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‘of Heiiltheare Licensing and Surveys on 12/13/16

| The following comimon abbrevi atlons are ised
throughcut this dccument ,

. ,ADLs~ Activmes of Dally lelng
TBON- Direttor of Nursing Services

| Less commonly used abbreviations will be

conslstent with his or her authority, the resident

| déterioration in health, mental, or psychosocial

1(C) Aneed to alter treatment significantly (that ls‘

Acomplalnt survey was conducted by the Ofﬂce

through 12/16/16. The survey was prompted by
complaint intakes WY00002332, WY00002330,
WY00002331, and WY00002328 '

MDS- Mlnfmum Data Set

annotated in each deflclency.
483,10(g)(14) NOTIFY OF CHANGES
(INJURY/DECLINE/ROOM, ETC)

(g){(14) Netification of Changes.

HA facm!y must immediately inform theé residenit;
consult With the resident's physician; and notify,

representative(s) when thére Is-

(A) A acsldent involving the resident which
rasults in Injury and has the potential for requlrlng
physician interventzon,

(BYA slgmﬂcant change In the resident's physlca!
méntal, or psychosocial status {that is, a

status in elther life-threatening condit ons or
cllnlca! comp!icaﬂons)

F 157

pmv1smns of federal and staté law '

X4y 1D h e ‘ .
F"RE)FGX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREF(X - {EACH CORRECTIVE ACTION SHOULD BE - EYi0
TOTAG - REGULATQRY OR LsG EDENTH‘YSNG INFORMAT%ON) TAG GROSS REFERENCED TO THE APPROPRIATE - DATE
e ' ' " DEFICENCY) o
HF 000 INITiALCOMMENTS . Eoool

Preparation and/or execution of this
plan of correction does - not.
constitute admission or agreement
by the provider of the truth of the’
facts alleged or conclusions set
forth  in -the statement of
deficiencies. The plan of correction -
is prepaxed and/or executed solely

F 157: NOTIFY OF CHANGES
(INJURY DECLINE ROOM,

ETC.) ‘/)D/
. 1

Corrective Action

Resident #2’s family was notified
of the resident to resident
altercation on 12/2/16 at 2p.

1:1 education will be completed
with the licensed nurse involved re:
timely notification of family /
representative of acute change of
condition /' injury and’
documentation of notification.
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" (EACH nMch:eucvmusr BE PREGEDED BY FULL PREFIX . " {EACH CORREGTIVE ACTION SHOULD BE COMPLETIC
REGULATORYOR LSC IDENTIFYING INFORMATION) TAG .|  CROSS-REFERENCEDTO' THEAPPROPRIATE DATE
; S nammswcvy i
F 167 | Continued From page 1 o F 157
a need to discontintie an existing formof - - I BEIRE R
freatment due to adverse consequences, orio Identification of Others

, ;ommanceenjew‘form of treatment); or An audit will be completed by =

(D) A daéision to transfer or discharge the : Director of Nursing / designee, to’
resldent froi the facllity as specified in identify any additional instances in
§483 15(0)(1)(1i) which the family / representative
‘was not notified in a timely manner ‘
(i) When rhaking notiﬂcaﬂon under paragraph (g) o of an acute change of condition or

(14)(i) of this section, the facility must ensure that
all pertinént informatlon specif ed in §483 15(0)(2)
ety E-‘~’£—" n-;»; - » sret fTis1ges gty ot e et

physlclan

injury m the last 30 days

needed

|y The faclllty Mustalso promptly netfy the | |
resident and the resident representative; If any, SR | ?‘%Set?)“&c\&?adzg;;me will ¢ ducate

when there s~
the licensed nursing staff," on or

{A) A change In room or mommate assignment before ~date of compliance,
| @s'specified In §483.10(e)(8); 0 regarding the notification of the
physician and resident's family /
(B} A change In resident rights under Federal or lepresentative of any acute changes
State law or fégulations ag specified In paragraph dition v
(e)(‘lO) ofthis;se’ctlom in condition or injuries in a timely
manner and noting this notxﬁcatlon
(iv) The facliity must record and periodically in the medical record.
update the address (mailing and email) and oo
‘phona number of the resident representative(s). : The Director of Nursing . or
g‘;ﬂa REQUIREMENT Is not metasev!denced 2 designee will continue to review
| Based on staff interwew. and medical record - incident / accident reports, 24 hour
review, the facliity falled to Immediately notify the report and the clinical dashboard in
| resident's famlly/representative for 1 of 2 Point Click Care in morning
§ncldents reviewed, The findings were: ] meeting 3 to 4 times per week to

identify an esident with 1y
Review of the lncldent!accident report dated icentity any . resident with acute

N 12/2/18 at 2:02 AM showed resident #2 was the thange of condxfllm; / jury.
A" | victim of a resident-to-resident physical abuse ocumentation will be revxewed
incident. The resident was sitting in his/her room for family / repr esentatlve .

