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The foliowing common abbreviations are used
throughout this document:

CNA- Certiflied Nurse Aide
DON- Director of Nursing
MAR-Medication Administration Recerd

MDS- Minimum Data Set
RN-Registered Nurse

Less commonly used abbreviations will be
annotated in each deficiency.

483.15(c)(8) LISTEN/ACT ON GROUP
GRIEVANCE/RECOMMENDATION

F 244 F 244

88=&

When a resident or family group exists, the facility
must listen to the views and act upoh the
grievances and recommendations of residents
and families concerning proposed policy and
operational decisions affecting resident care and

life in the faility.

This REQUIREMENT is not met as evidenced
by
Based on resident and staff interview, the facility
failed to ensure resident grievances were scted
upon concerning hot anc/or cold water surges in
2 of 4 shower/bath rooms avallable for resident
use. The findings were.

During interviews on 6/29/11 with non-sampie
residents #317af 8:30 AM and 39 at ©:35 AM,
sach resident stated that water in the two shower
rooms cigsest to the dining area had surges of
hat sndfor cold water freguently when in use.

F244

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 prepared and/or executed
solely because it is required by the
provisions of federal and state law.
When a resident or family group
exists, the facility will listen fo the
views and act upon the grievances
and recommendations of residents
and families concerning proposed
policy and operational decisions
affecting resident care and life in the
facility.

Residents #31 and #39 and all other
residents who take showers in the 2
shower rooms will have water that

does not fluctuate in temperature.

The maintenance staff will monitor and
qu the water temperatures and will
give a copy to the administrator
weekly. The Maintenance Director will
provide a report monthly to the
Resident Councit. The Maintenance
Director will report to the QAPI
F)o;_’nmittee monthly until the residents
indicate through resident council they
are satisfied with the water
temperatures.

The Administrator will monitor for
compliance.

Plombey w/f/)a/'c?é'@ f
direct frne §eveicar
Areader B Show!lr” rodrT

the

Ll

P(ﬂ/@ﬁpf? _,__%WA p i;é/c,- —

. %mciency statement anding with ar

ﬂ(;’ | asterisk (*) denoles a defisiency which the institution may ba excused
bﬂ’ﬂ:ﬁﬂ 300 er safeguards provide sufficiant protestion to the patients. (See instructions,) Excepl for nursing
ﬁ)di ‘,52 Plollowing the date of survey whether or nat a pan of correction is ravidad. For nursing homas, the above

[ days foliowing the date these documents are made avaliable to the facilly. If deficiencles are clted, &n approved plan of co
7 Y ! P
‘%\" b‘ prgaram participaiion.
Rofr T\’ . , _
E‘OEM CME-2667{02-98) Provious Versions Obsclete Evenl 10: KV Faclity 10: WYQ00G6
[

JUL R

Office of Healthsare
Licensinoamd Smrveys

Furthermore, those surges had occurred for at . % . "
least a year and staff members were aware of providing direc # pressurc,,
s
TORY DIRECTOR'S OR PROVIDER/SUPPLIER, REPRESENTATIVE'S SIGNATURE T (%6) DATE
L psisr 17 TvbTap 7-15-/

from carrecting providing it e dotamined that
homes, the findings stated above are disclosable 90 days
findings and plans of correction are disclosable 14
BN Ry vistia to continued

Wyoming Deptof Health

~tinuation sheal Page 1 07 22



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MERICARE & MEDICAID SERVICES

PRINTED: 07/15/2011
FORM ARPPROVED
OMB NG, 0938-0381

STATEMENT OF DEFICIENCIES

{X1) PROVIDERIBUPPLIER/CLIA

{%2) MULTIPLE CONSTRUCTION

{X3) DATE BURVEY

The facility must provide housekeeping and
maintenance services necessaty o maintaln a
sanitary, orderly, and comfortable interlor.

This REQUIREMENT is not met as evidenced
by.

Based an observation and staff interview, the
facility falled to provide adequate matntenance to
ensure that resident rooms in 4 of & haliways
were in good repait. The findings were:

1, During observations on 6/29/11 from 11:20 AM
through 12:15 PM the following issues related to
huilding maintenance were found:

& In room 73, the bathroom door had a three
inch hole near the hingas on the inside, located
four inches from the fioor,

b. In room 80, the front door frame had & 13
inch scuffed area with chips out of the paint one
foof from the floot,

¢. The heat radiator in rooms 1 and 12 were
bent, warped, and extended across the entire

Lo

AND PLAN OF GORREGTION IDENTIFICATIGN NUMBER! \6\\\ a. BUILDING COMPLETED
, % B, WING ¢
535043 LU/ 06/30/2011
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, §TATE, ZIP CODE
503 & 1BTH ST
LARAMIE CARE CENTER ey LARAMIE, WY 82070
{%4) 1D SUMMARY STATEMENT OF NEFICIENCIES D PROVIDER'S PLAN OF GDRRECTION {%6)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREF X (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 244 | Continved From page 1 F 244 F253
this issue, The residents described the water Preparati ; ,
surge as an irtitant, though the water was not hot a P p tion and/or execution of this

- . . plan of correction does not constitute

enough for injury, During an interview with the admission or agreement by the
maintenance director on 6/30/11 at 9:20 AM, he orovider of the truth of th ¥ t
said the water surge issue had been brought to alleaed o lusi et acls
his attention, and an attempt was made to ; tg { cggc fyglons_ set forth in the
address this issue. He stated that a water tank statement of deficiencies. The plan of
was heeded to stop the surges, but the facifity correction is prepared and for
had not established a timeframe to order the tank executed solely because it is required
or complete the work. The facility also failed to by the provisions of federal and state
communicate with residents on the status of this law.
problem. The facility will provide housekeeping

F 253 | 483.15(h)(2) HOUSEKEEPING & F2s3/ and maintenance services necessary

as=g | MAINTENANCE SERVICES to maintain a sanitary, orderly, and

comfortable interior.

The facility will repair or replace the . ;ﬂ"’%
bathroom doors in rooms 105, 228 and #3, b

107. In room 260 the front door frame
will be painted, The heater covers will
be covered or replaced in rooms 101
and 112, In rcoms 103, 118, and 228,
the bathroom doors will be repaired or
replaced. The walls in room 107 will be
repaired. The assisted dining room
door frame will be repaired and
painted. The heater in the hall
between room 106 and room 107 will
be covered with an appropriate cover.
A facility sweep will be completed to
identify any other areas that need
repair. Any issues identified will be
repaired by 8/14/11.

