16 quarterly MDS ;’manirored per faciligf policy and the
assessment showed resident #3 had diagnoses -ge‘“‘"“B’“l exaim is appropriately
that included cercbral palsy and required the &ﬁ“ﬁfﬁiﬁﬁﬁ et o e
extensive assistance of two staff members for  MONITORING PO e i work.
transfers. The following concems were identified: “4)  The DON/Designee will complete audits of
a. Review of an incident report dated Pain management documentation 3 times a
B/11/16 and timed 1 AM showed "Found on floors ek dﬁ;‘fy‘igﬁg‘:ﬁgﬁgﬁ:@ -
N . IF115] 1on
[with] bed in !qw position an_d_ fall matt [sic) Ip records for frequenoy of pm medications and
place. Found in supine position on floor sitting 10 ensure Resident’s pain regimen is sffective,
maft [sic]. Placed in w/c [wheglchair] by staff Licensed nurses will be rein- .
using hayer Iift and brought out to nurees station.” ey oot when dooumcntadon
The incident was documented as belng an The IDT wil complote anarmals s
un-witnessed fall. Review of the medical record . residents MDS, Care Plans and asseasment
revealed no documentation of completed tools, including the quartarly pain assessment
neurological assessments, oo, to ensure compliance, The
b. Review of an incident report dated ' Eﬁﬁfgiﬁ“ﬁ;}ﬁi‘%ﬁ Rews and present
8/M6/16 and timed 5:30 AM showed "Found lying L engure that this POC iz implemented, effective
on tile in prone position awake and delusional. and sustained, '
Resident not moved [no] visible bleading.” The B) ~ The DON/Designee will complete audits of
incldent was documented as an un-witnessed fall. T Protopica exam gﬁ;ﬂiﬁ‘:ﬂ;‘,‘;ﬁﬁ:ﬁ;“
The resident was taken, by ambulance, to the for accuracy and completeness, Licensed
grmergency room at 5:45 AM and retumed to the nutses will be re-in-serviced/counseled when
facility at 10 AM the same day. Review of the documentation requitements arcmat
medical record revealed no documentation of ’fﬁﬁs&ﬂﬂryﬂfm l::;f ;Q:ﬁ?ii’i’fﬁ‘&?
completed neuralogical assessments. Facllity's QAPI committes to engure that this
¢. Review of an incident report dated POC is implemented, effective and sustained,
9/14/16 and timed 5:30 PM showed "Res
[resident] had been In w/c [wheelchair] and was
found on floor under w/c [no] injurles notad.
FORM CMS-2587(02-85) Pravious Verslons Obsolate Evant ID: Ya2L11 Feciilty ID:; WYa008 If continuatian shest Page 11 of 22
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Hoyer used to get res [up] res Into bed.” The
incldent was documented as an un-witnessed fall.
Review of the madical record revesled no
documentation of completed neurological
assessments.

d. Interview on 11/15/16 at 2:20 PM with LPN
#2 confirmed documentation of the neurological
assessments was not available,

3. Raview of & "SBAR Communication Form"
dated 8/12/16 showed resident #36 had a fall at 2
PM. The resident "vornited" after hitting his/her
head and was sent to the emergency room far
evaluation, Neurclogical assessments were
performed at 15 minuts Intervals between 2 PM
and 2:45 PM. After returning from the emergency
room, the resident had a documented
neurological assessment at 11:30 PM and
another that was timed "AM." There was no
gvidence the neurological assassments were
continued.

4, Review of "Interdisciplinary Progress Notse"
showed resident #37 had unwitnessed falls on
7/26/16 and 7/29/16. Further review showed no
evidence that neurological checks wera
completed for either fall.

b. Interview with the DON on 11/16/16 at 12:32
PM revealed the facility should have completed
neurclogicel assessments for resident #37's falls;
however, they were not able to find evidence the
the assessments ware completed, Further, the
DON revealed the facility did not follow the facility
policy related to neurological assessments with
the falls for resident #2, #3, #36, or #37,

6. Review of the policy and procedure titled “Fall
Management" dated 10/1/11 showed "...Post Fall

F 309

12/13/2016
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Alicensed nurse will evaluate the resident
Immediately when the fall has occurred. The
resident must not be moved until the review Is
completed, uniess there is an immediate safety
concern, The review will include but not limited 12/13/
to:...If head injury present or suspected...The 2016
resident will be monitored, including vital signs,
pupil reactions, nauseafivomiting (If a head injury
| post fall): Every 15 minutes x [times] 4, then
Every 2 hours X 3, then Every shift x 3.."