FORM CMS~2567(02 93) Pravious Vemlnns Obilets e Event ID: 0KNE11 Facmty iD: WYD023 g i cont]nuat!on sheet Page 2 cf 20
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PREFD( ~ {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATIDN) . TA8 CROSS- REFERENGED TO THE APPROPRIATE - DATE "
- ~ DEFICIENCY) , <o
1 et Continued From paééz R ' F 157 ,
v | wher resident #6 ¢eme in ahd sta{tedh?ltting IR noﬁf'cauon “of acute ‘change of
him/hér with closed flst and rarmming his/her -
| lower legs with thelr walker. Review of the COM’“?“ [ injury in a tzmely’
‘| progréss hote dated 12/2/16 at 2:02 AM showed | manner.
"Residént s terrified of belng attacked again.” -
| Review of the niifsing note dated 12/2/16 at 3:16 | Monitoring
PM showed, “Multiple biuises noted to bilateral » The Director of - Nursing or
!owerextremltlas (BLE) and bilateral upper . : designee will review 10 residents’

extrermities (BUE), Bruise noted to left tempora!
area, and arund feft eye. Skin tear noted to right
shln The following congerns were Identlﬁed

with acute change of condition /
Tinjury weekly for 3 months for

notxﬁcallon If concerns are

"j 12/2/16 timed &t 2:02 AM showed fhe resldent‘s ‘ :
80N was natified of the incident oiv-12/2/16 at 2:00. ' identified corrective action will be
PM, twélva hiours after the Incldent whlch resulted | taken based on findings. :

in Injury arid féar for the resident. .
b. Interview with the DON on 12/15/16 at

11:00 AM revealed his sxpectation was for the - The Director of Nursing will track

.famlly/reprasentatlve to be notified of injury and and trend the results of the audits
charige in‘condition “as soon as possible.” in monthly and report findings to the
addition, he confirmed the facility did not have a QAPI Committee.  The QAPI
;:‘c::lilg)é ;«‘aslated to notifying famnylrepresentatlves of | Committec will evaluate
: ‘[“‘ ' :\ o - ‘p ™y, £
F225 483:12(2)(3)(4)C)(1)-(4) INVESTIGATE/REPORT Fagg| Cilcetivencss of the plan based on
§8=D | ALLEGATIONS/INDIVIDUALS trends identified and implement
: additional interventions as needed :
a) The facility muat-‘ v ' ‘ to ensure compliance monthly until = |
‘ resolved.
{3) Not employ or otherwlse engage Indeuals
who- - | F225: INVESTIGATE |, zlf'f / /'l 7 |
: | (1) Have been found gullty of abuse, neglect, | " REPORT ALLEGATIONS
| exploltation, misappropriation of property, or INDIVIDUALS ~ Z) .

: mlstreétment by a'court of law;
\ Corrective Actions: ‘
(il) Have had afi ndmg entered into the State , The initial report. and final

nurse alde registry concerning abuse, neglect, : - :
exploitat oh, mistreatment of resxjents or investigation for the resident to
resident mcxdent between resuients

_FORM CMs-zss?(oz-ea),,valoua Versions Obsolsta - " EvantiD:0KNett Facllityu) Wyboz3 : b contlnua!lon sheet Paga 3 of 20
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g /‘F 225

‘ iisappropriation of resid'eht property.

| nurse aide or other facilny staff

| abuse, neglect, exploltation or mistreatrent,

-1 the events that cause the allagatlon do not Involve

misappropriation of t’ﬁeii-ysmpeny; or

(ili) Have a disciplinary action in effect against his
or her professional license by a state licensure -
body as a result of a finding of abuse, neglect,
exploitation, mistreatmeént of residénts or

(4) Report to the State nurse aide regxstry or
licensing authorities any kiowlédge it has of

actlons by a court of law agalnst an employee, ,

(c) In response to allegations of abuse, neglect,
exploitation, or mistreatment the facllity must: - -

(1) Ensure that all alleged v!o’léttohs Involving

Including injuries of unknown source and -
misapproptiation of resident property, are
reported immediately, but not later than 2 hours
-after the allegation is made; If the events that
¢ause the allegation involve abuse or result in
serious bodily injury, of hot later than 24 hours if

abuse and do not result in sérious bodily injury, to
the administrator of the facllity and to other
officlals (Including to the State Survey Agency and
adult protective services whire state law provides
for jurisdiction In long-term care facllities) In
accordance with State law through established
procedures,

(2) Have evidence that all alleged violations are -
thoroughly investigated.

(3} Prevent further potential abuse, negiect,

#2 and #6 and residents #4 and #6
has been resent to the State Survey
Agency.

Identification of Others:

An audit of resident fo resident
incidences and abuse and neglect
allegations for the last 60 days was
completed Umepox ted 11101dences

.....
244

1nc1dences of resxdem to ressdent
events with serious injury will be
- reported by date of compliance,

Systemic Changes:

Staff  and  management  were
educated on the updated Facility
Operations policy on Abuse and
neglect reporting timeframes as.
well as the reporting time frames | .,

- for resident to resident incidences '
including the 2 hour time frame for

serious injury,

The Administrator has read the

State and Federal guidelines on

reporting of Abuse, neglect or

mistreatment and - resident to

~resident incidences where there is

- serious injury. '
Observation or allegation of abuse,

neglect or mistreatment will be

reported to the Administrator

and/ox DON unmedlately but no

' FORM CMS-2567(02-98) Previous Versions Obsolste Evént ID; 0KN614

Faclluy m WY0023 I ccnunuauon shaet Page 4 of 20
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F 225 | Continued From page 4

| Based on staff interview, revie

exploitation, or mistreatment while the
investigation is in progress.