The maintenance department will
make monthly rounds to monitor
doors, heaters and walls for need of

pai
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wall,

d. In rooms 3,16, and 28, the bathroom door
had a 36 Inch scuffed area located one foot from
the floor.

g. The bathroom door in reom 28 had a six
inch hole in the door.

i. In room B, the bathroom door had & 3 inch
by 10 inch hole on the Inner side located one foct
from the fioor,

g. The walls ir room 7 had plaster scraped
off. The area was one foot wide and one foot |
from the floor.

h. The assisted dining room door frame .
opposite the main dining entrance had chipped
plaster and paint on both sides from the floor to
18 inches high.

i, The heat radiator in the haliway between
rooms 6 and 7 was bent, warped, and extended
across the entire wall.

2, During observations on 6/30/11 from 8 AM
through 8:30 AM the foliowing issues related to
building maintenance were found:

a. On the inside of the front door of room 57, -
the kick plate had a 30 inch scraped area on he
inslde.

b, In room 48, the bathrcom wall had a
narrow scrape that was four feet and five inches
across. Another scrape was located on the wall
two feet from the floor that was two feet across
and 36 inches from the floor.

c. In room 48, the bathroom heater was
pulled from the wall. In addition, the front door
kick plate was chipped on the inner edge from the
floor to 36 inches high.

3, During an Interview with the maintenance
director on 6/30/11 at 2:20 AM, he stated he was

findings to QAPI Committee monthly
and will monitor for compliance.

c
06/30/2011
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
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F 253 | Continued From pags 3 F253|  Preparation and/or execution of this
aware of the Issues with the doors, door frames, plan of correcticn does not constitute
and heaters, He further stated the facility admission or agreement by the
intended to replace the doors and repair the door provider of the truth of the facts
frames and heaters. Howsver, he said there was alleged or conclusions set forth in the
no specific plan or timeline for these repalrs. statement of deficiencies. The plan of
F 278 | 488.20(g) - () ASSESSMENT F278| correction is prepared andfor executed
58=D AGCURACY’COORDINAT'ON[CERT]FIED SOIer because itis required by the

The assassment must accurately reflect the
resldent's status,

A registered nurse must conduct or coordinate
sach assessment with the appropriate
particlpation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

Each Individual who compietes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil maney penalty of not more than
$1,000 for each agsessment; or an individual who
williully and knawingly causes another individual
io certify a material and false statement in a
rasident agsessment Is subject to a clvil moneay
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced

provisions of federal and state law.
The assessment will accurately reflect
the resident’s status.

For Resident #7 the MDS wag
corrected to include her colostomy, he
pressure  ulcers  and missing
diagnoses.

For Resident #33 the MDS was nol
coded as a quarterly because ths
quarterly was completed on 5/9/11.,
Residents who reside at facility are af
risk. On or before the allegation of
compliance the MDS
Coordinator/Designee  will  review
Residents MDS's to ensure that
colostomies, diagnoses, and pressure
ulcers are appropriately coded and the
assessment type is accurately coded.
For issues identified the MDS will be
corrected at that time.
On or before the allegation of]
Compliance the MDS
Coordinator/Designee  will in-service
the MDS Staff and Interdisciplinary
Team on the importance of accurately
assessing the Resident's status to
include accurate identification on the
MDS of ceolostomies as well as
pressure ulcers and diagnoses.. The
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Bassd on medical record review, staff inferview,
and observation, the facility falled to ensure
Minlmum Data Set (MDS) assessments were
accurate for 2 of 13 sample residents (#7, #33),
The findings were;

1. Review of the 8/6/11 quarterly MDS
assessment for resident #7 showed s/he was
fraquently incontinent of stool and had an open
leslon, but no pressure Uicers on admissian. in
addition, the following diagnoses were recorded:
urinary tract infection, diabetes, depressicn and
vascular myelopathy (vascular disease of the
spinal cord). The following information regarding
the condition of the resident was not identified
and coded on the MDS assessment:

a. Review of the medical record reveaied the
resident had a colostomy placad on 2/11/11 to
promote wound healing. Review of the 6/27/11
care plan showed the resident continued to have
the colostomy. Yet, colostomy was not recorded
oh the MDS assessment.

b. Review of the 3/9/11 significant change
MDS assessment showed the resident was
admitted to the facliity with three stage 4 pressure
ulcers. However, the 8/8/11 MDS assessment
showed the resident had no pressure ulcers on
admigsion.

¢, Review of the medical record showed the
resident had the following diagnoses in addition to
those aforementioned: hypertension, congestive
heart fallure, and was a paraplegic. These
diagnoses were not recorded on the MDS
assassment,

d. Interview with the MDS coordinator on
5/30/11 at 9:55 A revealed she has had
problems with coding and with the software

STATEMENT OF DEFICIENCIES (*1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE BURVEY
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in-service will also address accurately
F 278 | Continued From page 4 F278] coding the type of MDS being

completed. An attendance sheet will
be utilized and reconciled to the list of
IDT Members and staff who code
MDS'’s and the staff who were unable
to attend will be given individual
education. The MDS Coordinator and
or Designee will bring the Resident's
MDS to the Care plan meetings and
prior to Filing MDS in the Resident's
Record the MDS Coordinator and/ or
Designee will review for accurate
reflection of colostomies, pressure
ulcers, diagnoses, and to ensure the
type of MDS is accurately coded.
Trends will be identified by the MDS
Coordinator who will report to the
QAPI committee to ensure the plan is
implemented, sustained, and
evaluated for its effectiveness.

Bl
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F280
F 2781 Continued From page 5 F 278 Preparation and/or execution of this

inputting information, She sald she especially had
problems dstermining how to code pressure
ulcers.

2 Review of the medical record for resident #33
showed s/he was due for a guarterly MDS
assessmant when a 6/11/11 Medicare re-entry
MDS assessment was completed, During an
interview with the MDS coordinator on 8/28/11 at
3:15 PM, she stated that the 6/11/11 MDS
assessment should have been coded as a
guarterly assessment, as well as the Medicare
re-entry,

483.20(d)(3), 483.10{K)(2) RIGHT TQ
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
wlthin 7 days after the compietion of the
comprehensive assessment, prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with respensibliity
for the resident, and other appropriate staff in
disciplines as determined by the restder}t's peeds,
and, to the extent practicable, the participaticn of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
gach assessment,

plan of correction does not constitute
admissicn 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 prepared and/or executed
solely because it is required by the
provisions of federal and state law.
The comprehensive care plan must be
periodically reviewed and revised by a
team of qualified persons after each
assessment.

