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F 000 { INITIAL COMMENTS F 000 Preparation and execution of this response|and
. plan of correction does not constitute an
The following common abbreviations are used admission or agreement by the provider off the
throughout this dogument: truth of the facts alleged or conclusions sef
ADL - Activities of Daily Living ‘ forth in the statement of deficiencies. The plan
ADON - Assistant Director of Nursing of correction is prepared and/or executed
CAA - Care‘a‘Area Assessment solely because it is required by the provisidns
COM-  Certified Dietary Manager of the state and federal law. For the purposes
CNA - Certified Nurae Aide of any allegation that the facility is not in
DON-  Director of Nursing Yy alicg mhat the faciitty 1s n
DT - Interdisciplinary Team substantial compliance with federal
LPN - Licensed Practical Nurse requirements of participation, this responss
mgg - mi‘?qicaﬂc%/\?msim?traﬂm Record and plan of correction constitutes the faciljty's
- nimum Data Se . ) . )
PRN - Pro e nata (as needed) allegation of corflpllance in accordance with
RD - Registered Dietitian the State Operations Manual.
RN - Registered Nurse
TAR - Treatment Admijnistration Record F 157 2cefrt
Less commonly used abbreviations will be 1. Resident # 53’s physician & family were
annotated In ﬁa(é? deficiency. S oy notified of the resident’s change of condition
F 157 | 483.10(b)(11) NOTIFY OF CHANGE 57 12/7/13 as illustrated in the medical redord
5520 | (INJURY/DECLINE/ROOM, ETC) on as illustrated in the medical redor
Afacility must immadiately inform the resldent; 2. Residents with a change of condition
consult with the resident's physician; and if related to stroke-like symptoms were
known, notify the resident’s iegal representative identified from the 24 hr report form/roungls
or an interested family member when there L':‘, an by the Director of Nursing or his/her designee
gcmdent involving the regldent Whlc!wlresults in to ensure timely physician & family
injury and has the potsntial for requiring physictan e od
intervention; a significant change In the resident's notification had occurre
physical, mental, or psychosocial status (i.e., a . .
deterioration In health, mental, or psychosocial 3. On or before 1/28/14 licensed nursing sfaff
status in either life threatening conditions or was in-serviced by the Director of Nursing or
c!ini(‘:fgl UotllT‘Fz!icatio?qS); c?tne(?id to ?Etﬁr freatment his/her designee regarding the importance jof
significantly (i.e., a need to discontinue an . e . L .
existing form of treatment cue to adverse timely notification of physician & family
conseguences, of to commenca a new form of
i Ve

DRAT!

IRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATR

. G tifod dorecterr 2t f 1

Any daficlencystiteant ending with an asterisk (*) tenotes a deficiency which the institution may he excused from corresting providing it s determined that
other safedidrds provide sufficlent protection 1o the peifents. (Sae instructions.) Except for nursing homes, the findings stated abova ars dlsclosable 90 days
following the {atg.ef survey whether or not a plan of carrection |s provided. For nursing homes, the sbove findings and pians of comeaction are disclosable 14
days following The date these documents are made avaliabla to the facility. If deficlencias are cited, an approved plan of correction s requlsite to continued

program participation.
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F 157 | Continued From page 1 F157| when a resident exhibits a change in condifion
treatment), or a decision to transfer or discharge related to stroke-like symptoms
the resident from the facility as specified in
§483.12(a). 4. The Director of Nursing or his/her

The facility must also promptly notify the resident designee will conduct random audits of

and, If known, the resident's legal representative residents experiencing a change in conditign
or interested family member when there is a related to stroke-like symptoms to ensure
change in room or roommate assignment as timely notification of physician & family
specified In §483.15(e)(2); or & change in occurred

resident rights under Federal or State law or
regulations as specified In paragraph (b)(1) of

this section. 5. The Director of Nursing or his/her

: designee will report the results of the audits at
The facility must record and periodically update the monthly Performance Improvement

the address and phone number of the resident's meeting. The report will include any
legal representative or interested family member. . problems and/or trends noted. Reporting will

‘ occur for no less than three months or unti
This REQUIREMENT is not met as evidenced substantial compliance has been achieved

by, ‘
Based on medical record review and physician
interview, the facility falled to immediately contact
a resident's physician when a significant change
In & resldent's physleal status occurred for 1 of 21

sample residents (#53). The findings were:

Review of the medical record for resident #53
revealed s/he was admitted to the facliity on
1/30H3 with dlagnoses that included
cerebrovascular accident. The following concerns
ware Identifiad;

a. Nursing notes dated 12/8/13, timed at
10:45 PM, showed "charting related resident
report not feeling well, "think | am having another
stroke" slow to follow commands, tongue midiine,
crushed evening medications for safety related to
cfo [complaints of] difficulty swallowing.” Thers
was no evidence the resklent's physician or
family were hotified of these symptoma.
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Continued From page 2

h. Nursing notes dated 12/7/13, imed at 3:58
AM showed "continues to have intermittent
periods of difficulty speech.” There was no
avidence the resident's physician or family were
netified of these continued symptoms,

¢. Nursing notes dated 12/7/13, timed at 9:10
AM (10 hours and 26 minutas after inltial
symptoms were documentad), showed "at
approximately 9 am {sic} oha's notified this nurse
as they were doing cares that resident was
unable to verbaily respond to them but could
shake [hisfher] head slightly for ves or no,
resident was able to take pill pricr at 7 am {sig},
stating [sthe] felt weird, was very slow at getilng
pills down but was able to do so, resident able to
mumble the word no as | asked [him/her]
Yuestions at © am {sic}, phoned MD and {spouse]
will notify everyonhe of change in condition and
monltor for mere changes."

d, Interview with the resident's physician on
1110714 at 855 AM, confirmed he was not notified
of tha resldent's symptoms until 12/7/13 at
approximately 8 AM, and although he did not
belleve the outcome for the resident would have
been different, he said he would have initiated
treatment when the symptoms started Iif he had
been notifled at that time, He further confirmed
that fagility pelicy was to notify the resident's
physician of any change in conglition.

483, 10()}{1) RIGHT TQ SURVEY RESULTS -
READILY ACCESSIBLE

A resident has the right to examine the results of
the most recent survey of the facllity conducted by
Federal or State surveyors and any plan of
correction in effect with respect to the facllity.

The facility must make the results available for

F 157

F 167
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F 167 Contir‘med From page 3 F187| F167 a/w,bl
examination and must post in a place readily
acgesslble to residents and must post a notice of 1. The most recent survey results were plgced
their avallablity. in a wall mounted device for ease of
accessibility to residents & the general puljlic
in the entrance lobby
This REQUIREMENT Is not met as evidenced
by 2. Residents were notified during the
Based on observation and staff interview, the Resident Council meeting on 2/06/14 of the
facility failed to ensure the most recent survey location of th ; i ev result
resulls were accessible to residents and the ocation ol the most recent survey resutis
ublic during 2 of 2 random observations, The
gndings We,%; 3. Staff was in-serviced by the Executive
: Director or his/her desighee on or before
Intervisw with the human resources co_c)rdlnator 2/03/14 of the importance of state survey
on 1!9/1.4_1 at 9:36 AM 'revealed the facility's state results being readily accessible to resident} &
survey binder containing survey resulis was )
located in the main lobby of the facility. the public
Observation on 1/9/14 gt 9:35 AM showed the . . '
binder was located in a magazine rack on the 4. ‘The Executive Director or his/ her designee
floor obscured by an end table and loveseat, will conduct random audits to ensure the
. . . , . survey book is updated and accessible,
Confidentizl group interview with 11 residents on
17114 at 9:.30 AM revealed the resldants were . : : ;
unaware of where survey results were kept, 5. The Executive or hlS/heI‘. designee will
report the results of the audits at the monthly
Observation of the state survey binder on 1/10/14 Performance Improvement meeting. The
at 3:50 PM revealed the binder was in the same report will include any problems and/or trgnds
!ocat‘lon a3 the previous day. Inferview with the noted. Reporting will occur for no less than
interim director at that same time confirmed the b 1 sub ial I
stata survey heeded to ha placed In an easlly three ment s of until substantial compliance
accessible area, has been achieved
F 240 | 483.16 CARE AND ENVIRONMENT PROMOTES F 240
g5=p | QUALITY OF LIFE
A facility must care for its residents in a manner
and in an environment that promotes
maintenance or anhancemeant of each resident's
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quality of life.

This REGUIREMENT is not met ag svidenced
by: '

Based on obsearvations, staff and resident
Interview, and medical record review the facility
failed fo create and sustaln an environment that
promoted or enhanced the quality of life for 1 of
21 sample residents (#83). The findings were;

1. Review of the 3/1/13 annual, and the 5/24/13,
820113, and 11/112/13 MDS assessments for
resident #83 showed s/he required extensive
agsistance with bed mobllity, dressing, eating,
and personal hyglene, In addition, review of the
B/20/13 and 11/12/13 quarterly MDS
assessments showed the resldent declined in
toileting from needing extensive assistance to
being totally dependent upon staff for his/her
folleting needs, The following concerns with
individualizing this resident’s cars and service to
maintain hisfher qualfty of life were identified:

a. Observations of resident #83 showed on
/7114 the resident yelled out, "nurse help" a fotal
of 45 times during 2 blocks of continucus
observations {otaling 4 hours and 38 minutes,
Observation showed no staff responded o the
resident 32 of the 45 times sfhe yalled for help.

b. ‘There were 2 occasions when the resident
required assistance with eating that was not
provided, See F312 for detalls regarding resident
#83.