{4) Report the results of all investigations to the
administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey
Agency, within 5 working days of the incident, and
if the alleged violation is verified appropriate
corrective action must be taken,

This REQUIREMENT s not met as evidenced

w of medical
records and facility incident/accident reports,
policy and procedure review, and review of State
Survey Agency records, the facility falled to
ensure 2 of 2 abuse allegations reviewed were
reported as required. The findings were:

1. Review of the incldent/accident report dated
12/2/16 at 2:02 AM for sample resident #2,
revealed the following:

a. Resident #2 was sitting In hisfher room
when resident #6 came In and started hitting
him/her with a closed fist and ramming his/her
lower legs with thelr walker.

b. Review of the progress notes dated
12/2/16 at 2:02 AM showed "Reslident is terrified
of being attacked again." Review of the nursing
notes dated 12/2/16 at 3:16 PM showed, "Multipie
brulses noted to bilateral lower extremities (BLE)
and bilateral upper extremities (BUE). Bruise
noted to left temporal area, and around left eye.
Skin tear noted to right shin." The on-call doctor
was notified at 2 AM and the son of resident #2
was notified on 12/2/16 at 2:00 PM,

¢. Interview with the administrator on
12/14/16 at 4:20 PM verifled he intended to notify

the State Survey Agency of the allegation of

F 225

later than 2 hours and then reported -
to the State Survey Agency
immediately or no later than 2
hours, Resident to Resident
incidences are to be reported to the
Administrator and/or DON within 2
hours of the occurrence.  The
Administrator and/or DON  will
report the incident within 24 hours

3 3 b | Sy

has occurred.
Monitoring:
The Administrator will review the
24 hour report and Incidence
Reports 3 to 4 times per week
during the morning management
meeting for any incidences needing
reporting, Any  unreported
incidences will be reported within
State and Federal guidelines.

The District Director of Clinical
Operations or designee will audit
the Incidence Reports twice per
month for compliance,

The results of the audits and
reviews will be reported at the
facility QAPI to review for
effectiveness and corrective actions
and/or changes will be made where
necessary until resolved.

FORM CMS-2567(02-88) Previous Versions Obsolele
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.F 225 | Continued From page 5 ' ‘ F 225

-abuse; however. he had no verification of the

report. Review of the incident logs maintained by

| the State Survey Agency failed to'show the
Incldent of abuse was reported '

2. Review of the tncident/acc!dent report showed
on 12/9/16 at 7:00 PM resident #4 and resident
#6 had an alfercation, Reslderit #6 had hit ,
| residerit #4 In the face twice arid there were no
JInjuries noted. Revlew of the progress notes on
12/1 0/16 3:30 AM showed "Restdent [#6] denies

, ‘other resndent Resldent ls on neuros
[netrological checks] dus to this and s/he has

1o ~ | refused all vital signs tonight. No ‘change in neuro
status from his baseline. Resident is angty,
inappropiigte and verbally aggressive." The
fallowing concérns were [dentified:

a. Review of the raport information showed
the State Survey Agency was not notified of the
abuse alfegation untll 12112118,

b. Interview with the adrinistrator on
12/14/16 at 10:38 AM revealed the report of this
resident-to-resident abusa ingident was not
submitted sooner, becauss He was notifled of the
altercation on 12/12/16. -

c. Review of the September 2016 "OP2
0304.00 Facility Operations” policy on abuseé and
neglect prohibition showed, “Any observations or
aliegations of abuse, neg!ect ‘o mistreatment
must be immediately reported to the
Administrator and/or DON. The facllity responds
immediately to such allegations in accordance
with state and federal law. "

F 257 | 483.10(1)(6) COMFORTABLE & SAFE F 257
8s=£ | TEMPERATURE LEVELS

(i)(6) Comfortable end safe temperature levels.

IEE
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fi ndlngs Were.

' Observaﬂon of the secured unltl500 hali oh

‘degrees F and a cold draft could be felt coming

{ PM showed the room felt cold, and the window
‘| could not fully closed or latched and leaked cold

degreés F. Obsérvation on 12/13/16 at 5:23 PM-

| in the room, and there was no therimostat in the

Based on observation, staff interv!ew resident
interview, and review of maintenance notes, the
facllity falled to ensuré the tefriperature In 3 of 7
resident areas (sécured unit/500 hail, 600 hall,
main dining foom) was sefe and comfortable, The

12/13/16 at 2:50 PM showed there were two
thermostats on the wall, 6he nedr room 509 and
one near the exit to theé 600 hallway, The
thermostat near room 509 showed 65 degrees
Fahrenhelt (F) when observed at 2:50 PM. The
thermostat near the 8600 hallway exit was digital
and showed 72 degrees F when observed at 3:01
PM. The temperature of the area felt cold and the
residents who were In bed were noted to have
several blankets, Observation of the 600 hall on
12/13/16 at 3:04 PM showed the temperature as
measured with an infrared thermometer was 69.3

from a celling vent in the area between rooms
611 and 802. Observation In room 801 at 3:04

alr into the room, The thermostat near the door of
thé room showed the temperature was 68
showed room 601 felt cold The resident was not
room, however. whén measured with an infrared

thermometer the wall by the head of the bed
measured 65.5 degrees F. The window I this

room was leaking cold air; a draft at the hottom of

(xz) MULT(PLE consmucﬂon o VEY
. | AND PLAN OF connecnon o |Dem‘wxcmo~ NUMBER: - | aun.ume . compuz'reu
e ~;53.‘_59?4_. A ———— e — N ;1211“51‘201&;.;‘1;_ L
1" NAME OF PROVIDER OR supeuee S " | STREETADDRESS, CITY, STATE, ZIP CODE IR
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; : ; ~ DEFICIENGY) ~
| F257| Continued From page 6 F 257 ; : .
e Facilities inlﬂany cartified after Octobem 1890 T | F-257; COMFORTABLE AND | /
| must malntain a temperature fange of 71 to 81 SAFE TEMPERATURE |] ,Z;{//'/
This REQUIREMENT is not met as evidenced 172 § :
b . AHry -
y: Corrective Actions: A

Two new pumps have been
installed on the boiler that supplies
hot water to the heat registers in the
500 and 600 halls lo maintain a

81 degl ees.

