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(%a) ID SUMMARY STATEMENT-OF DEFICIENGIES o “PROVIDER'S PLAN OF CORRECTION XE)
| PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PBREFIX {EAGH CORREGTIVE AGTION SHOULD BE CONPLEION
1 TAG REBULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFE! Eggggl‘éN, %ﬁAPFROFRU\TE . DA
| T ‘ F167 Prepara'tion‘and execution of this
F 000 INITIAL COMMENTS F 000 response and plan of corrsction does not
constitute an admission or agreement by
A recerilfivation survey was conducted by Poplar Living Center of the truth of the facts
Healthcare Licensing and Surveys on 8/14/17 alleged or conclusions set forth in the
mrouer\'IB/ 1;/ 17. A’;O {BIVI?IVVtedkln the couree of statement of deficiencies. This plan of
6 sutvay were corplaint intakes fn d d :
WY0G0002408, WYC00002422, 8nd ;orrectxoin 115 prepleu'«fzl l::m?}/lor exec;.uited sufl‘ely
o Federal and State law. For the purposes o
The following common abbreviations are used any allegations that the facility is not in
throughout this document: - ’ substantial compliance with Federal
) itls of Dall L'l l requirements of particlpation, this response -
ADLs- Actlvitles of Dally Living and plan of correction constitutes the
gm‘ 82§£?§ﬁ§zez?£°nt facility’s allegation of compliance in
DON- Director of Nuralng Services accordance with the state operations manual.
. mgg' m;a?ICat{p%Agmslgltstraﬂpn Record 1. The form was removed at the time of the | / 17 / (7
' - nimum La N survey. The binder was reviewed in its
LPN- Llcansed Practlcal Nurse o .
RN- Reglstere'd Nurse enth‘et‘y to ensure that no othet “confidential
: ' for facility use only” forms were
Less commonly used sbbraviations will be inadvertently included in the required
annotated In each deflclancy. postings.
F 167 | 483,10(g)(10)(1)(11) RIGHT TO SURVEY F 187 o _
| 'ss=p|RESULTS - READILY ACCESSIBLE 2. All residents identified on the state issued
Vo _ form had the potential to be affected by this
(9)(10) The resident has the right to- deficient practico.
(I} Examine the rasuits of the most recent survey 3, The Assistant Administrator was in- q / | / m
, of the facllity canducted by Federal or State sorviced on requirements of the regulation
i surveyors and any plan of corractlon In effsct with on 9/7/177. The Assistant Administrator or
respect 10 the facillty; and designee will complete a monthly audit for 3
(g)(11) The facllity must-- zwnths tc; ?sul:e thattt}?e c;r;e;:
ocumentation is containe @ survey
J () Past in a place readlly accessible to residents, binder.
and.family members and legal representatives of , . ]
, resldents, the results of the most recent survey of 4. ; :he Assm?l‘j‘;f Admlmi‘tff“‘g 033;8!8“56 q/30/t1
, the facllity. will be responsible to repart to the
committee the findings of the monthly audit

[ABORATORY DIREGTOR'S OR PROWG s'uPPuZREPHEsENTATNES SIGNATURE
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Any deficlency etetsinant ending with ar asteriek (*) defhiotes & defictancy which the Inelitution may be exqusad from corractitig providing it is delénmined thiat
olher safeguards provide suffolent protection to the patlents. (See Inatructions.) Excapt for nureing homes, the findinge stated above are dlsclossble 80 daya
following the data of survey whather or not & plan of correction s provided. Fdr nureing homas, tha shava findings and plans of comectlon are dlaclpaable 14
daya followlng tha data these doouments ere made available to the faclllly. If defislencles
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(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
FREFIX {EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX {EACH OORRECTIVE AGTION SHOULD BE COMPLETION
YAQ REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CRO§S-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
for review and resommendations, The
F 187 Continued From page 1 F 187 Assistant Administrator or designee will be
responsible to follow up on any
(lly Have reports with reepect to any surveys, recommendations. These reports will be
certifications, and complaint Investigations made required until a period of compliance of 90
respecting the facliity during the 3 preceding days is reached.