©. On one cecasion thé resident was
incontinent of stool and was left In that manner for
35 minutes, See F312 for details regarding
resident #83, ;

d. Review of the resident behavlor tracking

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) THG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 240 | Continued From page 4 F240| F240 ,1/(9[ i

1. On or before 2/5/14, the Social Service
Director or his/her designee assessed resident
#83 for psychosocial well-being. Resident
#83 care plan was revised to address his
psychosocial and physical needs.

2. On or before 1/24/14 a 100% audit of all
resident behavior monitoring sheets was
completed to ensure that behavioral un-met
needs had been identified and interventions to
address these un —met needs was completed
by 1/24/14,

3. Facility staff was educated on or before
1/28/14 regarding the importance of
addressing residents’ requests for assistand
for psychosocial or physical needs.

[¢]
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response to the resident's call for help:

i. 1/13/13 description of behavior "yelling
help", staff documented response "shut the door
told [hirmshet] [s/he) needs to stop yelling.”

il 2117113 description of behavior "yelling
nurses help" staff indicated this ocourred 22 fimes
between 10 PM and 4:30 AM", staff documented
rasponse "asked [him/her] not to yell and use call
light." .
jii. 2/18/13 at 1 PM description of
behavior "yelling help wants to get up and use
tollet", staff documented response "explalned
[sthe] doesn't use toilet anymore to much in pain,
told [him/har] to relax and go [in his/her
incontinance brisf] because using the tollst hurts
[himther]."

iv. 10/9/13 "eve shift" description of
behavior "yelling nurse for things [s/he] does no
longer do or hurts [him/her] to much like geatting
up saying all we do is telk instead of take [care] of
[him/her], cleaned [his/herlbehind stlll kept yslling
for that walked away."

2. Interview with the resident on 1/7/14 at £:30
AM and agaln between 2:07 PM and 2:20 PM
revealed the resident had been in the facllity
since 2008. The resident stated, "l hurt every
damn day, mostly my leg [points to left leg],
sometimes my back, and sometimes just all
over." The resident stated, "l quit using rmy call
light and started yelling bacause nobody answers
the call fight but if | yell long enough and loud
enough eventually somebody will come.” The
resident also revealed staff, "teil me nething will
help the pain in my leg." The resident further
revealed, "l Just lie here, can't get up anymore."
Refer to F308 regarding inadegquate pain

X4 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DREFICIENCY MUST BE PRECEDED Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE DATE
DEFICIENGY)
F 240 Continued From page 5 F240| 4. Random audits of residents who are
form documentation dated 1/13/13 through identified as having un-met
1212013 showed the following entries and staff psychosocial/physical needs will be condugted

by the Director of Social Services or his/her
designee to ensure that identified needs arg
addressed and care for the residents in a
manner and-in an environment that promotgs
maintenance or enhancement of each
resident’s quality of life. Random audits of
resident’s behavior monitoring sheets as well
as random resident interviews will be
conducted to ensure resident’s needs are
addressed in a proper & timely manner

5. The Director of Social Services or his/her
designee will report the results of the audits at
the monthly Performance Improvement
meeting. The report will include any

problems and/or trends noted. Reporting wi
occur for no less than three months or until
substantial compliance has been achieved
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F 240 | Continued From page 6 F 240 F241 Ao

management for resident #83,
1. Resident # 56 as well other residents
3. Interview with CNA#5 on 1/7/14 at 7:36 PM : : - .
revealed the resident yells out constantly and received their meals timely and the dining

staff did not always check on the resident when room will have 3 dietary staff members taking

sthe yelled because most of the time the resident meal orders and assisting with delivery of
juie‘\:lt yelled Wité]out really needing ai’:jythlng. The +|  resident trays’ to ensure no resident is
CNA also said staff did not always document the ired to wait t
resident's behaviors becauses that's just the way required o wait to be served.
the rosident was, g
Tab esi
F 241 | 483.15(a) DIGNITY AND RESPECT OF Foat| tos are cleared and cleaned after residents
gs=¢ | INDIVIDUALITY ave completed their meal.
The facility must promote care for resldents in a New clothing protectors were ordered on
manner and in an environment that maintains or 1/26/14 and the old clothing protectors have
enhances each resident's dignity and respect in been discarded.