F 280 The MDS Coeordinator has corrected
the care plan for Resident #24 to}
ensure that histfher communication
board is an intervention on the
resident’s plan of care.

Residents who reside at facility are at
risk. On or before the allegation of
compliance the Interdisciplinary Team
will review Resident's care plans to
ensure that any communication
devices if in use are on the care plan.
Issues Ildentified will be corrected at
that time.

Resident's Care plans will be reviewed
guarterly, annually, and with significant
changes in status, Revisions if
indicated will be completed at that
time. RN's and LPN will place
Resident status changes on the 24
hour Report, and the Interdisciplinary
Team will review the 24 hour report
and the telephone orders from the
prior day each business day and
identified status changes will be care

FORM CMS-2587(02-99) Previous Versiona Obsolets Event ID: 8KV I
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‘showed staff tried to introduce the surveyor to the

This REQUIREMENT is not met as evidenced
by.

Based on medical record review, staff intetview,
and obsarvation, the facllity falied to ensure
resldent care plans were updated fo accurately
reflact current interventions for 1 of 13 sample
residents (#24). The findings were:

Review of the current care plan for resident #24
showed sfhe was hard of hearing and had
hearing aids but choss not to wear them.
Observation on 6/27/11 at 5:05 PM showed the
resident had a communication board at the
badside for communication. The following
cohcarns were identified;

a. Observation on 6/27/11 at 5:05 PM

resident by speaking loudly into hls/her ear, The
resident did not respond to the staff member,
However, when the staff member used the
communication board the resident did respond.
After the staff member left the resident's room,
the surveyor used the communication board and
was able fo have a conversation with the resident.
The resident responded appropriately and visited
with the surveyor using a combination of verbal
responses and the communication board,
Observation on 6/27/11 at 5:20 PM reveaied staff
agaln entered the resident's room, spoke loudly
into hisfher ear and asked if s/he was raady for
dinner. Once again, the resident initially did not
respond so staff just assisted him/er to the
dining room in a wheei chair. Staff did not use the
communication board fo interact with the resident;
nor did staff take the communication board to the
dining room so sfhe could interact with staif
during the meal. Review of the care plan showed
it had not been updated to inciude the

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION {¥6)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROS8S-REFERENGED TO THE AFPROFRIATE DATE
DEFIGIENCY)
. planned at that time. On or before thg
F 280 | Continued Fraom page 6 F 280

allegation of compliance the MDS
Coordinator/Designee  will jn-service
the interdisciplinary team members
and the licensed Nursing Staff on Carg
plan Revisions. An attendance sheel
will be utilized and reconciled with the
Interdisciplinary Team and the
Licensed Nursing Staff. Those staff
unable to attend will be provided
individual education

The Resident Care plans will be
reviewed on admission, each quarter,
and/or with significant change in status
at time of care plan meeting to ensure
any appropriate care plan revisions
have been made. Issues identified will
be corrected at that time and the MDS
Coordinater will report issues in QAPI
Committee to ensure the plan is
implemented, systained, and
evaluated for its effectiveness,

81l

F282

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 prepared and/or executed
solely because it is required by the
provisions of federal and state law.
Care will be provided by qualified
persens in accordance with each
resident’s written plan of care.
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Resident #6869 is now toileted before
F 280 | Continued From page 7 F280) and after meals per hisfher plan of
communication board as an approach to care. The DON/designes hzs re-
addressing the resident's hearing problems. educated the staff on his plan of care .
b, Interview with the DON on 8/30/11 at 2:48 Resident #13 is now toileted before
PM revealed the care pian should include the and after meals per her plan of care
communication board as an intervantion to The DON/designee has re-educated
address the reSidEHfS hearing deﬁCiBncy. the staff on hisfher p]an Of care
F 282 | 483.20(k)(3)(Il) SERVICES BY QUALIFIED F282| Resident #32 is being tumed angd
=D | PERSONS/PER CARE PLAN repositioned as well as checked and|’
The services provided or arranged by the facility ;r;asl:g:ﬂsp i;hh: rrgé?gec:;tc ?arﬁi]it f
must be provided by qualified persons in risk.  On of before the alleggt;r: 2],
ident's wri f L
zgfgrdance with each resident's wriiten pian o compliance the DON/Designee will re-
- educate the Licensed Nursing Staff
and the CNAs on the importance of
This REQUIREMENT ie not met as evidenced followmg the Resident's plan of care to
by: include providing incontinent care
Rased on observation, staff Interview, and and/or toileting per the plan of care
medicat record review, the facillty failad to ensure and repositioning per the plan of care
staff followed the established care plan for 3 of 13 The Resident's individual Toileting
sample residents (#13, #32, #809), The findings Plan and Skin integrity plan of care if
were; indicated will be included on the CNAs
care sheet. The CNAs care sheet is
1. Refer to F315 for details regarding failurle of updated by the MDS
staff to follow the toileting care plan for resident Coordinator/designee when indicated.
#69, On or before the allegation of
compliance the DON i il re-
2. Refer to F316 for details in regard to the s:caff‘s educ?ate the Licenségeﬂ%?gﬁgwgg:ﬁ
faﬂllérre to follow the toileting care pian for resident and the CNAs on the CNAs care sheet
#13. and the importance of following the
3 Refer to F314 regarding failure of the facility to Eﬁ:'t?:’ ntsa %lan of Ft:.a re specifically,
reposition resident #32 according to histher care % g't in i ‘(rjepOSl loning _ per - the
plan. Addltionally, refer to F315 regarding failure r?tS' 3” individual care Rlan. An
of the facility to check resident #32 for urinary attencance sheet will be utilized and
incontinence accerding to hisfner care plan. rLgconcued with the CNAs and the
= 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312] Licensed Nursing Staff and those staff
5g=D | DEPENDENT RESIDENTS
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A resident whe Is unable to cary out activities of
daily living recelves the necessary services to
malntain good nutrltion, grooming, and personal
and oral hygiens,

This REQUIREMENT Is not met as evidenced
by:
gased on observation, staff interview, and
medical record review, the facllity falled to ensure
adequate perineal cars was provided for 4 of &
sample residents (#47) who required staff
assistance with persenal care. The findings were:

Review of the medicatl record for resident #47
showed sfhe had diagnoses whish inciuded
dysuria. Review of the resident's 5/6/11 annua!
MDS assessment showed sfhe was coded for
supervision with one staff assist for toileting.
Further review showed the resident was
fraquentiy inconlinent of urine and was on @
toileting program. The following concerns were
identified:

a. Observation on 6/27/11 at 4:15 PM
showed the resldent was incontinent of urine.
Observation of perineal care provided by CNA #1
showed she did not cleanse the enfire antarior
perineum which was in contact with urine,

b. During an interview immediately after the
observation, the aide stated the proper way to
perform perineal care was to wipe frant to back
and obsetve the areas wiped, which should
include all areas in contact with urine.

individual education
The DON/Designee will do facility
rounds 3 times weekly and pm
observing care to ensure staff ar
following the resident’s toileting plan of
care and repositioning residents
according to the plan of care. Issues
identified will be corrected at that time
and the DON/designee will review
trends in QAPI Committee fo ensure
the plan is implemented, sustained
and evaluated for its effectiveness 8 / | L{ /’ '

F312

Preparation and/or execution of this
plan of correcion does not constitute
admissicn or agreement by the
pravider of the truth of the facts
alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed
solely because it is required by the
provisions of federal and state law.

A resident who is unable to carry out
activities of daily living will receive the
necessary services to maintain good
nutrition, grooming, and personal and
oral hygiene,

Corrective action;

Resident #47 is provided incontinent
peri care per her plan of care using
appropriate infection confrol
techniques while maintaining dignity to
the extent possible.

F 314| Residents that reside at Laramie

F 314 | 483.25(c) TREATMENT/SVCS TO . '
gs=p | PREVENTHEAL PRESSURE SORES Center and who are incontinent are at
risk,
EORM CMS-2667(02-09) Praviaus Yerslons Obsclete Bvent I 9KMI11 Facliily 1D: WY0008 If continuation shest Page 9 of 22
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Based on the comprehenslve assessment of a
resident, the facllity must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidabie; and a resident having
pressure sores receives necessary treatment and
setvices to promote healing, prevent infection and
prevent new sares from developing.

This REQUIREMENT ts nct met as evidenced
by:

Based on ohservation, medical record review,
and staff interview, the facility falled to ensure that
staff implemented measures to prevent skin
breakdown for 1 of § sample residents (#32)
identified as high risk for skin breakdown. The
findings were.

Revlew of the 5/19/11 Braden assessment for
resident #32 showed sfhe had a score of 11 (high
risk) for skin breakdown. Review of the resldent's
5/19/11 sighificant change MDS assessment
showed s/he was at risk of developing pressure
ulcers, and had a stage | and stage 1l pressure
ulcer at the time of the assessment. Review of a
B/13/11 physician's order showed the resident’s
pressure ulcers had resolved, but the physician
ordered a hydrocolividal dressing to ramain in
place for protection. In addition, review of the
8/13/11 care plan showed instructions for staff to
reposition the resident every iwo hours to pravent
reoccurrence of pressure ulcers. Observation on
6/27/11 from 1:05 PM until 4:45 PM (3 hours and
40 minutes), revealed the resident was nes
repositioned. During an interview immediately
after the observation, CNA #1 said the resident

A A, BUILDING
‘b\ﬂ-‘\ B. WING C
535043 06/30/2011
NAME OF PROVIDER OR SUPFLIER STREET AUDRESS, CITY, STATE, ZIP CODE
503 S 16TH 8T
ER
LARAMIE CARE CENT LARAMIE, WY 82070
(%4} ID SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION (X6}
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH GORREGTIVE ACTION SHOULD BE COMPLETION
TAD REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
‘ Resident ADL needs will be identified "
F 314 | Continued From page © F314|  using the admission data collection

tool then quarterly, annually and with
significant change using the RAI, MDS
process. ldentified ADL needs will be
care planned during this process On off
before the date of alleged compliance,
The DON/Designee will in-service the
CNAs on timely assistance with
incontinent residents per their plan of
care, specifically: providing peri care
with appropriate infection control
technigues while maintaining dignity to
the extent possibie. CNAs will be
required to provide return )
demonstration for peri care, An active
list of CNAs will be reconciled with the
attendance list and those CNAs
unable to attend will be provided will
individual in-servicing.
Nurse Management Team/Charge
Nurses will observe 3-5 different CNAs
provide peri care each week. Issues
identified will be corrected at that time
and trended for reviewed in QAPI
Committee for purposes of process
improvement and to ensure the plan
has been implemented, sustained and
evaluated for its effectiveness.

3l
F314
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 prepared and/or executed
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Based on the resident's comprehensive
assessment, the facllity must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condltion demonstrates that
catheterization was necessary, and a resldent
who is incontinent of bladder recelves approptiate
treatment and services to prevent rinary tract
infections and to restore as much normal kladcer
funation as passible,

This REQUIREMENT is not met as evidenced
by

Based on observation, staff interview, and
medical record review, the faciiity falled io ensure
staff provided the necessary toileting angl
personal hygiene for 3 of 10 sample rasldents
(13, #32, #69) who were Incontinent. The
findings were:

1. Review of the 5/9/11 annua! MDS assessment
for resident #69 showed s/he was Incontinent of
howel and bladder and required assistance from
staff for toileting and personal cares. Review of
the resident's care ptan showed sthe shoulkd be
toileted befare and after meals. Observation on
8/27/11 from 1 PM until 3:55 PM revealed no staff
checked {o see If the resident needed to be
toileted or changed. Furthermote, Interview with
CNA#2 on 6/27/11 at 3:55 PM revealed the
resident was last checked and changed at €:30
AM that morning, (a total of five hours and twenty

services necessary to prevent the
development of pressure sores,
including positioning per hisfher plan
of care,

The resident’s most recent Braden
Scale will be reviewed to identify
residents at risk for skin breakdown.
Residents identified as high risk will be
placed on a turning schadule and the
schedule will be documented on the
residents’ plan of care and
communicated to staff per the CNA
care sheets,

On or before the allegation of
compliance the DON/Designee will in-
service the CNAs and the Licensed
Nursing Staff on the importance of
repositioning the residents per their
plan of care. An attendance sheet will
be utilized and reconciled with the
active Roster and those unable to
attend will be provided individual in-
servicing.