years, and any plan of correction In effect with
respact to the facllity, avallable for any Indlviduel
to review upon request, end

(i) Post notice of the avallablilty of such reports In
areas of the faclilty that are prominent and
accessible to the public,

{iv) The facliity shall not make avallable Identifying

Information about cemplainants or residents, F253 Proparation and execution of this
Thie REQUIREMENT 15 not met as evidenced response and plan of correction does not
by: ' constitute an admission or agreement by
Based on observation and staff interview, the Poplar Living Center of the truth of the
faclllty falled to protect confidentlal Identifying facts alleged or conclusions set forth in the

[nformation in regard to residant nemaes In the
survay binder which wae avallable for public
viewing. The -¢ensus was 79, The findinge wers:

statement of deficienclos, This plan of
corraction is prepared and/or executed solely
because it is requlred by the provisions of

Observation on 8/16/17 at 1:17 PM of the facility Federal and State law. For the purposes of
survey actlvity binder located near the main any allegations that the facility is not In
enirance showed the binder contained the substantial compliance with Federal
"confidential for facllity use only" form which requirements of participation, this response

included resldent names and their corresponding
Identification numbers related to the 12/16/16
complaint survey. Interview with the acting

and plan of correction constitutes the
facility’s allegation of compliance in

administrator on 8/16/17 at 1:40 PM eonfirmed accordance with the state operations manual.
the presence of this document and at that time . . .

: the administrator removed It from the binder. La. ghe g""”“g In the SCU dining room is Q/gd M

F 263 | 483.10()(2) HOUSEKEEPING & MAINTENANCE | F263| Scheduled to be repaired by September 30, ,

sgwD | SERVICES 2017,
(1)(2) Housekeeping and malntenance sarvices Ib. On September 6, 2017, the transition |} Ilﬂ I N
necessary to malntaln a sanltary, orderly, and strips were repaired in the bathrooms of R
comfortable Interlor, ~1°4 and Rm 114
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(1) Identification and damegraphic Information
() Customary routine,
(i) Cognitive patterns.
{Iv) Communication.
{v) Vislon,
(vi) Mood and behavior patterns.
(vll) Paycholaglcal wall-belng.
(vily  Physical functioning and structural
problams.
(Ix) Continenca.
(x) Disease diagnosis and health conditions.
(¥ Dental and nutritional status.
(xil) Skin Conditions.
(xl)  Actlvity pursult.
{xiv) Madications,
(xv) Speclal treatmants and procedures.
(xvl)  Discharge planning.
(xvl)  Daocumeantation of summary Information
regarding the additional assessment performed
on the
care areas triggered by the complation
of tha Minimum Data Set (MDS),
(xvili) Documentation of participation in
assessment. The assessment process must
include direct
observation and communication with
the resident, as well as communication with
licensed and _
non-licensed diract care ataff members
on ali shifte.

The assessment process must Include direct
observation and communloation with tha resident,
as well as communlcation with llzensed and
non-licenaed direct cara staff membesrs on all
ghifts,

This REQUIREMENT le not met as evidenced
by:

{x4) 10 SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PL.AN OF CORRECTION (x8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIN (EACH CORREGTIVE ACTION SHOULD BE COMFLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
Poplar Living Center of the truth of the
F 272 { Continuad From page 3 F272| facts alleged or conclusions set forth in the

statement of deficiencies, This plan of
correction is prepared and/or executed solely
because It ig required by the provlsions of
Federal and State law, For the purposes of
any allegations that the facility is not in
substantial compliance with Federal
requirements of participation, this response
and plan of correction constifutes the
facility’s allegation of compliance in
accordance with the state operations manual,

1. The CAA’s required for cognitive
loss/psychosocial well-being, Mood state, Q/ ’O/V.{
and behavioral symptoms were completed
via global CAA note and the care plans for
residents #3] and #76 were reviewed to
ensure accuracy. Revisions to care plans
were made ag needed.

2, A global CAA note will be written on q /50/ i
each resident found to not have completed
CAA’s in the areas mentioned above. The
care plans of the individuals identified will
be reviewed to ensure accuracy.