full recognition of his or her individuality.
2. All residents have the opportunity of being

This REQUIREMENT is not met as evidenced affected by the deficient practice, as all
by: residents residing in the facility participate
Baged on observation, staff and resident the dining process.

interviews and medical record review, the facility
failed fo ensure residents were treated in a
respectfui and dignified manner during 2 of 2
random dining observations. Tha findings were:

=

1. Observation on 1/6/14 at 4:53 PM showed
resident #28 had already received hisfher meal
and was eating. Two additional resldents were
sitting at the same table. The second resident
received hisfher meal at 4:53 PM. Resident #56
gontinued to wait, watching the other residents at
histher tahle eating. Resident #86 recelved
hisfher meal at 5:15 PM, 22 minuies later. A
confidential meeting with 11 rasidents on 1/7/14
at 9:30 AM revealed the residants were oftan
served at different timas when sitting at the same

FORM GMS-2567(02-99) Previous Versions Obsolste Evord ID; IGPZ11 Facility 1D WYC013 If continuation sheet Page 7 of 56



DEPARTMENT OF HEALTH AND FUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/25/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE GONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUALDING COMPLETED
C
535049 B. WING 01/10/20'14

NAME QF PROVIDER OR SUPPLIER

LIFE CARE CENTER OF CASPER

STREET ADDRESS, CITY, STATE, ZIF CODE

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUILL
TAG REGULATORY OR LSG IDENTIFYING INFORMATION}

i
PREFIX
TAG

4041 SOUTH POPLAR STREET 6\{3\

CASPER, WY 828601

PROVIDER'S PLAN OF CORRECTION 6)

(EACH CORRECTIVE ACTION SHQOULD BE COMPLETION
DATE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

F 241 | Gontinued From page 7

table; having arrived at the same time. They
axpressed they did not like waiting for their meal
while others at the table were eating.

2. A confldential mesting with 11 residents on
177114 at 9:30 AM revealed the dining room
tables were not cleared after a resident
completed their meal until averyona in the dining
room had eaten. The residents expressed they
did not like coming to the dining room and sitting
at a table where the dishes had not been clearecl.
They expressed that having to look at dirty plates
and food left on the table was unappetizing. An
observation on 1/7/14 at 12:25 PM revealed when
some of the residents had finlshed ealing the
meal, the dirty dishes and food that had been
spilled on the tables remalined. There were 8§
residents noted to be sitting af the un-cleared
tables.

3. Interviews with the dietitian and the activities
director on 1/9/14 at 10:45 AM concerning the
observations and resident comments, revealed
dining room fables were not cleared until aftor
gveryone had finished eating because the staff
needed to write down how much each residant
consumed. Further, the dietitian did not realize
residents at the same table, arriving at the same
time, were not served at the same time. Further,
the activities director agreed siting at a table with
dirty dishes and/or having to wait for your meal
whlle others wers eating would not be a pleasant
eating expearience.

4. Observation on 1/6/14 at 4:45 PM showed
residents in the dining room wearing clothing
protectors that were frayed. and unfastened

because the Veloro was oid and ceuld not be

secured, Staff were observed tying the protectors

F 241] 3. On or before 2/5/14 the appropriate staf

=

were educated on the importance of servin
the importance of the residents in a timely|
manner and the new serving process, cleafjing
dishes after each resident has completed
eating and the importance of having clothing
protectors in good repair.

g

4. Random monitoring audits will be
completed by the Dietary Manager or his/her
designee to ensure that residents are servefd
meals in a timely manner that maintains of
enhances each resident’s dignity and respect
in full recognition of his/ber individuality jand
that the dishes are cleared once a resident
completes his/her meal.

Random monitoring audits will be completed
by the Director of Environmental Services to
ensure that the residents’ clothing protectors

are in good condition,

5. The Dietary Manager or his/her designee
will repott results of the audits at the monthly
Performance Improvement meeting. The
report will include any problems and/or trends
noted, Reporting will occur for no less than
three months or until substantial compliance
has been achieved.
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When a resident or family group exists, the facility
must listen o the views and act upon the
grisvances and recommendations of residents
and families concerning proposed policy and
operational decisions affecting resident care and
life In the facility.

This REQUIREMENT s not met as evidenced
by.