The vents in the 600 hallway
between room 602 and 612 and the
main dining room have been
covered. The 601 room window
was cleaned and latched and the
room {emperature ranges between
71 and 81 degrees. Attempts to
cover the window in room 602
were refused by the resident.

Identification of Others:

Rounds were made by the
Administrator and Maintenance
Director to observe temperatures in
the remaining hallways and to
check drafts from vents, Areas not
meeting the CMS temperature
requirements were remedied,

The water lines in the hallways
were bled of air and a check of the

FDRM CMS-2587(02-85) Previous Verslons Obso!e!e : Event ID:0KNB14

Falty ID: WY0023 If continiiation sheet Page 7.of 20
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| evéning meal service was In process. There were

‘wearing coats reveésled they were cold and had
‘vent on the ceiling In the rooin letting I the cold

| identxﬁed wlth the ro!on

were unc¢omfortable and extra blankats were
| used for wermth. However, the blankets that were
| evallable were thin bath blankets and the staff

for2 nights (12/10/16 and 12/11/16) and be
| warméd up.

'had been uncomfortable and complaining of the

-Saturday 12/40/16, and Sunday 12/11/186. She

* however, she stated résidents were shivering and
| had to have many extra blankets. She further
stated resident #7 had been brought Into the

the wirdow couild be felt. Obgervation of the main
dining room on 12/14/16 at 435 PM showed the

9 residerits observed in the dining raom wearing
coats and some Wore winter hats as well,
Interview at that time with 2 of the residents
been cold for several days. There was an opén

alr from outside. The followlng cohcerns were
ed cold temperatures

12/13/16 revealed the coid temperatures on the
500 haliway had been ongoing since Saturday
12/10/16. The staff hember stated residents

member was concerhed because they were not
thick warm blapkets, The staff member was
unsure when the administration was made aware
of the heat situation. The staff stated the
temperatures were cold éhough to require that
resident #7 be brought out of his/her room into
the main area to sleep on a mattress on the floor

b. Confidential Interview with staff #2 on
12/14/16 revealed residents on the secured unit
cold temperatures in the 500 hall/secured unit.
The staff merber reported the temperatures
were uncomfortably cold on Friday 12/8/18,

was uncertain of the actual temperature,

milieu to sleep on a mattress on the floor
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boilers for any poten’tiél problems.”

No cuirent evidence of problems
noted at this time.

Systemic Changes:

Staff was educated on the need to
notify the Administrator and/or
Maintenance if the facility feels

cold or the thermostat readsbelow

A protocol was put in place and
staff educated on what to do if the
facility temperature reaches 70
degrees or below.

Maintenance or designee will check
the temperatures twice per day to
ensure temperatures are maintained
between 71 and 81 degrees,
Variances to these temperatures
will be acted on immediately.

Monitoring:
Results of the temper ature checks

will be presented to the Monthly

QAPl meeting for review and
corrective actions if necessary.
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-1 Saturday and Sunday due to the resldent's room | o

being cold. -

c. Confidential Intarview wlth staff #3 on
12/14/16 revealed on the afterncon of 12/10/16
resident #7 was so cold in his/her room staff
couldn't get a temperature to register on the
resident with a forehéad temperature strip. She
stated the resident was brought out of the raom to
be warmed up and they covered the resident in
blankets in a recliner. Also, she stated a -
temperature was taken once tha resldent had

N ‘ degrees F.-

o © . d. Interview wtth resident#4 on 12/13/16 at y -
3:04 PM [A foom 801, revealed “it [the ' ‘ | R
i = | temiperature] got worse over the weekend. o
4o Because they don't care, They took all my
blankets when they moved my bed over to the
window. | use to have 10 now rot many at afl.”
The resident was wearing a stocking cap and an
outdoor coat zipped up. Observation of the
-resldent's room showed It was single occupancy
and the bed was by the window. The window seal
had multiple drled leaves stuck tinder the bottom
edge of the crank-out portion of window. The air
temperature in the room read 62.9 degrees F
when measured with an infraréd thermometer:
| there was no thermostat In the room.

e. Interview on 12/13/16 at 3:04 PM with
resident #1 In room 602 revealed s/he was not
satisfled with the temperaturé of the room, It was
too cold and the facility did ot have thick
blankets to provide; The resident was concerned
becauss the rdom had bieen cold for days and the
| weather outslde was eéxpected to be even colder
In the coming week. The resident stated "They
keep saying they're fixing It, [but] it never is." The
thermostat In the room showed the temperaturé
| wais 68 degrees F.
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- f. Observation on 12/13/16 &t 3:15 PM n
room 611 showed an alr temperature of 63.7
degrees F when measured with the lnfrared
thefmometer
: g. Interview with the admtnlstrator on

12/14/16 at 2:50 PM verified there had been
Issues with the boller systérn and the temperature
in the back area of the bullding was affected by
this. Tha first he:was mads aware of the situation
was the morning of 12/12/18, The administrator
stated the staff worklng over the weekend should

= mpe facil ty

| uncomifortable, He stated there wasno
température tracking dorie qver the weekend of
curreiitly. Further, there was no formal -
‘emergency procedure rélated 10 heat outage
other than providing extra blankets to the
| resldents affected and getting the repairs dane to
the healing system. The administrator verified
there were 2 boller rooing &fid there was a history
of break downs which had affécted the heat in the
past. :
. h. Interview with the maintenance staff
member on 12/15/16 at 8:58 AM revealed she
was the only maintenance staff member since the
maintenance director's last day on 12/5/18. The
staff member verlified the boller In the back area
'| had gone down over the weekend. She stated
she was notifled by a CNA ori Sunday evening at
11 PM concerrilng the cold temperatures. The
staff hember addressed the Issus beginning
Monday 12/12/16 and work was started to repair
the boller for heat. The maintenance staff further
revealed the 5 evaporative cooling units on the
roof had not been covered for the winter to
prevent cold air from coming into the buﬂdlng

i. Interview with the administrator on 12/15/16

at 12 34 PM verlified there was ot a planned
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4. | schedule for when the cooling system was to be 1
winterized.