With regard to effective paln management:

7. Review of the admission pain assessment
dated 11/10/16 showed resident #28 had
sharp/throbbing paln in his/her toes on the left
foot. Interview with the resident on 11/15/16 at
3:46 PM revealed & fall at home had resulted In a
fracture to his/her left leg and surgery had been
done to repalr the leg. The resident complained of
pain in this lag and stated It hurt often. The
resident further stated elevating the leg and
medication were what helped with the pain. The
fallowing concerns were identified:

a, Review of the Novembar 2016 MAR
showed & pain assessment was to be completed
every shift (AM and at bed time). From 11/10/16
to 11/15/16 there were 4 shifts where nothing was
documeanted,

b. The November 2016 MAR further showed
the resident had an order for Tylenol 650 mg to
‘be glven every 6 hours as needed for paln or
fever. From 11/10/16 to 11/15/16 the resident
recelved the medicatlon 13 times, The nurses’
notes failed to show if the medication was
effective n treating the pain for 11 of 13
administrations. There were 9 times when the
medication was administered and no pain rating
was documented. On 11/15/16 at 8 AM the note
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showad the medication was administered for
"ankle pain 7/10," the next note an 11/15/16 at 12
PM showed “not much ralief cont [continue] pain,”
On 1115118 at 4 PM the note showed the
medication was administered for left ankie pain at
5/0. There were na other notes o show how tha
resident's unrelioved pai was addressed at 12
PM.

¢. Raview of the interim care plan showed
pain was not addressed. The care plan had two
areas completed on 11/10/16 that related to
cardiovascular needs and falls.

d. Interview with the DON on 11/16/16 at
12:46 PM verified the notes related {o the
resident's pain were incomplete, and the care
plan related to pain was not developed.

8. Review of the medical record for resident #72
showed an 11/6/16 physiclan's order for Percocet
(an apiod pain medication) 5/325 milligrams, 1 or
2 pills every 4 to 6 hours as neaded, Further
review revealed this pain medication was
praseribed after the resident sustained a
fractured arm. Review of the November 2016
physician's orders showed Roxinol (an opiod pain
medication) .25 mg every 2 hours as nesdad for
pain/air hunger was ordered on 11/42/18 after the
resident fractured histher leg/hip, Review of the
care plan showed intervertions for pain included
administer medications as ordered, and perform
a pain assessment every shift according o the
policy. Review of policy CL-Nur-1201, revised
5§/5/09, and titled "Pain Risk Review and
Management Program," showed staff were
directad to document non-pharmacological
approaches and medication/pain scale
effectiveness on the resident's MAR or faciiity
specific pain flow record. The following concerns
were identifind:

F 308

12/13/2016
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a. Review of the November 2016 MAR
showed Pearcocet was administerad on 11/6/16,
1716, 1171116, 1112116, and 11/13/18.
Further review revealed documentation of
non-pharmacologlical approaches and the
effectiveneas of the pain medication was lacking.
b. Review of the narcotics records
showed the resident recsived Roxinol one time
on 11/12/18, four times on 11/13/16, and one time
on 11/114/18. Further review revealed
documentation of nen-pharmacological ’ F315 .
approaches and the effactiveness of the pain Preparation end execution of thiis response and plan!
medication wes lacking. of correstion does nat constitute 2n admission or
. Interviews on 11/15/16 with RN #1 oget of conehuoon s or e trth of the £t |
. . 1 W08 & B
at 11:30 AM and LPN #1 at 11:40 AM revealed | deficiencies. The plao of correstion & pmpm';‘c‘l %
staff should document non-pharmacological and/or exeouted solely because the provisions of
atempts, and complete assessments for pain foderal and state law require it. For the purposes of |
and effectiveness. During the Interviews both any sllegation that the facility is not in substantia] .
verified staff had not done this consistently for vompliance with federal requirements of .
resident #72. participation, this responsc and plan of correction
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315{ constitutes the facilitys allegation of complismce in
55=p | RESTORE BLADDER accurd.ance with section 7305 of the state
operations manual,
Based on the resident's comprehensive 12/13/2016
assessment, the facllity must ensure thata
resident who enters the facility without an
indwalling catheter is not catheterized unless the
resident's clinfcal condition demonstrates that
catheterization was necessary; and a resident
who is inconfinent of bladder recelves appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible. -
This REQUIREMENT is not met as evidenced
by:
Based on observation, medical record review,
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and staff interview, the facility failed to provide
services to maintain normal bladder function for 1
of 8 sample residents (#54) with urinary
incontinence. The findings were:

Review of the 10/23/16 annual MDS assessment

-showed resident #54 had moderate cognitive

Impairment, required extensive assistance for
tolleting, and was frequantly Incontinent of
bladder. Review of the resident's care plan for
incontinence, updated 10/28/16, showed
approaches that included Instructions for staff to
toilet/checkichange the resident upon rising in the
moming, before and after meals, at bedtime and
on rounds at night. The following concerns ware
identified:

a. Continuous obsearvation on 11/14/16
beginning at 11:25 AM showad the resident was
seated In a wheelchair at the nurse's desk. At
12:10 AM CNA #1 wheslad the resident to the
dining room for Junch without asking if the
resident needed to use the tollet or offering
tolleting.

b. At 12:55 PM, the resident
sslf-propelled to the activity room. None of the
staff in the dining room asked If the resident
needed to use the toilet or offered tolleting
sssistance before sie departed,

¢, At 2 PM, activity assistant #1 wheeled
the resident from the activity room to his/her
room. The resident remained in the room until
2:20 PM when s/he seff-propelled to the nurse's
desk, At 2:25 PM, the resident returned to his/her
room. At 2:30 PM (over 3 hours since the rasident
was first observed), while passing Ice water, CNA
#3 responded to resident’s request for assistance
with personal hygiene care and tolleting. The
resident was observed urinating in the tollet,
Interview with the CNA at that time confirmed the
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DEFIGIENCY)
F 315 | Continued From page 16 F 315| 1) Comective action:

Resident #64 is assisted with toileting per her plan
of care. The resident is provided timely noontinent
care if needed,

' 2) Idegtification:

Residents that require assistance with toileting at
risk, Facility will ensure toileting and/ or
incontinence care needs are addressed. Care plaas
will be raviewed/ revised as needed,

3) Systemic changes: ‘
Upon sdinission residents are assessed for

-incontinence/ toileting needs utilizing the data

eollection tool, Residents will be assessed
continually through the RAI process, When &
resident is identified as incontinent hef she will be
evaluated by a licensed nurse and the nurse will
develop & care plan that will inelude individualized
approaches to address the resident's toileting needs,
The IDT will update the plan of care and *
commuicate to the nursing steff the suggested
toileting plan/ incontinent care plan. On or before
the date of alleged compliance, the SDC/Designse
will invervice the musing staff on enguring ,
residents are toileted timely per the individualized |
plan of care. PRN and staff members on leavs of |
absence will be in-serviced before returningto ° !
work. !

!,12/’13/2015
1
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P (EAGH DEFICIENCY MUST BE PRECEDED BY FULL EACH COR
v REGULATORY OR LEC IDENTIFYING INFORMATION) P?ES X céos%-nsmgggggﬁ\g ?SE" &%%Lgaﬁs R
: DEFICIENCY)
15 F 316 4) Monitoring:

k3 Coptinued From page 16 /The DON/Designee will do Quality of Care rounds
resident's incontinence brief was wet, and further 3 times weekly and pen to cnsure residents who ar
revegled the resident was unable to perform i need of assistance with toileting and/ or are
tolleting and incontinence care without staff incontinent of bladder teceive appropriate treatment
assistance. The CNA also stated the resident had and services a3 indicated, Further monitoring will
& hard time "holding it", include review residant coumeil concerns and

d. During an Interview on 11/16/16 at 3 resident grievances regarding timely toileting.