Based on observation, resident and staff
Interview, review of residant council meeting
minutes, and review of the facllity's policies and
procedures, the facility failed to address various
grievances in a timely manner during 8 of the
past 12 months, The findings were:

1. Review of tha resident councll meeting minutes
and written Individual grievances showed for the
months of July 2013 through December 2013, the
residents had the following grievances:

a, Residents consistently complalned there
was a shortage of bed linens, towels and wash
cloths, also the wash cloths and towels were
tattered. In addition, the residents Informed the
facility the clothing protectors were tattered and
the Velcro no longer held the clothing protectors
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F 241 | Continued From page 8 Fod1| Fda4 2 V" e
to keep them in place or laying them over a
resldent's upper body. A(l; mtew'equ}'gﬂ fthet " 1. Additional linen, including bed linen, bath
environmental services director on a towels. wash cloth :
AM revealed new clothing protectors were ’ d s dc ° 0 /;S and clothing p.rf)te,cwls
recelved in July but the faclllity did not get enough, were ordered on 1/25/14 by the facility’s
The director acknowladged the facility had an Housekeeping Supervisor. Specific,
inadequate system of tracking and menitering identifiable residents who had expressed
”gznf;n;i C)kl)_tlhsiyr?j rri;(;‘tgt_?fg ?\i GROUP F 244 cencerns with the linen and/or the lack of
F 244 483.15{c)(6 = ; caaidani?
sor | GRIEVANCE/RECOMMENDATION attentiveness of CNAs to resident’s needs

(whether expressed in Resident Council or
individually) were polled on or by 02/05/14
by the facility’s Executive Director or his/Her
designee. The announcement of changes (ig.
linen order and staff training Re: call light
response, changing O2 tanks, talking down
were met with affirmation(s) of resident
satisfaction.

The facility purchased bath towels and
washcloths during the survey. This new lingn
was washed and put into service on 01/10/14.
In addition, clothing protectors were inspected
for wear on 1/28/14 by the facility’s
Housekeeping Supervisor. Protectors deeméd
to be in poor condition were removed from
service on this date
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in place. A resident commented the washcloths in
the restrooms were not fit to ba cleaning rags and
it was "smbarrassing to have guests come and
see them."

b. Residents complained they had to wait for
extended periods of time for assistance with
tolleting, transfers, and axygen tank refills; at
times up to 30 to B0 minutes. The residents also
informed the facility they felt the CNAs were not
attentive to thelr needs and portrayad a negative
attitude while providing care. Comments included:
CNAs came in and turnad off the call light and if
the request or need was for Incontinance care or
assistance to the bathroom, they rolled thelr eyes
and mumbled and complained. CNAS are
reported to have told residonts "to drink old water
before naw water is put into cups and often lce Is
just added to old water." Aresldent reported when
sfhe asked a CNA for assistanca, the CNA
replied, "what do you want." The meeting minutes
showed the staff requested the residents keep a
Journal to decument thelr specific
concerns/complaints; the residents Informed the
facility they were fearful of refaliation from the
staff.

2. A confidential mesting with 11 residents on
177114 at 9:30 AM revealed their grievances
remalned unresolved, The clothing protectors
remained frayed and the Valcro was stili
Ineffective In holding the protactors in place.
Towels and wash cloths were frayed and tattered.
The residents continued to voice their concerns
about tha nursing staff, They felt the staff was
short with them and the residents felt they were
ignored during their care; for example a resldent
reported 2 CNAs came In to assist the resident
and they talked to each other and not to him/her.
Random cbservations In the dining room on
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F 244 | Continued From page 9 F 244 2, The facility’s Executive Director or his/her

designee reviewed the past six months (July-
December 2013) of Resident Council minytes
on ot before 2/05/14 and met with the
resident(s) that had any unaddressed concdrns

kl

from these minutes. In addition, the facility’s
Recreation Director, in conjunction with the
facility’s Executive Director and Director pf
Social Services, convened a Special Resident
Council meeting on 2/6/14 for the express¢d
purpose of informing the council of the
action(s) taken to resolve the here-to-fore
unresolved concerns and to solicit any new

business concerns

3. Systemically, the facility has implemented a
Concern and Comment Card program. Thg
program is designed to capture residents’

concerns in writing whether initiated via a
resident, family, staff member on behalf of a
resident or the Resident Council,
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1/6/14 at 4:45 PM showed residents had frayed
clothing protectors, [n addition, the staff were
observed tying the protectors to keep them in
place of laying them over a resident's upper body
because the Velcro would not keep them
fastened. Ohservations of resident bathrooms on
117114 from 8:30 AM to 9:23 AM showed towels
that were frayed and discolored were provided for
residgent use, An interview with the environmental
services director on 1/9/14 at 11 AM revealed
clothing protectors were received in July but the
facility did not get encugh. Further, towels and
wash cloths had been ordered but the items
disappeared shorlly after they were received. The
director acknowledged the facility had an
inadequate system of tracking and monitoring
linens and clothing protectors.