Nurse Management Team/Charge
Nurses will conduct rounds 3 times
weekly at random times to ensure
residents are being repositioned per
their plan of care. Issues identified will
be corrected at that time. Trends will
then be reported to the QAPI
Committee to ensure the plan has

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 1\ COMPLETED
\}ni A BUILDING
q,\g 'j" B, WING c
535043 v e 06/30/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
: 603 S 18TH ST
LARAMIE CARE CENTER LARAMIE, WY 82070
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLLAN OF GORREGTION i)
éﬁ@é& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE TE
DEFICIENGY)
. solely bacause it is required by the
F 314 | Gontinued From page 10 . F 3141 provisions of federal and state law.
should be repositioned every two hours according A resident who enters the facility
to histher care plan, without pressure sores will not develop
F 3165 | 483.25(d) NO CATHETER, PREVENT UTI, F315| pressure sores unless the
s5=) | RESTORE BLADDER Resident #32 will receive the care and
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been implemented, sustained and
F 315 | Continued From page 11 F315| evaluated for its effectiveness. 8/ M/ l

five minutes betwesn incontinence cares).
Observation at 3:55 PM on 6/27/11 showed the
resldent's Incontinence briaf was wet with urine.
GNA #2 confirmed the resident was not checked
or changed before or after lunch.

2. Review of the care plan for resldent #13
showed sfhe was to be toileted before and aftar
meals, Observation on 6/28/11 fram 9:46 AM fo
12:65 PM, showed the resident was not checked
for incontinence prior fo iunch at 11:30 AM. The
resident was returned to hisfher room at 12:65
PM, was transferred via Hoyer fift to his/her bed
and was then checked for incontinence by CNAs
#3 and 44, Observation at that time showed the
resident was incontinent of both urine and stool,
interview with CNA #3 at that time revealad she
was not certain when the resident was last
checked for incontinence, but confirmed s/he was
not checked prior to lunch. The resident had a
history of urinary tract infections with the most
recent on 6721111,

3. Review of the 5/19/11 significant change MDS
assessmant for resident #32 showed sfhe was
totally dependent and required one staff member
for incontinence needs. Further review showsd
the resldent was always incontinent of urine.
Review of the resident's care plan showed a
6/25/11 care plan that required staff to check the
resident every two hours for incontinence. The
following concems were identified:

a. Observation on 6/27/11 fram 1.06 PM
through 4:45 PM (3 hours and 40 minutes)
showed the resident was not checked for
incontinence. During the observation, CNA ##1
checked and changed the resident at 4:45 PM
when sfhe was found to be incontinent of urine.

F315

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 prepared and/or executed
solely because it is required by the
provisions of federal and state law.

A resident who is incontinent of
bladder will receive appropriate
treatment and services to prevent
urinary tract infections and to restore
as much normai bladder function as
possible. ‘

Resident #69 is now toileted before
and after meals per his/her plan of
care. The DON/designee has re-
educated the staff on his plan of care
Resident #13 is now toileted before
and after meals per her plan of care.
The DON/designee has re-educated
the staff on his/her plan of care.
Resident #32 is being checked and
changed per her plan of care, The
DON/designee has re-educated the
staff on his/her plan of care,
DON/Designee will re-educate the
Licensed Nursing Staff and the CNAs
on the importance of following the
Residents' plan of care to include
providing incontinent care andfor
toileting per the plan of care.
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SUMMARY STATEMENT OF DEFICIENCIES

18] PROVIDER'S PLAN OF CORREGTION

85=E

HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
snvironment remains as free of accideni hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents,

This REQUIREMENT Is not met as evigenced
by: :
Based on observation and staff interview, the
facility falled to ensure a safe environment in & of
6 resident haltways. The findings were:

1, During an observation on 6/28/11 from 11:2C
AM through 12:15 PM, the following safety Issues
were found:

a. The inside of the front doors to rooms 6
and 7 had two-inch wide jagged edges that were
19 Inches long when measured from the floor.

b, The front door kick plate to room 6 had a
jagged area 2 inches wide and 18 jong.

2, During an observation on 6/36/11 from 8 AM
through 8:30 AM, the following safety |ssues were
found:

a. Room 56 had a scraped and jagged area
on the inside of the front doer kick plate. The area
was measured 30 inches long when measured
from the floot,

educate the Licensed Nursing Staff
and the CNAs on the CNAs care shaet
and the importance of following the
Residents’ plan of care specifically,
toileting and incontinence care per the
resident individual care plan. An
attendance sheet will be utilized and
reconciled with the CNAs and the
Licensed Nursing Staff and those staff]
unable to attend will be provided
individual education

Nurse Management Team/Charge
Nurses will do facility rounds 3 times
weekly and prn observing care to
ensure staff are following the
resident's toileting plan of care. lssues
identified will be corrected at that time
and the DON/desighee will review
trends in QAPlI Committee {o ensure
plan is implemented, sustained, and
evaluated for its effectiveness

F323

Preparation and /or execution of this
plan of correcticn 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 prepared and/or executed

) 1D i i TIVE CoMbLE
I b e A e
DEFICIENGY)

The Resident's individual Toileting
F 315 | Continued From page 12 F315] Plan will be included on the CNAs care
b. During an interview Immediately after the sheet. The CNAs care sheet is
chservation, the alde stated the resident should updated by the MDS
be checked for Incontinence every two hours Coordinator/designee when indicated.
according to his/her care pian. On or before the allegation of
F 323 | 483.25(h) FREE OF ACCIDENT F 323 compliance the DON/Designee will re

8/ i
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ES D PROVIDER'S PLAN OF CORREGTION (X5)
) 0 (EAC?I—Lil gggg}éﬁé&ﬁﬁsﬁﬁg FREGEDED BY FULL PREFIX [EACH CORRECTIVE ACTION Pl M
v REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE- NOED TO T ‘
3| Gontinusd From page 13 £ aog solely becaufsfecilt is Ireqt:::retd tbyl’che
F 32 ontinued Fro rovisions of federal and state law.
room 56 had jagged arsz that was pulled away environment remains as free of
from the door. Tf}re arsa measurad 80 inches in accident hazards as is possible; and
‘ om the floor ; i
P e oo heat rdltorof oo 0 cach resdert receives adoquale
was not covered, which exposed sharp meta prevent accidents.
areas. The jagged edges on the inside and | .
The fioor at the entrance of room 48 had , e
ic?in Ulied loose at the fron door with a outside of the front docrs to rooms 106
g?f;r egd%e protruding upward and 107 will be repaired or replaced.
& The front door kick plate to room 38 had & The scraped and jagged edge on the
jagged area pulied laose from the door from the front door of room 256 will be repaired
ﬂ(?c?r to 6.6 inches high. or replaced. The jagged area on the
f The heat radiator in roorn 35 vx{as not Elside of tf:je front Iclomzj ofT rﬁorg %SS will
which expased sharp mefal areas. e repaired or replaced. The bathroom:
covere, P heater of room 260‘<N’Ei’II be covered.
3. During an interview with the mainienance The molding at the entrance to room
director on 6/30/11 at 9:20 AM, he stated the 249’will be repaired. The jagged area
facllity had fafled to address these safety lssues. on the front door kick plate to room
He further said the faciiity intended to replace the 339'will be repaired or replaced. The
doors and heat radiator covers but dld.not have & heater in room 335 will be covered.
specific plan or timeline for these repairs. ;| The maintenance Director will make
F 387 | 483.40(c)(1)(2) FREQUENGY & TIMELINESS F 8871 monthly rounds to monitor doors,
sg=p | OF PHYSICIAN VISIT heaters and walls for need of repair.