3, Starting September 11, 2017 the Soclal q/l‘a/‘r{
Services team will be re-trained on the

importance of analyzing the data within tho
content of the CAA in order to draw a
conclusion that supperts the care planning
decision.

The MDS Coardinator or designee will be 4/30'1'7
responsible to complete a weekly audit of
Social Services friggered CAA's to ensure
completion.
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(%4) ID BUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX {EACH DEFIQIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GCOMPLETION
TAQ REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROSS»REFEREBJ&:E&E% (‘{%E ARPROPRIATE DATE

F 272 | Continued From page 4

Based on medieal record review and staff
Interview, the facliity falled to ensure
comprahensive assessments were completed In
a varlety of areas for 2 of 13 sample residents
(#31, #78). The findings wara:

1. Raview of the 6/26/17 significant change MDS
agsessmant for resldent #31 showad areas that
triggered for comprehensive assessment
included: cognitive loss/dementla, behavloral
symptoms, and psychotropic drug use. Review of
the CAAg for these triggered areas showed the
nattire of the problem waa not defined and
although the causes and rigk factors were shown,
there ware no conclusions drawn or evidence the
data was analyzed to support the care plan
decision,

2. Review of the 7/26/17 significant change MDS
assessment for resident #76 showed areas that
triggered far comprahenslve assesstment
included: cognitive loss/dementls, psychosoclal
well-belng, mood state, and behavioral
symptoms, Review of the CAAs for these
triggered ereas showed the problem was not
defined and although the caugee and risk factors
ware ahown, there were no conclusions drawn or
evidence the data wae analyzed to support the
cars plan declsion.

3. Interview with the MDS coardinaetor on 8/16/17
at 3:36 PM verifled these CAAs were not
comprehensive, She further stated there wae
tralning in process related to the completion of
MDS assessmaents.

F 280 | 483.10(c)(2)(1-IlIv,v)(3),483.21(b)(2) RIGHT TO
gs=p | PARTICIPATE PLANNING CARE-REVISE CP

4, The MDS Coordinator or designee will

F272| beresponsible to report to the QA q/ 33/ U
committee findings of the weekly audits for
review and recommendations. The MDS
Coordinator or designee will be responaiblg
to follow up on any recommendations.
These reports will be required until a periog
of compliance of 90 days is reached,

F280 Preparation and execution of this
response and plan of correction does not
constitute an admigsion or agreement by
Poplar Living Center of the truth of the
facts alleged or conclusions set forth in the
statement of deficiencies. This plan of
gorrection is prepared and/or executed solely
because it is required by the provisions of
Federal and State law. For the purposes of
any allegations that the facility is not in
substantial compliance with Federal
requirements of participation, this response
and plan of correction constitutes the
facility’s allegation of compliance in

Fopp| @ccordance with the state operations manual.

:
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09/10/2017 SUN 13:35 FaX 866 304 7601 Foplar

DFPARTMENT OF HFA&.TH ANQ HUMAN SERVICES

foo7/028

PRINTED: 08/31/2017

| GRM APPRO ED

: BTATEMENT oF uﬂﬁlcl NGIES &0 1) PROVID) GURPUEWGUN T 2l MUTILE CONETRUCTER " i) pATE B :
. ANn PLAN cFOORRECﬂDN il ID}ENTIFﬂTION NUMBER: . :\,\;wwma KR Ce ( $>gA ; U?E#
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| T 536024 JEBWING _ e ,08117! 017
.| NAME oF Pno\rloen DR BUPP].IER ) IR ‘ STREETADpREBB CitY. STATE, llP CopE /]
) aposPoPLAR o &
.POPLAR LIVING GENT‘ER CASBER, WY #2601 .
Y xa)0 ' SUMMARY: STATEME’NT OF DEFICIENCIES ] PROVIDER'S FLAN,OF GORFEGTION. ‘
PREFIX (EACH DEF|CIENCY-MUBT BE Pnzcéﬁeg BY FULL PREFIX (EAQH.OORRECTIVE ACTION, SHOULD BE ° GoMPLgmN
TAG REGULATORY OR LAC IDENTIFYING RMATION) TAR GROB&REFEREE"EDT ‘&‘,E"PP“"P riATE '
. l | | : 1 I‘he resxdentreprcsentamve will be ca]le q/, g/?r 1
'F 280 | Continiied From page 5 F 280} onSeptember 11,2017 and thie current plan