J- Review of the maintenance "form of
cofrection” dated 12/9/16 timed at 11:08 AM
showed the ialntenahcé staff arrived at 6 AM to
the building and rioted it was "cold in the facliity
dus to -30 degrees|below zero] outside
temperature." The noté showed the thermostats
.| were set at "75 degreés, and réad 71 degrees.”
The téemperature was adjusted up which resulted
ln an indoor temj erature of‘78 degrees F Revtew

ma!ntenance staff was called Into work at 8 AM

| dué to a haater leaking water in a resident réom
o) in the 600 hall. The note showed "...still cool
A temperatures In hall 600." The imaintenance staff

e documented she contacted a plumbing company
to address the lests, According to the note, an
anhouncement was made over the intercom that
heaters for halls 500 and 600 would be down.
The note did not docurnant what the temperature |
| was In the facllity. Review of the 12/11/16 timed at
8 AM maintenance note showed the fmalintanance
staff was called Into the facllity at 7:53 AM due to
a blown breaker. When she arilved she
discovered standing Water in the front 100 hall
boller robriv. The plumber was calied and the
“problem was fixed facllity satisfied." Thére was
no mention of the facllity temperature on this
note. Review of the 12/13/16 maintenance “form
of correction” timed at 7:31 AM showed the
malntenance staff was Informed the 500 secured
unit "was still remalning cold at night time." The
note did not document any temperatures. The
plumbers were called and the plumbing
company's report shiowed there was heat to the
500 hall, “but both pumps in the boller room on
hall 600 are starting to show signs of stress." A
| bid to replace both pumps was being gotten, so
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f the pumps could be replaced as "soon as

| reading near room 500 was 75 degrees F, and

483 24 Quality of Ixfe

| resldents. ‘Egch resident must receive and the
1 facility must providé the necessary care and

| consistent with professional standards of practice

|1 () Dialysls. The facility must ensure that

-services, consistent with professlonial standards

Continued From pagé 11

possible o -

k. Observation on 12!1 3/18 at 6:30 PM
showed a company with temporary heaters had
arrived at the facliity, As of 12/15/16 at 8:45 AM
the temperature on tha theriiostats showed the

‘the reading near tha 800 hall exit was 76 degrees
F.

483,24, 483, 25(k)(l) PROVIDE CAREISERVICES
FOR HIGHEST WELL BEING _

Quality of life Is & fundamental principle that
applies to all care and services provlded to facility

services to attaln or maintain the highest
practicable physical, mental, and psychosoclal
weli-being, consistent with the resident’s
comprehensive assessment and plan of care.

483,25

(k) Pain Management.

The facliity must ensure that pain management Is
pravided to residents who require such services,

the comprehensive person-centered care plan,
and the residents’ goals ahd preferences

rasidénts who require dialysis recelva such

of practice the comprehensive person-centered
care plan, and the residents' goals and
preferences. ’

This REQUIREMENT Is not met as evidenced

N

F 267

F 308

309

PROVIDE
SERVICES  FOR
HIGHEST WELL BEING

" THE

Corrective Action

Resident #7 no longer resides in the
facility.

The heating issues in the facility
have been resolved.

Identification of Others

The Director of Nursing or
designee will identify residents
with skin breakdown and moderate
to high risk of skin breakdown. An
audit will be completed on those
residents to check care plan and
kardex for interventions. The audit
will also include observation that
interventions are in  place,
Corrective action will be taken as
needed.

“CARE
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-Based-on observation, medical récord review,

| and staff intervisw, the facliity falled to ensure
care and services were provided to
malntain/attain the highest practicable physical
well-being for 1 of 7 sample residents (#7). This
fallure resulted in a negative outcome for the
resident who developed multi-location skin
breakdown The findings were: ‘

Review of the 10/25/16 anhual MDS assessment
showed residant #7 requirad extenslve
.‘E FSEIFROIG ISR "“‘e‘:mé‘iﬂ i
Further revlew showed the resldent did
not hiave any prassure ulcers at the time of the
assessment, Review of the préssure ulcer CAA
1 showed chronic health conditions such as
incontinence, inabllity to perform ADLs without
significant physlcal assistance, existing presstire
ulcer(s}, and extrinslc risk factors (pressure)
contributed to the problern. Review of the care
plan relatad 6 skin issues showad It was Initiated
on 2/1/16. The resident had risk factors related to
Impaired robillity, incontinence, use of agslstive
devices (whesichalr), and a history of open areas.
Interventions Included an air mattress with an
initiation date of 5/13/16. The fonowlng concemns
were ldentified:

a. Confidential interview with staff #1 on
12/14/18 revaaled the 500 haliway where resident
#7 lived was cold due to problems with the heat
system. The staff stated the problem had been
ongoling since Saturday 12/10/16, and the
temperatures were so cold resident #7 was
brought out of his/her room and into the main
area to slesp on a matiress of the floor for 2
nights (12/10/16 and 12/11/16) and be warmed
up. o «

b. Confidential interview with staff #2 on
12!14/16 revealed residents on the secured unit