The resident must be seen by a physician at least
once every 30 days for the first 90 days after
admission, and at least once every 80 days
thereafter.

A physician visit is considered timely if it ocours
not later than 10 days after the date the visitwas
required.

This REQUIREMENT is not met as evidenced

gésed on staff interview and medical record

Director of Malntenance will report
findings to the QAPI Committee
monthly until substantial compliance
has been met and will monitor for

compliance. 3/!‘!/“

F387

Preparation andfor 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
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. correction is prepared and/or executed
387 s
F 387 | Continued From page 14 - F solely because it is required by the
review, the facllity falled to ensure a physician or provisions of federal and state la
« W.
physician‘s extender assessgad 2 of 10 samplg ] The residents will be seen by a
fﬁ;‘dﬁné? (#ﬁsl}\befgi'g) avery sixty days as requirec. physician at least every 30 days for
& finaing - the first 90 days after admission, and
-, t ieast once every 60 days thereafter
1. Review of the physician's progress notes for a e . :
resident #41 showed s/he was not seen or Resident #41 a.m.d Rgs!dent #69 have
exarined by a physician or physician axtender a current physician visit on their
from 10/18110 to 2/8/11 (112 days). record. —
This problem was identified through
2. Review of the physician's progress notes for the facility QAPI program and had
resident #60 revealed the physician did not see or been addressed and corrected at the
examine the resident from 10/28/10 until 2/2/19 time of the survey.
(96 days). The Medical Records Director keeps a
complete audit of the active residents
3. Interview with the DON on 6/30/11 at 8 AM to monitor and ensure that physician
revealed this particular pnysician hat been visits are timely. All residents had
having a difficult time keeping up with all of his current visits at the time of the survey.
rasidents. Physician visits are monitored weekly
F 441 | 483,85 INFECTION CONTROL, PREVENT F 441} and the facility follows up with

85=E

SPREAD, LINENS

The facllity must establish and maintain an
Infection Controt Program designed to provide &
safe, sanitary and comfortable environmeant and
fo help prevent the development and transmission
of disease and infection,

(a} Infection Congrol Program

The facillty must establish an Infection Gontrol
Program under which it -

(1) Investigates, controls, and prevents infections
in the facllity;

(2) Decides what procedures, such as Isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections,

physicians who are delinquent in their
visitation schedule to ensure that each
resident receives the required amount
of visits.

The Medical Records Director will
monitor physician visits weekly. Issues
identified will be corrected at that time
and trended in QAP Committee to
ensure the plan is implemented,
sustained, and evaluated for its
effectiveness.

F441

Preparation and/or execufion of this
plan of correction does not constitute
admission or agreement by the
provider of the truth of the facts

il
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(b) Preventing Spread of Infection

(1) When the Infection Contrel Program
determines that a resident needs ?SOlat‘lpﬂ to
prevent the spread of infaction, the facility must
|solate the residant.

(2) The facllity must prohibit employees with a
communicable disease or infectad skin ]eSIOHS
from direct contact with residents or thair food, 1f
direct contact will transmit the disease.

(3) The facility must require staff o wash thelr
hands after each direct resident contact for which
hand washing is Indicated by acceptad
professional practice.

{c) Linens
Personnel must handle, store, process and
transport linens so as to pravent the spread of

infection.

This REQUIREMENT is not mat as avidenced
bgased on observation, staff interview and review
of the facility's policy and procedures for hand
washing, the facility failed to ensure staff fothwed
appropriate infection control practices Iregardmg
hand hygiene for 2 of 3 units. The findings were!

1. During a random observation on 8/27/11 at
0:50 PM CNA#5 removed water piichers from
resident rooms oh station one {rooms 1-12). After
sach dirly pitcher was rermoved, she replaced it
with a clean pitcher, She then proceeded to the
next room without first washing or cleansing her
hands after handiing the dirty pltcher. The Cl.\lA
used this same procedure for each resident In
rooms 1 through 12.

statement of deficiencies. The plan of
correction is prepared andfor executed
solely because it is required by the
provisions of federal and state law.
The facility does require staff to wash
their hands after each direct resident
contact for which hand washing is
indicated by accepted professional
practice.
The facility procedure for passing ice
water and exchanging water pitchers
was reviewed. The facility now collects
the dirty water pitchers and delivers
them io the Dietary staff then washes
their hands pricr to proceeding with
passing fresh ice water in clean water
pitchers,
The water pitchers in the residents’
rooms will be collected by the staff and
delivered to be cleaned in the dietary
kitchen. The CNA sfaff will then wash
their hands, collect the clean water
pitchers and then begin the fresh ice
water pass.
Employees are expected to practice
standard precautions including hand
washing to reduce both the risk of
transmitting infections and the
likelihood of blood borne pathogens.
Staff is in-serviced on infection control,
including hand washing on hire and
annually thereafter.
Managers will perform periodic general
observation rounds to ensure staff is
practicing standard precautions
including hand washing. Nurse
Management Team/Charge Nurses
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2. Observation on 6/27/11 at 2:35 PM revealad
o CNAg were passing water to residents on
stafion three. Observation showed the CNAs
entered resident rooms and returned with & dirty
water pltcher which they placed on the bottom
ahalf of a cart, Then, without washing or
sanitizing their hands, each picked up a clean
water pltcher and took it into the residents' rooms,

3. Interview with the infection control coordinator
(ICC) on 6/28/11 at 4:06 PM reveaied staff should
not immediately take dirty water pitches out of
resldent rooms end replace them with clean
pitchers, Further, staff should take all the dirty
pitchers out of rooms in an area; then after
washing their hands, replace them with clean
pitchers,

4. Review of the policles and procetiures for
handwashing number GL-NUR-1722 dated 1/1/01
revealed the following Instructions: Handwashing
is performed "After contact with an cbject {8.4.
door knobs) or source where there is a
concentration of microorganisms such as mucous
membranes, non-intact skin, body fluids or
wounds.,"

483.70(h)(2) ADEQUATE OUTSIDE
VENTILATION-WINDOW/MECHANIC

The facliity must have adequate outside
ventitation by means of windows, ar mechanical
ventilation, or a combination of the two.