3. An interview with the Interim adminlistrator on
1410714 at 1.25 PM revealed she had been with
the facility since November 2013. She stated she
was aware of some of the grievances of the
residents, Further, she had only reviewed
Decemper 2013 rasident counsil mesting
minutes. The administrator stated the activities
director was responsible for following up on
resident grievances until rezolution,

4, Review of the facility's policy and procedure for
grievance procedures dated 6/17/08 showed: The
social services staff were responsible for
maintaining a system to keep records of al}
complaints reported. This record should include
the date of the report, circumstances, specifice of
the investigation, actions taken and follow-up with
the complainant, In addition the soclal services
staff were responsible for following up with the
family andfor resident to ensure the issue was
handlad to their satisfaction. Interview with the
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F 244 | Continued From page 10 F 244] All staff was in-serviced with respect 1o thy

Ly]

Concern and Comment Card program by th
facility’s Executive Director on or before
02/03/14. The written cards are delivered to
the Executive Director for logging and
agsignment/distribution. The log is used to
track timeliness as well as a depicter of
possible trends. Residents will be advised of
the new Concern and Comment Card Progtam
at the next Resident council meeting.

4. The Concern and Comment Card log will
be reviewed weekly by the Executive Diregtor
ot his/her for appropriate follow through and
completion,

5. The Executive Director or histher designee
will report on a summary of the concern arld
comment card log af the monthly Performance
Improvement meeting. The report will
include any problems and/or trends noted.
Reporting will occur for no less than three
months or until substantial compliance has
been achieved.
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The facility must provide medically-related social
sarvices to attaln or malntain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT s not mat as evidenced
by
gased on obseryation, medical record review,
and staff Interview, the facllity failed to assure
social services were effective to meet the
individualized needs for 3 of 4 sampile residents
(#17 #83, #97) assessed as having increased
signs and symptoms of depression. The findings
were:

1. Review of the medical record showed resident
#83 was admitted fo the facility on 5/27/08 with
diagnoses including depression. Review of the
annual MDS assessment dated 3/1/13 showed
the PHQ-9 {a resident mood assessment tool
used to assess the signs and symptoms
assoclated with depression based on the
resident's response the higher the score the more
severe the depression at the time of assessment)
score was, "5" on a scale of 0-27, Review of the
tost current modifled quarterly MDS assessment
datad 11/12/13 showed the PHQ-8 score was,
"{7" indicating an increase in the resident's signs
and symptoms of depression. The following

4y I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAM OF CORRECTION (5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACGH CORRECTIVE ACTION S8HOULD BE GOMPLETION
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DEFICIENCY)
F 244 | Continued From page 11 F244| F250 é%l 4
interim administrator and regiohal vice president
of operations on 1/10/14 at 1:25 PM reyealed the 1. The facility has hired a qualified Director of
social services director and saclal services Social Services and a Social Services
assistant position were recently vacated, , - .
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F 250 Asm:stant to ensure thflt the fE}clllty pr0v.1de‘
3=k | RELATED SOCIAL SERVICE medically-related social services to attain of

maintain the highest practicable physical,
mental and psychosocial well-being of eacl
resident,

On or before 02/6/14 residents #83, #17 and
#97 were assessed by the new facility Social
Services Director and a PHQ9 assessment was
utilized. The physician was notified of the
assessment results to determine treatment plan
for these residents if necessary. Additionally,
a behavioral interactional guideline was
developed to educate the nursing staff on
resident #83°s, #17 and #97’s psychosocial,
behavioral and mood needs.