T STATEMENT OF BEFICIENGIES "~ | (K1) PROVIDER/BUPPLIERIGLIA" " | (X2)MULTIFLE GONSTRUGTION . |(X&) DATE SURVEY ™|~
| AND PLAN OF CORRECTION' IDENTIFICATION NUMBER: A BUILDING . o : COMPLETED 1
. . : . ' . . C ';
636024, B, WING _ 1. 1211812016 |
NAME oF PROVIDER OR 8UPPLIER : ‘ STREET ADDRESS, CITY, STATE, ZIP GODE e
OPLAR LIVING CENTER 4306 8 POPLAR
i | | GASPER, WY 82601 o
R ‘(xa‘)‘po " SUMMARY STATEMIENT OF DEFIG‘ENGIES D PROVIDER'S PLAN OF GORRECTION. O
‘i PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PBREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION |,
TAG REGULATORY OR LSC IDENTIFYING xNFORMATloN) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
. . DEF'C‘ENCY)
“{'+ F 309 Continued From page 12 F 308

mamtenance staff wnth follow w1th

Systemic Changes ' s
The Staff Development
Coordinator or designee will
educate nursing staff on following
interventions in care plans and
kardex for actual or potential for
skin breakdown. The education
will also include: reporting
environmenta] needs and

NHA if needed, reporting
immediately to Director of Nursing
or designee if residents are affected
by environmental factors, and if
resident needs to be moved fo an
alternate area that care plan still
needs to be followed and situation
documented in medical record and
nursing management should be
consulted.

Monitoring

A random visual observation audit
of residents twice per week on each
shift will be conducted by the
Director of Nursing or designee for
ninety days to determine if care
planned interventions for skin
management are being followed.
Corrective actions will be taken as
needed for based on audit findings.
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| had-been uncomfortable and complaining of the
co!d temperatures. The staff member reported
the temperatiires were uncomfortably cold on
Friday 12/8/16, Saturday 12/10/16, and Sunday
12/11/18, ad resident #7 was brought into the
milieu to sleep on & mattress on the floor
Saturday and Sunday due to the resident's room
being s0 cold and the résident "freezing.”

c. Confidential interview with staff #3 on
12/14/16 revealed on the afternoon of 12/10/16,
the resldent was so cold in his/her room they

the res!dent with a forehead temperature strip,
She stated the resident was brought out of the
room to be warmed up, and théy placed the
resident in a recliner and covered him/her with
blankets. She further stated once the resident
had warméd up & termperaturé was taken and she
remembered it wag about 95 degrees F,

d. Review of the progress note dated
11/23/16 and timed at 2 AM showed the resident
h&d an "open wound to lower spinal area
approximately 1 ¢m clrcular over bony
prominence" and the rasldent *...continues to be
on a alr mattress.” Review of the progress note
dated 12/6/16 and timed at 3:10 PM showed
"area resolved 11/31." The hext progress note
was dated 12/11/16 at 2:44 PM and showed
"Resident not eating or drinking weil. Skin cool to
touch. Warm blankets placed on residerit to warm
[him/her] SAO2 [oxygen saturation level} low?
Accuracy d/t [due to] fingers cold, Resident noted
with Increased lethargy.” Review of the SBAR
(sifuational background assessment
recommendation) note dated 12/12/16 at 7:33 PM
showed the resident had developed "a naw open
area" on his/her buttocks. Accarding to the
12/13/16 SBAR note, the open area to the

coccyx/buttocks .. appeared to be a Kennedy

The Director of Nuxsmg will track
and trend the results of the plan

audits and report  4p UA~e - (R
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121148,
“orest 153, lumbarspin06x1 1x0.4,0.7 x

| left inrier ankle 2 x 3, 2 x 2 left front ankle, medial

ulcer [a type of ulger assodlatad with end of life]
and has sdt!'s [suspected deep tissue injurles] to
the back, scapula, bilateral feet, and a sheared
blister to the right buttock, resident is declinlng In
the last 48 hrs [hours).” There were o notes in
the clinical record related to the resident sleeping
on the mattress outslde of his/ner room, and no
vital signs documented between 11/30/16 and

. Review of the progress note dated
12/1 3/16 and timed at 10:37 AM showed the

Byt ﬁ“”g‘lﬂf.ﬁ_&'&g h ALy

0.4, right scapula'0.4 x 1, left foot 1,5 x 1. 8 right
foot 2x 2, 1éft great toe 0.3 x 0.3, Multiple red
areas that aré blanching left second toe 0.5 x 0.7

left foot near arch 0.5 x 0.5, 1 x 1, right second
toe 0.8 x 1.3, top of right foot 4.5 x 1, lateral right
foot 1 x 0.7, scrateh along right hip 3 x0.2.°

f. Interview with the DON on 12/15/16 at
10:25 AM verified the résident slept on a mattress
on the floor for 2 nights. The DON stated he was
not awara of this situation until 12/12/16.-The
resident's plan of care was not followed those 2
nights s/he was placed on the mattress outside of
the room because the mattréss was not an air
mattress. The DON further verified information
related to this situation was not documented in
the clinical record and there was no other
documentation related to the Incldent.

g. Interview with the administrator on
12/15/16 at 11 21 AM verified he became aware
of this situation on 12/12/16 when he arrived at
the facllity and saw the mattress on the floor in
the seécured unit milieu. He was concemned and
‘stated the staff should have notified himself or the
DON of the sltuation. He verified there was no
documentation related to this instance, The