)

Including thi right to identify individyals or rales to

{ (i) The rlgﬁt to partlclpate In éstabllshlng the

1(lv) The right to recelve the services and/or Itema

483.10

(c)(2) The right to participate Inthe development
and lmplemsntatlan of hle or her person-centerad
plan of care; Including but not Iimited to:

)} The right to participats In the planring proceas

be Included In the plarining proceas, the right t
request meetings and the right to request
revlsidns o the. person- cantaréd plgh of Gal‘e.

axpectad goals.and outcomes &if caré the fype,
amount; fréquency, and diratiah of care, and any
other factors related to the eﬂeotlvenesa of the
plan of care.

Included In the plan of care,

(v) The right to see the care plan, Inciuding the
right to a{gn after slgnlﬂcqnt chanyes fo the plan
of care,

(e)(3) The facliity shall infotm the resident of the
right to partic}pate in hie or her treatment and
shell support the resident In this' rlght The
planning process must--

(1) Facllitate the incluslon of the resldent and/ar-
resident repreaentative.

() Include an assessment of the resident's
strengths and needs. \

(Iy Incorporate the residant's pereonal and
cultural preferences in daveloping goals of care.

of care for resident #17 will be reviewed.

2. All residents have the potential to be €] /a)/,q
affected by this deficient practice. T

3. The Soclal Services team was in-sorvice q /l 3/17
on September 7, 2017 on the requirements _
of this i‘egulation “

A care plan latter has Been created. This |Q / g/ 1"
fetter will be mailed to the responsible party .

. for the residents or hand delivered to thase |- .

+ residents that-are self-responsible. A copy b
of'each.of these letters will be rotalned in
individual resident files within the Social
Services office and/or a note made in the
progress notes of the electronic record that
the letters were sent/dolivered. A weekly
audit will be completed to.ensure that letters
have been sent to appropriate parties for the
following weeks scheduled care’
conferences.

4, The Social Services Director or dosignod

will be responsible to report to the QA q/ suw
committee any concerns with distribution of
monthly care plan meeting letters for reviev
and recommendations. The Social Services
Director.or designee will be responsible to
follow up on any recommendations. These
reports will be required until a period of
compliance of 90 days s reached,

'

L
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483.21
(b) Comprahansive Care Plans

(2) A comprehensive care plan must be-

(i) Developad within 7 days after completion of
the comprehenslve assessment.

() Prepared by an Interdisclplinary team, that
Includss but Is not limitad to--

(A) The attending physician.

(B) A registered nurse with regponsibliity for the
resident.

{C) A nursa alde with responsibllity for the
resldant,

(D) A member of food and nutrition services staff,

(E) To the axtent practicable, the participation of
the reeldent and the resident's representative(s).
An axplanation must be included In & resident's
medical record if the particlpation of the resldent
and thelr resldent repregantative Is determined
not practicable for the development of the
resldent's cara plan.

(F) Other eppropriate staff or profeselonals In
disciplines as determined by the resident's neads
or g5 raquested by the resldent.

() Reviewed and revised by the Interdisciplinary
team aftar each amasgsment, including both the
comprehensive and quarterly review
assessments,

This REQUIREMENT s not met as evidenced

by:

LTH AND HUMAN SERVICES FORM APPROVED
ARE & MEDIGAID SERVIGES — : N - OMBNO. 093R-0361
(X1) PROVIDER/QUPPLIER/CLIA (X2) MULTIPLE CONBTRUGTION (X3) DATE SURVEY
AND FLAN QF GORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
——— — - _ ——— c —
53s024 8. WING 0811712017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
4306 3 POPLAR
POPLAR LIVING CENTER GCASPER, WY 82601
%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION (e}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATQRY OR LEC |OBENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATR
DEFICIENCY)
F 280/ Continued From page 8 F 280
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F 280 | Continued From page 7