This REQUIREMENT s not met as evidenced
by
Based on observation, resident inferview, and

will monitor ice water pass at least

F 441
weekly to ensure compliance. [ssues

Trends will be identified and be
reported to the QAPI Committes for
the purpose of process improvement
to ensure that the system is
implementead, maintained and
evaluated for its effectiveness,

F 467

identified will be corrected at that time.

8]l
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staff interview, the facility falled to provide
adequate ventilation in bathrooms forbof &
haltways and 4 of 4 shower/bath rooms available
far use, The findinds were.

During Interviews with residents #31 at 8:30 AM
and #39 at 9:35 AM on 6/25/11, each residant
stated that the wornen's shower room closest to
the main dining room had noticeable odars of
stool mosat of the time when they showered. Both
residents stated that the air did not clrculate In the
room, and combined with the warm and moist air
the ndor was qulte offensive. These residents
also stated that hallway areas sometimes had
odors of stoot and urine. The following concerns
were identlfied:

& On B8/28/11 from 141:20 AM through 12:15
PM, the following bathroom celling vents were
checked for ventllation adsquacy {using & plece
of fissue) in resident rooms 1, 2, 3, 5, 7,9, 11, 12,
and 28. In each case, the tissue failed to cling to
the vent, and there was no noticeable air
movement, On 6/30/11 from & AM through 8:30
AM, the following bathraom celling venis were
checked for ventilation adequacy In rooms 34, 35,
36, 38, 39, 40, 41, 42, 46, 48, b2, B3, 64, 55, 56,
57, 58, 58, and 0. In additlon, the shower/bath
room celling vents ware checked in the fallowing
areas: the tub room across from the station two
nursing desk, the shower/tub room acress from
nursing station three, the women's ghower rcom
near the main dinlng room, and the men's shower
room nhear the main dining room. In each case
the vents failed to move any alr.

b, During the observation at 8:15 AM,
housekeeping employee #1 was observet
spraying the hallway outside of rooms 55, bE, 57,

and 58 with a fragrant deodorizer. The

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 prepared and/or executed
solely because it is required by the
provisions of federal and state law.
The facility will have adequate outside
ventilation by means of windows, or
mechanical ventilation, or a
combination of the two.

Adequate ventilation will be provided
to the tub room, the women'’s shower
room and the men’s shower room by
the main dining room. Adequate
ventilation will be provided to the
following room bathrooms; 101, 102,
103, 105, 107, 109, 111, 112, 228,
334, 335, 336, 338, 339, 340, 341,
342, 346, 248, 252, 253, 254, 255,
256, 257, 258, 259, 260.
Maintenance staff will repair or replace
the ventilation equipment that is-not
working. - : '

A faeility sweep will be completed to
identify any other areas that need
adequate ventilation. Any issues
identified will be repaired by 8/14/11.
Maintenance staff will make monthly
rounds to assure that all HYAC
equipment is operating as required.
Maintenance Director will report to
QAP! Committee monthly until
substantial compliance has been met.
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If the facliity provides Its own labaratory sarvices,
the services must meet the applicabie
requirements for laboratories specified in part 483

of this chapter.

If the facliity provides blood bank and transfusion
services, it must meet the applicable

requirements for laboratories spacified in Part
493 of this chapter,

If the laboratory chooses 1o refer spacimens for
testing to another laboratary, the referral
laboratory must be cartified in the appropriate
specialties and subspecialties of services in
accordance with the requirements of part 483 of
this chapter,

If the faciiity does not provide laboratory services
on site, it must have an agresmeant to obtain
these services from a taboratory that meets the
applicable requirements of part 493 of this
chapter.

éﬁ‘g;& (EACH DEFICIENCY MUST BE PREGERED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
£ 487 | Continued From page 18 F 487 Admln_lstrator will monitor for 8/54/”
housekeeper sald sfhe used the spray to keep compliance.
the odors down, and would have o spray again 503
iater, The housekeeper stated thils was done i ' _
several imes dally, and had been faclilty practice Preparation andlor execution of this
“tar a while. plan of correction does not constitute
&. During an intarview with the maintenance admission or agreement by the
director on 6/30111 at 8:20 AM, he statsd that provider of the truth of the facts
many of the air vents In the bullding did not work alleged or conclusions set forth in the
and were not vented to the raof. He also stated statement of deficiencies. The plan of
the facility had falled to establish & plan o correction is prepared and/or executed
timeframe fo complete the work. solely because it is required by the
F 503 | 483.75()(1)(i-v) LAB 8VCS - FAC PROVIDED, F 508| provisions of federal and state law.
sg=F | REFERRED, AGREEMENT If the facility provides its own

laboratory services, the services will
meet the applicable requirements for
laboratories specified in part 493 of
this chapter.

The undated Glucometer control
solution was removed when identified
by the surveyor. It was replaced with a
bottle of dated solution.

The DON/Designee will view all open
bottles of Glucometer solution to
ensure each is dated when opened.
Issues identified will be corrected at
that time.

On or before the allegation of
compliance the DON/Designee will
inservice the nursing staff on the
importance of dated the glucometer
solution when if is open as it expires
90 days after opening.