F 309

‘FORM APPROVED

e CENTERS FOR MEDICARE & MEDICA&D SERV!CES ‘ OMB NO 0938-0391
| STATEMENT OF DEFICIENCIES * * ™ [ (i) PROVIDERISUFPLIERICLIA | (¥2) WULTIPLE consmbcnon © 77l ike) DATE SURVEV".
| AND PLAN OF CORRECTION mswmcmc& NUMBER:* A. BUILDING _ , *| .. COMPLETED
L o 5351224.,. BWING AR :12!1512616.,;=_.,~._,f
| NAME OF PROVIDER OR SUPPLIER I STREET ADDRESS, CITY, STATE, ZIP CODE o
3l 4305 S POPLAR ‘
1 POPLAR LIVING CENTER \ CASPER, WY 82601
: (x4) D SUMMARY STATEMENT OF DEFtctENolss D " PROVIDER'S PLAN OFOORREGTION LX)
71" PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
S TAG REGULATORYDR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDTOTHEAPPROPR!ATE -] . DA '

» 'DEFIGIENCY)

F 309 | Continued From page 14

' FORM CMS-2557(02-96) Pravios Versions Obsolete

Event ID: OKN811

Facillty ID: WY0023

f continuation sheet Page’ 156f20




01/09/2017 MON 16:36

FAX 866 304 7601 Poplar

: DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MED!CARE & MEDICAID SERVICES

Gt

[A018/022

PRINTED 12/30/2016

SS=E

STOREIPREF’AREISERVE SANITARY
1 (1) This may lncluda food items obtained d:rectly
‘and locel laws or regulations.

.| gardens, subject to compllance with applicable

.| from consummg foods not procured by the facllity.

: (i)(1) Pnocure food from sources approved or
.consldered satisfactory by faderal, state or loca!

authorities,
from local producers, subject to applicable State

(li) This provision does not prohiblt or prevent
facilities from using produce grown In facility

safe growing and food-handling practices,

(iify This provision does not preclude residents

(i)(Z) - Store, prepare, distribute and serve food in
accordance with professional standards for food
sefvice safety,

(1)(3) Have a pollcy regarding use and storage of
foods brought to residents by family and other
visitors to ensure safe and sanitary storage,
handling, and consumption.

This REQUIREMENT 1s not met as evidenced

by:
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K DR I ,<_‘§359?4,,., e R 1il‘16!"2616§':g N
‘{7 NAME OF PROVIDER OR SUPFLIER ~ | STREETADDRESS, CITY, STATE, ZIP GODE SRR
' 4305 § POPLAR
: POPLAR LIVING CENTER | casper, wy 82801 |
I (xq) o “SUMMARY STATEMENT OF DEFIGIENGIES. D PROVIDER'S PLAN OF GORREGTION ey
-1 PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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>|: ~ F 309 Continued From page 15 F 309
-~ | administrator stated the stéff should have :
relocated the resldant‘s entlre bed, with the air
mattress.
h. Observation of the res!dent‘s skin'on

12/15/16 at 11:42 AM with the medical director

showed the resident had multiple closed wounds

to the back, bilateral lower legs, bilateral feet,

right hip, and a large open wound to the
¢ coccyx/buttock bilataral region. ,

© F 371/ 483.60(){1)<(3) FOOD PROCURE, F 371

o e o Sty T s

F-371: FOOD PROCURE,
STORE, PREPARE, SERVE-
SANITARY

Corrective Action:

The undated health shakes in the
main  kitchen refrigerator were
removed and disposed of. The
vents in the hood above the
range/grill were replaced.

The floor in the kitchen area was
scrubbed and the outside of the two
refrigerators were wiped clean,

Identification of Others:

The Dietary Manager and the
Corporate Culinary/Nutritional
Director conducied a check of the
kitchen for areas of noncompliance
and corrective action was done
immediately.
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| were met related to daiting of health shakes and

” 12/9/16 lntervlew with the' dletary mageriand

| hood above the range/griit were rusted. There

13, Observatlon oh 12/1 3/16 at 3:46 PM and

| Additionally, the outside of two refrigerator units

- | verified the floors were scheduled to be mapped

Based on observation and staff interview, the
facllity failed to ensure sanitary requirements

cleanliness of equipment In 1 of 2 food
storage/servics areas (the main kltchen) The
ﬂndlngs were:

1, Observation on 12/1 3/16 at 3:38 PM showed
thawed health shakes were stored In a

refrigerator uhit In the main kitchen. There were
more than 20 indlividual cartons of thawed shakes

the corporate culinary/nutritional service staff
member on 12/14/16 at 12:07 PM verified a
system was needed fo date mark the shakes so
others knew when they were to be used by or
discarded. According to the labels on the health
shakes, they are to be used within 14 days of
being thawed.