Based on medical racord review, famlly and staff
interview, tha faclity falled to faclitate the
inclusion of the resldent's representative in the
care planning procesa for 1 of 13 semple
regidents (#17). The findings were:

Reviaw of the medical record for reeident #17
showed an annual MDS assessment was
completed on 3/13/17 and a quarterly MDS
assessmant wae completed on 8/11/17. Further
raviaw of the medical record revealed the
resldent had a BIMS scora of 6/15 (severe
Impalrment) and had a famlly member named as
hle/her represantative. Interview with the
resldent's representative on B/16/17 at 7,156 PM
revesaled s/he had no recollection of attending a
meeting with the facllity to discuss the plan of
care, The following concerns were [dentified:

8. Review of the medical record revealed no
evidence the resldent's representative was
notifled of the care plan confarance aftar the
assessmente ware completed.

b. Interview with the aocial sarvics director on
8/16/17 at 11:30 AM revealed he had stopped
sending letters to resident representatives with
the date and tims of the proposed care
conferance and had started to make direct phone
calls. Howavar, review of the madical record
reveslad no documentation the resident's
representative had been contacted in regard to
tha time and date of the care plan conferencs.

c. interview on B/16/17 at 11:40 AM with the
consultant RN verified documentation was not In
the medical record and Interview with the social
sorvice director on 8/17/17 at 9:12 AM conflrmed
there was no further documentation of regident
raprasantative natifieation of care plan
conferences avallabla.

F 280
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11483,21(b)(3)(I) SERVICES BY QUALIFIED
i PERSONS/PER CARE PLAN

il accordance with each reeident's written plan of

% This REQUIREMENT g not met as evidenced
| by: i

i(b)(a) Caomprehensive Care Plans 3
The services provided or arranged by the facliity, -
' as'outlined by the comprehensive care plan, !
{ must- !

i(ll) Be provided by qualified pereons In

care.

Based on observation, medieal record reviaw,
and staff Interview the fagliity falled engure the
plan of care was followed ae written for 1 of 18
sample residents (#17), The findings wers: ’i

[ Revisw of the 8/1/17 quarterly MDS assessment
for resldent #17 showad the resldent requlred the |
extensive assistance of ane staff member for |
tranefere and tollet use; wes always Incontinent Ofgl
bladder and occasionally iIncontinent of bowel, i
Ravlew of the care plan in the category of bladder,
Incontinence, (ast revised 8/15/17, showed an }
Intervention of "seslst/check and change PRN (gs:
needed) and when [realdenta name) Indloates |
naed to use rastroom." The following concerns !
wers [dentifled: :
a, Continuous observation on 8/16/17 from

8:18 AM through 12:35 PM (4 hours and 18
minutes) showed the resldent wag in the common.
room of tha secure unlt seated in a wheelohalr. |
During this timeframe the rasident was not /
offered assistance to the restroom. )

s/ha needs the bathroom, however, s/ha was |
reslative to cere and often refused. i

b, Intarview with CNA#1 at 12:36 PM I
revealed the resldant will "usually" tell them when .|

F 282‘ F282 Preparation and execution of this
{response and plan of correction does not
F 282; constitute an admission or agreement by
{Poplar Living Center of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencles. This plan of
|correction is prepared and/or executed solely
because it is required by the provisions of
|Federal and State law. For the purposes of
any allegations that the facility is not in
substantial compliance with Federal
{requirements of perticipation, this response
Jand plan of correction constitutes the
|facility’s allegation of compliance in
|accordance with the state opsrations manual.

1. Resident #17's plan of care and Kardex
was reviewed and updated to current toileting
needs and appropriate interventions.