The DON/designee will view all open
glucometer solutions weekly to ensure
they have been dated. Trends or
other issues will be reviewed by the
QAPI committee to ensure that

B
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F 503 | Continued From page 19 F 503 ggizm;cd"hagges Iare irélplemented,
‘é‘?is REQUIREMENT Is not met as evidencad eﬁectivenezg_ evaluated for its ; /, , /“
Eased on obsarvation, siaff lnter\fiew,l and review F507
of package Inserts for laboratory supplies, the . ) _
facﬁlity fa%ed ta comply with manufacturer's Preparation and/or exscution of this
requirements for whole blood glucose testing at 3 plan of correction does not constitute
of 3 testing locations that Involved 16 avallable admission or agreement by the
glucometers, The findings were: provider of the truth of the facts
alleged or conclusions set forth in the
1, During cbsarvations on 830/11 fram 10 AM statement of deficiencies. The plan of
through 11 AM, each of three nursing stations correction is prepared and/or executed
nad Optimum E2 glucometers. Each of the three solely because it is required by the
stations had two solution botfles for quality control provisions of federal and state law.
testing, one bottle for high and another bottle far The facility will file in the resident’s
low (6 total). Each of the hotties had been clinical record laboratory reports that
opened, but not dated. are dated and contain the name and
address of the testing laboratory,
2. During an Inferview with RN #1 on 6/30/11 it Resident #32 and R(gsi Sont #62{5 b
10 AM, she stated t_he night _shn‘t nurses teste results are now in the medical record
the glucometers using the high and law solufion Residents medical records have b
avallable at each nursing station, She further reviewed for compli | e been
stated she did not realize open qualtty control orders 1o incl mpliance with lab
testing solution needed to be dated. orders to include that lab results are
filed in the medical record
3. Review of the package Insert incated with the In-service nursing staff on quality and
glucometers sho&red the follawing in chapter 4, timely services with emphasis on the
"hen you open a control soluticn bottie for the system for laboratory services
first time, count forward 80 days and write this 1nclud|n9 ensure lab results are
date on the control solution boitle using a pan that appl"Pprlately filed in the resident's
won't amear or wipe off. Throw away remaining medical record. Telephone
solution after this date." orders/physicians orders are reviewed
F 507 | 483.75()(2)(iv} LAB REPORTS IN RECORD - F 507 | in the morning meeting. Lab orders
sg=p | LAB NAME/ADDRESS are logged and followed up on daily by
Nursing Management/Medical records.
The facllity must file In the reaident’s clinlcal A lab book is kept at each Nursing
recard |laboratory reporis that are datad and station. A 24-hour chart review is
cortain the hame and address of the testing done by night shift to ensure lab
laboratoty. orders have corresponding requisitions
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F 507 | Continued From page 20 E 507 completed for the lab draws. RN's
LPN's and Medical Records have been
in-serviced on this system. Doctor
This REQUIREMENT s not mat as evidenced nofification and follow up has been
by: added to the tracking form to ensure
Rased on record review and staff interview, the completed.
tacility falled to file iaboratory results in the Foliow up will be completed through
madical record for 2 af 10 sampie residents (#32, the 24-hour reporting process.
#64), The findings were; The DON/designee will track and trend
lab services. Trends or other issues
4. Review of the medical record for resident #64 will be reviewed by the QAP|
showed 2 doctor's laboratory order was wriiten on committee to ensure that systemic
4/15/11 for a CMP (complste metabolic profile) changes are implemented, sustained
and uric acld to be drawn on 5/18/11, Review of and evaluated for its effectiveness
the chart showed the laboratory results were not ' 8/ /t{-f I
avallable, interview with the DON on 6/3?!11 at 2 F514
AM verified the laboratory report was no locate Preparati . .
in the chart. The results were obtained from the plar? of ;L?,?eigg?;:;zc;u;'to;ﬁf :.h's
icjan's offi 1 gt £:32 AM and g stitute
physician's office on 6/30/1 admission or agreement by the
placed In the chart, provider of the truth of the facts
. . lleged or conclusions set forth in th
5 Review of the medical record for resident #32 a -1DTS inine
showed s/he had a 3/20/10 physiciar's order for statement of deficiencies. The plan of
the following laboratory tests to be performad correction is prepared and/for executed
every slx months: CBC (complete blood sount), solely because it is required by the
CMP (complete metabolic panel), TSH {thyroid provisicns of federal and state law.
stimulating hormone), T3 (triiodothyraxine), and The facility will maintain clinical
free T4 (thyroxine). Further review showed there records on each resident in
were no laboratory results in the record from the accordance with accepted professional
3/20/10 resulis until the 3/20/11 results (1 ysar). standards and practices that are —
During an Interview with the DON on 6/29/11 complete, accurately documented,
at 3 PM, she stated the laboratory fests were readily accessible, and systematically
completed, but not in the record. She furthar organized.
stated the (outside) laboratory was notified on Resident # 7 now has a corresponding
&/29/11 when she realized the results were notin order for his/her multi vitamin.
the record, and r@-sults of the 9/10 laboratory tests The facility will conduct a MAR to Cart
would be placed in the rec{:nrd as soon as the review to ensure all resident
faxed results were received. medications have a corresponding
F 514 | 483.75(1)(1) RES F 514
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£8=D RECORDS-COMPLETE/ACCURATEIACCESSIB

LE

The facllity must maintain clinical records on each
res/dent In accordance with acceptec professionat
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized,

The clinical record must contain sufficient
information to ldentify the resident; & record of the
resident's assessments; the plan of care and
services provided, the results of any
preadmission screening conductad by the State;
and progress notes,

This REQUIREMENT is not met as evidenced
bgésed on medical record review, chservation
and staff interview, the facllity fafied to ensure the
medical record was complete and accurate for
medication use for 1 of 13 sample residents (#7).
The findings were:

Observation during medication pass on 6/28/11 at
10:35 AM showed RN #2 gave resident #7 one
multivitlamin tablet. Review of the MAR for June
2011 showed the resident was scheduled t.q
recelve the multivitamin each day. Reconciltation
of medications showed there was no current
order for the multivitamin. Inierview with the DON
on 6/28M1 at 1:40 PM confirmed there was no
current order for the multivitamin,

The IDT will conduct review of 24-hour
reports, as well as review medical
record audits, completed upon
admission, and quarterly, to identify
problems with complete, accurate and
accessible/organized medical records
including ensuring medications have
corresponding orders

Licensed nurses have been in-
serviced on maintaining clinical
records on each resident in
accordance with accepted professional
standards and practices that are
complete, accurately documented,
readily accessible and systematically
organized including accurate
franscription of physician orders and
communication of physician-crders via
the medication administration record
and the 24-hour report. The IDT will
conduct a review of the 24-hour report
and telephone orders during their daily
administrative meeting. The DON will
provide follow up with the appropriate
caregivers on identified problems, as
deemed necessary.
The DON/designee will track and trend
any issues identified. Trends or other
issues will be reviewed by the QAP!
committee to ensure that systemic
changes are implemented, sustained
and evaluated for its effectiveness. % / | 4/ T
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