2, Observation on 12/13/16 at 3:46 PM and
12/14/16 at 11:256 AM showed the vents In the

were 4 vents with visible rust located above this
food preparation area. Interview with the dietary
manager and the corporate culinary/nutritional
service staff member on 12/14/16 at 12:07 PM
verified the rusted vents needed to be replaced,

12/14/16 at 11:25 AM showed the floor
throughout the kitchen was soiled and sticky.

around the handles were soiled with stuck-on
food debris and grime. Interview with the distary
manager and the corporate culinary/nutritional
service staff member on 12/14/16 at 12:07 PM

F 371
' Systemic Changes:

A daily cleaning schedule has been
developed to include the floors and
refrigerator exterior and dietary

process.
Dietary staff has been educated on
the procedure for dating the health

Monitoring:

The Dietary Manager will monitor
the cleaning schedule and check the
refrigerator  for unmarked or
undated items 3 to 4 times per
week. The Dietician or designee
will do a kitchen inspection weekly
for one month then twice per month
until resolved. A report will be
given at the QAP! meeting for
review and corrective actions taken
where necessary until resolved.

staff has been educated on .the

shakes mdxv1dually by the Dletary '
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| aftér.each maal and the outside of equipment .
should be wiped down dally. At 4:10 PM the

dletary manager and the corporate staff member
stated additional accountabllity was needéd to

| efistire the tasks were being completed on the

cleanlng schedule.

Aocordlng to Food Code 2013, U.S. Public Health
Service: "4-801,11 Equipment, Food-Contact
Surfacés, Nonfood-Contact Surfaces, and
Uteﬁsll‘s (A) EQUIPMENT FOOD-CONTACT

: SURFACES of EQUIPMENT ghall be kept free of
an accumuilation of dust, dirt, FOOD residue, and

1 ottier debris.” ,
. F485 483 90(h)(5) : F 466
‘ "88=D SAFE/FUNCTIONAL/SANITARY/COMFORTABL
v E ENVIRON
/
(‘h) Other Environmental Conditions F-465: SAFLE FUNCTIONAL /lf‘i\\ ? s
The facility must provide a safe, functional, SANITATARY : '!‘ AL |
sanitaty, and cornfortable environment for COMFORTABLE ENVIRON. {4,
residents, staff and the public. o
(h)(5) Eatsish pollcies. | " it Corrective Action:
sh policies, in accordance W The boiler unit for the 500 hall has
applicable Federal, State, and local laws and Al
regulations, régarding snioking, smoking areas, been rep aired and the temperatures
and snoking safety that also take Into account remain between 71 and 81 degrecs.
ron-smoking residents. The open vent in the laundry room
This REQUIREMENT is not met as svidenced has been closed off.
DBY g bservation and staff Interview. th The swamp cooler above the
ased on obsarvation and staff interview, the kitchen has b

facllity falled to ehsure a comfortable environment ngl Zri]r :zwesgoc?:: rf(?t::]) P rf[‘;?n;
for staff n 3 random areas (the kitchen, the Lehen/Lis
secured unit, the laundry room). The findings area.
were: The exterior door from the dry

' FORM Wsﬂn(maa) Previous qulbni Mh E\;ent iD: 6KN611 ’Fx.acnhy 1D: WYOOZSI . l.f cél;ﬂﬁua'tISn al;aét Pi;lée‘ '1v8;f 20



01/09/2017 MON 16:38

DEPARTMENT OF HEALTH AND HUMAN SERVlCES

FAX 866 304 7601 Poplar [Z021/022

% - PRINTED: 12/30/2016

2 Observaﬁon on 12/14/15 at 3:55 PM showed
the laundry room felt cold, There wete no staff
working In the area at that time, However, there
was a large celling vent which was uncoveréd
and cold air from the outside came in.

3. Observation of the secured unit/500 hall on
12/13/16 at 2:50 PM showed the thermostat on
the wall one near roorn 508 showed 65 degress
Fahrenhelt (F) when observed at 2:50 PM.
interview with housekeeping staff at that time
stated it was cold In the unit and had been over
the weekend. Interview with staff member#3 on
12/14/16 verified thie temperature In e sécured
unit had been cold for days due to prob!ems with
the boller.

4. Intetview with the malntenance staff member
on 12/15/16 at 8:55 AM revealed she was the
only maintenance staff member since the
maintenance director's last day on 12/5/16. The
staff member verified the boller in the back area

| had gone down over the weekend. The staff

member addressed the issue be‘glnning Moriday

12/12/18 and work was started to repair the boiler
for heat. The maintenance staff further revealed
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1, Obsarvation on 12/14/16 at 12 PM showed the e ot | has t be‘;g
kitchen/dish room area felt cold, When the wall ~ Iepaired/replaced o prevent co
‘| nedr the handwashing sink was measured with outer air from dlaftmg 1, .
} an Infrared thermoneter, the temperature _ The open vent in the laundry room
» .| meastired 63.5 degrees F. The dietary manager has been covered. ,
; stated a delivery was received at approximately 8 The vents in the Main Dining room
AM that morning and when the door was open it have been covered
becarme mofe cold. There was also noticeable - ave been covered.
cold air coming In frofn the celling vents In the , o
dlsh room and lhe dintng room which was open to Identxﬁcatmn of Others:

a facmty walk thx ough to determme
if there were any areas that have
drafts or are below 71 degrees.
Areas that fall below that
temperature or have a cold draft
have been resolved.

Systemic Changes:

Maintenance or designee will check
the temperatures twice per day to
ensure temperatures are maintained -
between 71 and 81 degrees.
Variances to these temperatures .
will be acted on immediately.

Staff was educated on the need to
notify the Administrator and/or
Maintenance if the facility feels
cold or the thermostat reads below
71 degrees.
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o |the B evaporatwe cooling units on the roof had : "A protocol ‘was put in place and

riot been covered to prevent cold air from coming

into thie bullding. staff educated on what to do if the

facility temperature reaches 70

5. Interview with the administrator on12/16M6at | degrees or below,
12:34 PM verifled there was not & scheduled plan ,
3 for when the cooling system was to be winterized. Monitoring:
1 ‘ : - Results of the temperature checks

will be presented to the Monthly
QAPI meeting for review and
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