12. An audit of residents that require staff
assistance for transfer and toileting was
completed. The care plans and Kardex of
each of these individuals will be reviewed to
lensure a person centered approach to care
and services was included,

3. Education on importance of following
Aindividual care plans and Kardex will be
‘|provided to the Certified Nursing Assistants
starting on September 11, 2017. Daily
documented observations of care will be
completed for 2 residents requiring assistance
Jwith toileting at alternating times for 3
Jmontha by the DON or designee to ensure
i{that care plans are being followed or identify
lif changes to the cara plans are needed.

ol |

0/3017
/301"
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'EP‘MIEN V MUST,BE PRECEDED 5‘( FULL EACH QORREQTIVE ACTION BHOULD BE cGMDkTg!ON

CROSE-REFERENCED TO THE APFROPRIATE
- DEFIGIENGY)

‘ggded. Furth view,varifisd, th

stuld have bean. oﬁéred the restroom as‘
| plannede, :.oi 0
| 483:25(d) _‘,xz)(n)u) (a) FREE OF ACCIDENT
'HAZARDS/SUPERVISION/DEVICES: ,

i:(
from accldant hazards as [ posﬁlb!e' and

h(2) Elch restdent]recelves adequate suparvislon
and aaslstanca devlces to prevent accldents
appropr;ata alternatiVes prior to; Installlng aglde or
' must ensure: correctInstaliation; usa; “and,

it the; follawlng élements
;'; ﬂ'om bed ralls prlor lo’ Installatlon

nthg resldent orragldent represenitative:and obtaln
i 1nform|d consent prlor to lnstallatlon

“This REQUIREMENT ls not; rnet as evtdenced
B by-

b o e

i

(n) Bed Ralls Tha fac!llty must attempt to uge"
bed rell. 1f a had:6rlde ralle Used; the’ facmty

‘malntanance of bed ralls; eluding bugnot llmlted

('1) Asseas tna resldent for risk of entr.a‘pment

z) Ravlew. tha rlska and benefits: of bad ralls with .

\

(3) Ensure that tha bed‘s dlmenslons ara'," Lo
‘gppropriate for the resident's sizé and-Welght.

'l'ialicv

Baaed on observatlon. staff lntervlew.

4, The Director of Nursing or designee will
be responsible to report to the QA committes
| any findings from observations for review
and recommendations. Dlrector of Nursing
or designee will be responsible to follaw up
on any recommendations. These reports will
be required until a period of compliance of

190 days is reached.
F 323

I'323 Preparation and execution of this
| response and plan of correction does not
| constitute an admission or agreement by
| Poplar Living Center of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. This plan of
‘correction is prepared and/or exccutod solely
| becanse it is required by the provisions of
Federal and State law. For the purposes of
any ellegations that the facility is not in
substantial compliance with Federal
requirements of participation, this response
and plan of correction constitutes the
facility’s allegation of compliance in
|accordance with the state operations mznual.

{it was identified by facility staff.

2. All residents have the potential to be
| affected by this deficlent practice.

13. Nursing staff will be in-serviced and re-
educated the need to secure medication carts
slarting on September 11, 2017,

{1. The medication cart was locked as soon as’

azyi|

2/lb/I
q/30/11)
q/30/1

;%%M bMS 2557(02-“) Previous Versions Obaglela
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F 323

and procadure raview, the facillty falled to ansure
a madication oart was malntained In a safe and
seoure manner during one random obhservation,
The findings were:

Ohservatlon on 8/16/17 at 2:14 PM showed a
medication cart wes posltioned against a wall
next to & chart room In the maln lobby of the
facllity. The tap drawer of the medicatlon cart was
open approximately 6 inches, and contalned
bottlies of medication that were accessible to
peasersby. The medication cart had a ringed
binder iabeled “Hall North & Easl.” There wers
staff members present In the chart room, hut the
cart front was facing away from thoee present. At
2:17 PM LPN #1 walked from a hallway over o
the medication cart, closed the drawer and locked
it. Interview with LPN #1 at that time revealed she
had been using the cart and was called away
Jeaving the drawer open,

Review of the policy and procedure entitied
"Madloatlan Cart Use" showed "Securlty: "The
medicatlon cart and Ite storage bine are kept
lacked untli the epecified time of medication
adminlstration. If an emargency occurs durlng the
medication pass, the hurss securaly looks the
medication cart before attanding to the
smergency sltuation. During routine
administration of med!cations, the cart may bs
kept In the daorway of the resident's room with: -
drawers unlocked and faging inward, and within
sight of the nurse - ho medioatione are kapt on
top of the cart. The cart must be clearly visible to
the person administering medications, and all
outward sldes must be Inaccesslbla to persons
passing by."