2. A 100% audit was completed by the
Director of Social Services to determine if any
of these residents had a change in their PHQ9
scores comparing the most recent PHQ9 score
to the previous PHQY score. Any areas of
concern noted were addressed at the time of
discovery.
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F 250 | Continued From page 12 F 250| 3. On or before 2/4/14, the Division Director
concerns were Identlfied: of Clinical Services educated both the
a. Review of the medical record showed a Director of Social Servi di
physician's order dated 8/9/13 to discontinue ) ervices regarding the
Remeron {a medication used to treat depression). importance of completing mood assessments,
Review of the medical record further revealed the specifically the PHQ9 tool on every residenit
rasident had recelved no cther medications to upon admission, quarterly and with
treat depression from 9/9/13 to date. Review of in condition If’ﬂ?e PHQg core | @ Cl:angie
the medical record additienally showed no " o 5_0.“3 1s greater than
documentation the physician was notified of the the previous score, the physician and
resident's reported increase In the signs and responsible party must be informed, to
symptoms of depression after the discontinuation determine further evaluation/treatment for the
of the Remeron. Review of the care plan resident
conference record dated 11/14/13 showed under
the conference summary the social services .
assessment was, "still in progress." No additional 4'_Rand°m audits will l?e conducted by the
social services notes were available. Director of Social Services or his/her desigrjee
b. Interview with the resident on 1/7/14 at 9:30 to determine if any resident has had a change
led resi tated, "I just lie here | in hi . )
g‘anf\':egﬁaup atr?;mgréeé %: resiclen’i further ;Tl?;i;hgafﬁ?lidfressizn ts;lore flmd. tf)
stated, "I stopped using my call light and started y y have, that the physictan was
yelling because nobody answers the call iights, notified and that & treatment plan was initiated
but If T yell long enough and loud enough _
eventually somebpody will come”, 5. The Director of Social Services or his/her
¢. Observation on 1/7/14 at 10:16 AM reveaied designee will repott results of the audits at the
H n 13
K‘S (;?\Is'sr?grg(?‘sh(;arlgg? d(e)lrJ]::B ':ggsnf Qr?rljpth;—he monthly Performance Improvement meeting.
resident stated, ¥l just want to die, I've lived too The report will include any problems and/or
long". Observation of the resident at 1:40 PM that trends noted. Reporting will occur for no less
same day revealed CNAs #2 E_ind 4 performed than three months or until substantial
Incontinence care and the resident informed compliance has been achieved
thern, " have Just lived too long, | went to die”.
d. Interview with the resident's physician on
1/10/14 at 10 AM revealed the physician had
discontinued the Remeron on 9/8/13 because the
resldent's appetite had improved and the
resident's signs and symptoms of depression had
improved, The physician revealed he had not
been made aware of the increased signs and
gymptoms of depression.
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2 Raview of the medical record revesled resident
##17 was admitted to the facility on 4/1/10 with
diagnoses that included Alzhelmer's disease and
depression. Review of the annual MDS
assessment dated 6/10/13 and quarterly MDS
assesatnent dated 12/4/13 revealed the resident's
score oh the PHQ-9-0V (Staff Assessment of
Resident Mood) had doubled from a score of 6 to
a score of 12, indicating an increase from mild
depression to moderate depresslon (review of the
quatterly MDS assessment dated 9/6/13 revealed
a PHQ-8-OV score of 7). There was no evidence
in the medical record this-increase In symptoms
of depression was referred to the resident's
physician for treatment evaluation.

3, Review of the medical record revealed resident
#97 was admitted to the facility on 12/6/11 with
diagnoses that included nen-Alzhelmer's
dementia and depression. Review of the
resldent's annual MDS assessment dated 8/12/13
and guarterly MDS assessment dated 11/7/13
revealed the resident's score on the PHQ-2-OV
increased from a score of 6 to a score of 14,
indicating an increase frem mild depression to
moderate depression. There was no evidence in
the medical record this increase in symptoms of
depression was referred to the tesident's
physician for treatmant evaluation.

Interview with the MDS Coordinator on 1/10/14 at
3:30 PM revealed the responsibifity for performing
resident mood assessments had fallen to the
MDS$ coordinators following the recent vacancies
for the soclal service director and social services
asslstant positions. She confirmed that MDS
coordinators were not notifying physiclans of
increased symptoms of depression.
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The facllity must provide housekeeping and
malntenance services necessary to maintain a
sanitary, orderly, and comfortable interior,

This REQUIREMENT 18 not met as evidenced
by
Based on observation, resident interview, and
staff interview, the facliity falled to ensure &
resident rooms (#112, #114, #115, #118, #216)
observed during random observation were
maintained In good repair, The findings were:

Observations on 1/9/14 from 2:20 PM through
3:15 PM revealed the following concerns:

a. Room #118 had a 6 inch damaged area on
the baseboard by the left side of the television.
The bathroom door had a 2 inch circular hole on
the outside of the door and 4 clrcular holes 3
inches in diameter on the Inslde of the deor, The
left wall outside of the bathroom door had a 12
inch scrape through the wall that exposed the
metal beneath. In the same area there was a
separate 8 Inch by 4 inch area with the paint
soraped off. Interview with the resident who
resided In the room on 1/9/14 at 2:36 PM
revealed s/he was "embarragsed" by the
gondition of hisfher room.

b. Room #112 had 3 patched areas on the
wall to the left of the bathroom door that were not
painted; these areas stood cut and measured 6
inches by 3 inches. In the bathroom there were 2
areas on the linoleum floor where the linoleum
was missing. The missing areas measured 8
inches and 7 inches in diameter respectively.
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F 253 1483.15(h}(2) HOUSEKEEPING & F 253
ss=D | MAINTENANCE SERVICES 1. The chipped paint on the walls of cited

¢. Room #4114 had an 18 inch scrape on the

resident rooms {room numbers 112, 114, 115,
118 and 216) was repaired and repainted with
fresh paint on or before 02/06/14 by the
Director of Maintenance. In addition, the
bathreom door in room number 118 was
repaired on or before (2/06/14 and the
bathroom flooring was replaced in room
number 112 by a local flooring company.