PM, the DON stated staff re-sducation was Tssues identified will pa reviewed in QA&A to
needed regarding following the care plan and ¥ b I;If‘f‘ h‘ffsb‘;:ﬁ“ E‘\‘?lﬂm@md’ sustained and
offering tollsting assistance. evalnated forits ereotvences.

F 371 483,35()) FOOD PROCURE, F 371|5) Date of alieed complisnce December 13, 2016

8S=F | STORE/PREPARE/SERVE - SANITARY {
The facility must « 12/15/2015
(1) Procure faod from sources approved or
considered satisfactory by Federal, State or Jocal
authorities; and
{2) Store, prepare, distribute and serve food
under sanitary conditions
This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility falled to ensure hand washing technlques,
cleaniiness and labeling practices met the food
safely and sanitation requirements in 1 of 4
kitchens. The findings were:
1. Observation on 11/14/16 at 10;15 AM and
11/15/18 at 4:38 PM showad the thawed health
shakes stored in the refrigerator were not labeled
with a date to show when they were to be
discarded. The instructions printed on the cartons
showed they were to be used within 14 days once
thawed. Interview with the dietary manager on
FORM cMS-essnuz-da) Previous Verslons Obgolate Event |0 Y820 11 Fadlily ID: Wyooos if continuatlon sheet Page 17 of 22
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11/16/16 at 10:55 AM varifled the shakes naeded
to he labelad with a discard date.

According to Food Code 2013, U.S. Public Health
Sarvice: 3-501.17 “... (B) Except as specified in
1Y (E) (G) of this section, refrigerated,
READY-TO-EAT TIME/TEMPERATURE
CONTROL FOR SAFETY FOOD prepared and
PACKAGED by a FOOD PROCESSING PLANT
shall be clearly marked, at the time the original
container is openad ih a FOOR
ESTABLISHMENT and if the FOOQD Is held for
more than 24 hours, to Indicate the date or day by
which the FOOD shall be consumad on the
PREMISES, sold, or discarded, based on the
termperature and time combinations spacified in §
(A) of this section and: (1) The day the original
container is opened in the FOOD
ESTABLISHMENT shall be counted as Day 1;
and (2) The day or date marked by the FOOD
ESTABLISHMENT may not exceed a
manufacturer's use-by date if the manufacturer
determined the use-by date based on FOOD
safely,”

2. Observation on 11/15/18 at 4:55 PM showed
cook #1 wore gloves and with gloved hands
handled the walk-in refrigerator daor to retrieve
chilled dinner plates. The cook failed to remove
the gloves and wash his hands prior to getting
clean utensile out of a bin and placing them Into
the food on the steam table.

According to Food Code 2013, U.S. Public Health
Service, 2-301.14 When to Wash: FOOD
EMPLOYEES shall clean their hands and
exposad portions of thelr arms.., "(E) After
handling solled EQUIPMENT or UTENSILS...(H)

Itis the policy of Laramie Caro Center to
provide a clean and sanitary environment for
the preparation of meals for our residents.
CORRECTIVE ACTION:

1.

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
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DEFIGIENCY)
F 371 | Continued From page 17 Fary] B371

Thawed health shakes stared in
refrigerator without Jabeled date to
show when they should be diseardad
were discarded by distary staff,’
Cook #1 was re-educated on hand
washing protocols by Dietary
Manager,

A. The outside of the two ovens
including the handles were cleaned
of sticky food residue. B, the 2
blenders located on the food
preparation table near the service line
with dried —on food residue on the
bases, operation switches and the
plugs were discarded as they were
not being used. C. the fans and
ceiling around the fans inside the
walk-in refrigerator were cleaned of
black dust by dietary staff.