[nterview on 8(17/17 at 12:59 PM with the acting
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Starting the week of Septen;ber 11,2017, Cf /Sq/,r(
Continued From page 10 F 323 rendom, weekly audits of medication carts

will be completed by the Director of Nursing
of designee of the medication carts to ensurj
ongoing compliance with securing
medication carts.

4, The Dirgctor of Nursing or designee will q/w/ﬂ
be respansible to report to the QA committe r

eny concerns identified in the audits for
review and recommendations, The Director
of Nursing or designee will be responsible tg
follow up on any recommendations. These
reports will be required until a period of
compllance of 90 days is reached.
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:F441 Preparation and execution of this
‘response and plan of correction does not
.constitute an admisslon or agreement by
Poplar Living Center of the truth of the facts |
F 444 ial]eged or conclusions set forth in the
. statement of deficiencies. This plan of :
i correction is prepared and/or executod solely
‘because it is required by the provisions of

| Federal and State law, For the purposes of
any allegations that the facility is not in
“substantial compliance with Federal
-requirements of participation, this response
 and plan of cotrection constitutes the

% tohe
Jcarte’jocked. | atepp
*483*80(55( b
‘PR EVE SPRE

‘ 1’ e 12 cll@;y must establish an lnfactlon prevantlon
introl program, (IPGP) that' must'!ncludel at
n tha fa!lowmg elaments "o

=4
=
f—""

('1) A:systam far preventsng, Identlfylng. raporﬂng.

l'ihvestigating, and ‘controliing Infectiang and; _ facility’s allegation of compliance in :
| stimmuniéable. diseaseg. for all fﬂalfants staff, accardance with the state operations manual. j
] Lyolunteers, vigitors,-and other individuala - . . ' :
| 'Prg\'l?dlng sen)lca;s under ahcuntraotual R 1, The equipment in question was removed |§/|/IT
‘arfangement based upon the facllity assessment {  from the bedside and cleaned according to
conducted abcording $0-§483.70(e) and; followlng « - manufacturer’s recommendations.
I:adcapled national ‘standards (faclllty qssess}nent !
& lmplementaﬂon Is Phasa 2), i 1 2. The facility has replaced all nebulizer Q/ fl_r"’l"‘]

masks for all residents with current orders.

i {(2) ndsrds, pollcles. and procéduras

I
i ritten s;
| fi:for: the: prog rem, Whlch must lnclude, _but |re not 3. Nursing staff will be educated starting on | q 30/[7
| i lllm]ted tg! e o RETIEE R | September 11, 2017 on the policy and /
‘ 1 e " cleaning instructions. Instructions were
: 1) Asystam Of suweillance d33|9“9d to Identlfy | added to the administration records of those
| ; E‘:’?s'bl?hcomm”"i“blc? g‘s?ﬁseseﬁ;g‘;ﬁﬂ"tﬂ: individual’s requiring this type of treatmont.
: faecolr;' ey can sprea t othar g n = Nebulizer masks and tubing will be ehanged
‘ ‘ : gt 2 due o and dated weekly by nursing staff. The DON
VY _hen ‘and fo whom posslbla incldents of or designee will complete weekly audits for
‘?; aommunlcabla dlseaae or. lnfect!ons shquld ba " proper storage and cleaning of nebulizer |
: repoﬁed‘ v ' | masks and tubing on 3 residents for 3 months ‘

N, [

i N . .

B to ensure ongoing compliance.
[|

i

() Standard and transmtssion based pracautlons ,
o be“, nowad to pra\Ient Epread of, Infectlons; S 4, The Director of Nursing or designee will q /&ﬂ']
e ‘ be responsible to report to the QA committee

N RE e AT

Aigds '\’
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(Iv) When and how {solation should be used fora
resldent; Including but not limlited fo:

{A) The type and duration of the [solation,
depending upon the infectious agant or organiam
involvad, and -

(B) A requirement that the isolation should be the
{saat resirictive possible for the resldent under tha
circumstances.