l 12/13/2016
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DEFICIENCY)
[DENTIFICATION:
F 371 Continued From page 18 F 371{ | Residents that residc at Laramie are at risk
Befora donning gloves for working with FOQOD; ~
and (1) After engaging in other activities that | SYSTEMIC CHANGES =~
contaminate the hands..." On or before the allegation of comphance the
Dietary staffs were instructed on proper cleaning
3, Observation on 11/14/16 at 10:15 AM and schedules, techniques to ensure a clean and sanitary
11/15/18 at 4:36 PM showed the fallowing areas environment for the preparation of meals for our
in the Kitchen in need of cleaning: residents by Dietary Manager/Designee. Training
a. The autside of the twe ovans including the included proper hand Ep_;ﬁicn«: when preparing and 4
. { handles were solled with sticky food residue, serving food. Réef e allcgation of 30/
b. The 2 blenders located on the food compliance the dietary staffs were instructed to 1>
preparation table near the service line had label thawed health shakes with a discard. The
dried-on food residue on the bases, operstion Dietary Manager will continue to conduct rounds of
the kitchen to ensure proper compliance with
switches, and the ngs policies and procedures and they pertain to
¢. The fans and ceiling around the fans inslde S .
. sanitation. The results of these audits will be given
‘ :(ﬂhue3 \tmalk-ln refrigerator had accumulated black 0 Admmlswor for review,

According to Food Code 2013, U.S. Public Health

Service: 4-801.11 "(A) Equipment food-contact MONITORING : .

surfaces and utensils shali be clean to sight and The NHA/ Designee will continue rounds of

touch,..(C) Nonfood-contact surfaces of the kitchen. The results of these rounds will

equipment shall be kept free of an accumulation be given to the Dietary Manager for follow

of dust, dirt, food residue, and other debris.” up. Staff will continue to be in-serviced on
cleanliness and proper preparation of food.

4. Interview with the dietary manager on 11/16/16 i’I‘he results of the rounds will be reviewed and

at 10:55 AM verified the lack of hand hyglene and !discussed during monthly QAPI meetings. If

the cleanlinass issues, jany trends axe noted, a plan of action will be

F 467 | 483.70(h)(2) ADEQUATE QUTSIDE F 467| developed at that time,

55=F | VENTHATION-WINDOW/MECHANIC
' 5. Date of compliance December 13, 2016
The facility must have adequate outside
ventiiation by means of windows, or mechanical 12/13/2016
ventilation, or a combination of the two,

This REQUIREMENT is not met as evidenced
hy:
Based on obssrvation and staff interview, the

FORM CMS-2587(02-95) Pravious Veralans Obsclele Event (0: Y82L11 Facliity ID: Wyanos If continuation sheet Page 18 of 22
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F 487 | Continued From page 19 F 467|"* :
facility failed to ensure the ventiiation system was Praparation and execution of this response and plsn of
working In4 of & hallways (South Spruce, Oak, correctlon does not constitute an admission or
Cedar, North Birch). The findings were: agreement by the provider of the truth of the facts
allaged or conclugions set forth in the statement of .
Periodically on 11/14/16, 11/15/16, and 11/16/18, aeacuted ol boep e o 1 propared and/or
gt;?::geul? gisvaaifatg:(:?;?g}': ere b:?\:lideto\r; g?gos,:;[ﬁth state [aw reguire It Fot tha purposes of any aliegation
N : that the facllity Is not In substantial compliance with
and 11:30 AM the Surveyor perfamed a tissue federal requirements of participation, this response and
test on several bathroom ventitation openings and plan of correction canstitutes the facility's allegation of
notified the maintenance supervisor when the compllance In accordance with section 7305 of the state
fallowing resident rooms falled the test: wparations manual,
d. Room #31, #35, and #40 on South Spruce Corractive Action
hallway.
b. Room #52 and #54 on Oak haliway. A. The vertdiation In the hathroom 31 will be
c. Room #31 on Cedar haliway. _repired on or before date of compllence, The
d. Room #70 on North Birch haliway. ventlation In the bathraom 55 was repalred
on or before date of compliance, The
Interview with the maintenance director on e oo g e
11/16/16 at 4:15 PM confirmed the vents were not | Ventiiatlon In rourn #52 and #54 on Osk
working correctly, Further, It was revealed ! hallway will e repalred befora or on the date
contractors had worked on the ventilation system " of campliance, €. Ventllation #61 on Cedar
a week prior; hawever, he did not verify their " hallway will ba repalred before or on the date
work. of compliance. D. Ventiiation in room #70 on
F 6141 483.75()(1) RES F 514| North Birch hatlway will e repaired on or
58=¢ | RECORDS-COMPLETE/ACCURATE/ACCESSIB before the date of compliance,
LE The Malntenance Director/desighse
campletad full facllity rounds on .
The facility must maintain clinical records on sach 12/01/2016; 1o Identify other : t |
resident in accordance with accepted professional room/bathraoms whera the ventilstion was i 12/13/2018
standards and practices that are complete:; ot functioning. No issues were noted. , '
sccurately documented; readlly accessible; and s
systematically organized. ,
The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;

FORM CMS-2567{02-88) Provinus Veratons Obsolats

Event 1D: Y821 14

Facilly ID: WYODOSB

If continvation sheet Page 20 of 22



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/20/2016

This REQUIREMENT is not met as evidenced
by:
Based an medical record review and staff
Interview, the facility failed to ensure the medical
records were complete and accurate for 4 of 15
sample residents (#36, #37, #72, #73). The
findings were:

1. Review of the Septembar 2016 MAR showed
resident#73 had an order dated 9/12/16 for
Roxinol (an oplod pain medication) 20 mg/m! 0.25
mi (6 mg) sublingual every 4 hours as needed for
pain, Review of the October 2016 MAR showead
the order for Roxinol remained the same. The
following concerns were identified with the
accuracy of documentation:

a. According to the September MAR the
rasidant was administered the medication 5
times. Review of nurses' notes for these
administrations showed there were notes for 3 of
the 5 and the reason for administration was for
dyspnea (shortness of breath). Review of the
narcotic medication record showad the resident
recelved the Roxinol 13 fimes from 8/17/16 to
9/30/18.

b, According to the October 2016 MAR the
resident did nat recejve the PRN Roxinol at any
time. However, raview of the narcotic mediation
racord showed the resident received the
medication 3 times from 10/1/16 to 10/3/16.
Review of nurses' notes showed there was no
reason documented for the medication
administrations, or whether the medication was
effective.

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVI|CES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ’ A BUILDING COMPLETED
535043 B, WING 11/16/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 603 8 1BTH BT
LARAMIE CARE CENTER LARAMIE, WY 82070
%) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5)
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION 5HOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
. Systemic changes
F 514 | Continued From page 20 F514 The facity il hat y
Cl Wi ensure that maesures a or .
and progress notes. ' . | 12/13/2018

systamic changes put Inte place will Include

; but not fimited to providing a safe, functionat

; and comfortable anvironment for residents.

' On ar before date of campllance the
Adminlstrator/designee provided In-service
education and training to the facifity
maintenanca staff ragarding ensuring
rooms/bathrooms have functioning
ventllatlen,

: Monitoring
|

i The Malntenance Directar/deslgnes will

| monltor compliance via the facility's
preventive maintenance program monthly for

i the next 3 months and as needed thereafter

! untl substantial compliance has been met,

l Rounds/observations will be conducted
monthly. Resuits through these reviews will

1 be tracked/trended for any issues. Issues

}Iden‘dﬁed will be reviewed in QAZA for

|process impravement to ansure the system Is

imaintainad and evaluated for lts

-effectiveness.

Compliance on Decembar 13, 2016
F514

Preparation and execution of this response and plan
of correction does not constitute an admission or
agreement by the provider of the wuth of the facts

" alleged or conclusions set forth in the statement of
* deficiencies. The plan of correction is prepared