(V) The clrcumstances under whigh the facllity
must prohiblt employees with a communicable
disease or Infected skin lesions from diract
cantact with residents or their food, if direct
contact will transmit the disease; end

(vl) The hand hyglena procedurea ta be followed
by staff Involved In direct resldent contact.

(4) A aystam for racording incidents identified
under the facllity’s IPCP and the correctlve
actlons taken by the facllity.

(e) Linens, Parsonne! must handle, store,
process, and transport linens so aa to prevent the
spread of Infaction,

() Annual raview. The facliity will conduct an
annual review of its IPCP and update their
program, as necassary.

This REQUIREMENT s not met as evidenced
by:
Based on oheervation, staff Interview, palicy and
procedurs review, and raview of manufacturer's
Instruetions, the facllity failed to follow Infection
prevention standards regarding equipment
cleaning for 1 of 2 sample resldents with
nebulizers (#62). The findings were.

90 days is reached,

LIVING CENTER
POPLAR LIVING CENT CASPER, WY 82601
(%4) ID BUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION (X&)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION S8HOULD BE COMBLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
any findings of weekly audits for review an
F 441 | Continued From page 12 F 441] recommendations, The Director of Nursing

or designee will be responsible to follow up
on any recommendations, These reports will
be required until a period of compliance of
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Observation on 8/15/17 at 8:50 AM showad
residant #52 was provided medications which
Included @ llquid medication to be Inhaled through
tha use of a nebulizer maak. Ths resident's
DaVilbisa brand nebulizer was on hia/her bedside
table. The fully assembled mask was connected
to the nebullzer with tublng, and hung from the
top drawer of & dresser near the resident's bed.
RN #1 took the mask, unsorewed the medication
cup, placed the medication fiuld In, reassembled
the mask and handed it to the resident, then loft
the room, At 9:54 AM the resident turned on the
nebulizer unit and began histher treatment. At
10:10 AM the resldent turned off the nebulizer,
removed the mask and placed it so thet It rested
on the dressar drawer again. Further observation
gt 11:08 PM showed the nebullzer mask
remelngd In the same place on the dresser, and
was nated to have fluld (n the medication cup of
the mask.

interview on 8/17/17 at 9:18 AM with the DON
revagled she wasn't sure how nabullzer
equipment cleanlng was handled, but stated
whatever the policy statement Indlcated for
claaning the nabulizer aquipment would be the
expectatlon.

Review of the pollcy "Resplratory Policy &
Procedure”, revised 10/1/2013, showed the
procedure "...5. Connect the tubing from the small
volume nebulizer to the air outlet on the nebullzer
compressor. 6. Add madication to the medication
cup of the amall volume nebullzer. 7. Plug In the
nebullzer compresaor and turn the on/off switch
to the on position. 8, Adminlatar treatment 8, After
the treatment I8 concluded, store the small
volume nehulizer In an equipment bag and leave
bedside for the next freatment." Tha pollcy
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showad no evidence of Instructlons for ¢leaning
. the nebulizer mask, medication cup or baffle
Ak hetween uses, .

Ik Raview of the DaVIlblss nebulizer instruction
R gulde showed the following Instrugtions for
S cleaning: “Warning To prevent posslble risk of
1 Infection from cantaminated medication, cleaning
: ' of the nebuilzer Is recommended aftér eaah :
P aerosol freatment. Disinfacting s reoonhmanded . } :
once a day. Clean After Every use:...2. , '
Dlsconnaat tubing from tha alr Inlet’ connector ang ,
; gat aside 3. Disassemble mouthplece or fask
B from cap. Open nebulizer by turning cap
' counterclockwise and remeving baffle. 4. Wash
g} lterris, except tublng, In a warm
water/dishwashing detergent solutlon. Rinse -
under warm tap water for 30 seconds to remove :
detergent resldus, Allow to alr dry,..."

'
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