and/or executed solely because the provisions of
federal and state law require it. For the purposes of
any allegation that the facility is not in substagtial
compliance with fedeysl requirements of
participation, this response and plan of correction
constitites the facility's allegation of corapliance in
accordance with section 7303 of the state
operations manual.
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. DEFICIENCY)
F 514 | Continued From page 20 F 514
and progress notes. 12/13/2016
This REQUIREMENT I[s not met as evidenced Corrective Action:1, Resident #73 no longer -
by: - resides in facility. 2. Resident # 72 no longer
Based an medical record raview and staff r;mdl:s in facility.3. Resident #36 now has pain
interview, the facillty falled fo ensure the madical ©1e0¢s dooumented avery shift per policy and
records were complete and accurate for 4 of 15 oo r;‘;‘r’"t‘gzs 0?2/{1 pra pain medication is
sample residents (#36, #37, #72, #73). The recori . Residont #37 o poon fdministration
findings wers: oo 7 now has pain checks
ocumented every shift per policy and.
. Zﬁfcctwe::ess_ ofl‘1 an/;;l pm ];Zi‘ﬂ medication is
N cumente: 1 ni §
1. Review of tris Seplsmber 2018 WAR showod reord, | medicstion administration
resident #73 had an order dated 9/12/16 for Identification: resident idé i
Roxinol (an oplod pain medication) 20 mg/ml 0,25 Care Center are at n;llcs Hhasresidé t Larame,
ml {6 mg) sublingual every 4 hours as needead for
pain. Review of the October 2016 MAR showad
the order for Roxinol remained the same. The
following concerns were Identified with the
accuracy of documentation:
a. According to the September MAR the
resident was administered the medication 5
times, Review of nurses' notes for these
administrations showed there wera notas for 3 of
the 5 and the reason for administration was for
dyspnea (shortness of breath). Review of the
narcofic medication record showed the resident
raceived the Roxinol 13 times from 8/17/5 to
9/30/16,
b. According to the Cctober 2016 MAR the
resident did not receive the PRN Roxinal at any
time. However, review of the narcotic mediation
record showed the resident racelved the
medication 3 times from 10/1/16 to 10/3/16.
Review of nurses' notes showed there was no
reason documentead for the medication
administrations, or whether the medication was
effective.
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F 514 | Continued From page 21 . F 514 Sysirmic chenges: e 1201372008
2. Review of the November 2016 physician's On or before the allegation of complisuce the
arders for resident #72 showed Roxinol .25 mg DON/Designee will in-service Lictnsed nurses on
every 2 hours as needed for pain/air hunger was maintaining clinical records on each resident in
orderad on 11/12/16. Revisw of the narcofics accordance with aceepted professional standards
records showed the resident received Roxinol and practices that are complete, accurately
(pain medication) one time on 11/12/16, four docmpsr:iw{i, ;*c;gily accessg;he and gystematically
times on 11/13/18, and one time on 11/14/16. Organized including accurate documentation of pain
Review of the November 2016 MAR showed the e oaons, specifcally ensuring that te nucsey
Roxinol administrations were not documentad on end pain is evalunted aod daomunmiy ion 81,
the MAR, Review of nursing notes showad no | acourately per facility policy . PRN and staff on
documentation or assessment regandlng the leave will be re~educated upon teturn to work. The
%oggmmervlelwdwtﬁh g;‘l‘:)ogﬂ gn *II ;I! I:. =74 Bbat DON/designee will provide follow up with the
: revealed the nol should have been appropriate iv identi
documented on the MAR and she did not know deorned nossssany, -+ enified problems, ag
why it had not been done. ' Monitoring: Co
) DON/Diesignee will monitor thromgh review o4
3. Review of the October 2016 and November medication records 3 times weeldy and prm. Ther
2016 MAR showed resident #36 had an order for identified issues will be tracked and wended and
pain checks to be performed twice gally. The results will be included in the DON s/dcsxgnees'
order showed to use "0-10" paln scale. Further monthly QA and A report to assure that correatior
L Iow 15 mplomented, achieved, sustained and evalnates -
review showed no "HS" [hour of sleep] pain score for its effectiveness. The DON will be wesponsible -
documented 17 times from 10/1/16 to 10/31/16 for follow up on identifisd problems/trends. -
and 10 times from 11/1/18 to 11/15/16. ) .
Date of compliance: December 13, 2016
4, Review of the Octaber 2016 and November '
2016 MAR showed resident #37 had an order for
pain checks to be performed twice dally. The
order showed to use "0-10" pain scale. Further
| review showed no "HS" pain score documented
18 times fram 10/1/16 to 10/31/16 and 10 times
from 11/4/16 to 11/15/18.
6. Interview with the DON on 11/16/16 at 2:38 PM
verified the documentation was lacking and
inconsistent related to the medication
administration and the pain assessments.
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