2. The Director of Maintenance or his/her
designee inspected 100% of all patient room's
on 1/31/14. Rooms determined to be in need
of touching up were corrected on or before
02/06/14.

3. The Director of Maintenance has
implemented a new Maintenance Work Ordgr
request form. The forms will be maintained iJn
a binder at each nurse’s station. All staff wa;
in-serviced by the Director of Maintenance o
the existence of the forms and how to use
them on or before 01/28/14.
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The facility must provide clean bed and bath
linens that are in good condition.

This REQUIREMENT s not met as evidenced
by:

Based on observation, resident and staff
interviews, and review of resident council meeting
minutes, the facility failed to provide a sufficient
quantity of linehs to meet resident need. In
addition, the facllity failed to ensurs linens
avallable for resident use were in good condition
throughout the faclility. The findings were:

1. Reaview of the resident councl! meeting minutes
and written individual grievances showed for the
months of July 2013 through December 2013, the
residents had the following complaints:

a. Residents conslistently complalned thers
was a shortage of bed linens, towels and
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DEFIGIENCY)
F 253 | Continued Fr om page 15 F283| 4, Random audits will be completed by the
wall to the right of the bathroom door that Director of Maintenance which will assess the
GXP%SeF? the metal beneath‘. condition of a resident’s room. The Directdr
. Room #115 had a 12 inch scrape on the . i , )
wall to the teft of the bathroom door that exposed of Maintenance or his/her designes will
the metal beneath, complete the noted repairs after each random
e. Room #216 had a 28 inch scraps across audit.
the wall by the flrst bed. The wall by the bathroom
door had an 11 Inch scrape on the right that 5. The Director of Maintenance or his/her
exposad the metal beneath, . , .
designee will report results of the audits at the
Interview with the maintenance director on 1/6/14 monthly Performance Improvement meeting.
at 3:20 PM verified the Issues found on the tour The report will include any problems and/or
were accurate. He also confirmed the facility trends noted. Reporting will oceur for no less
failed to have g plan with a specific timeframe to than thr h 1 substantial
addrass thes issues. an three months or until subs antia
F 264 | 483.16(n)(3) CLEAN BET/BATH LINENS IN F 254| compliance has been achieved
$8=E | GOOD CONDITION el &

F254

1. The facility purchased bath towels and
washcloths during the survey. This new linen
was washed and put into service on 01/10/14.
In addition, clothing protectors were inspegted
for wear on 1/28/14 by the Housekeeping
Supervisor. Protectors deemed to be in podr
condition were removed from service on ttJis
date.
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F 2541 Continued From page 16 F 264} 2. The Housekeeping Supervisor conducted a
:V?tSth?thS- also the washcloths and towels were complete linen inventory, count and condition,
attered, T
b. In addition, the residents informed the by or on 1/17/14 to identify shortages to pap
tacility the clothing protectors were tattered and levels. A linen order was placed on 1/29/14 to
the Velcro no longer held the clothing protectors raise the inventory, where necessary, to par
In place. A resident commanted the washgeloths in levels.
the restrocoms were not fit to be cleaning rags and
it was “embarrassing to have guests come and 3. The Housekeeping S . duct
see them." Qbservation of resident bathrooms on 0. e TOuse ?e].)mg upervisor condueteq an
117114 from 8:30 AM to 9:23 AM showed towels in-service regarding the importance linen
and washcloths that were frayed and discolored. condition and appropriate par levels.
Interview on 1/10/14 at 12:20 PM with CNA#1
revealaed the facllity was always short of towels 4. The Housekeeping Supervisor or his/her
and washcloths for resident use. designee will commence a weekly audit of all
2. An Inteiview with the environmental services linen to ensure linen is 1). In good condition
director on 1/8/14 at 11 AM revealed clothing and 2). Plentiful enough to par levels. The
protectors wera received in July but the facility results of the audits will be turned info the
didn't get enough. Further, towels and wash facility Executive Director and subsequent
cloths had been ordered but the items orders placed as necessary. Residents will He
disappeared shortly afler they were received. The . L j )
director acknowledged the facllity had an advised at the next resident council of this
inadequate system of tracking and monitoring new ordering program.
lihens and clothing protectors.
F 280 | 483,20(c)(3), 483.10(k}{2) RIGHT TO F 280 5. The Housekeeping Supervisor or histher
§5=0 | PARTICIPATE PLANNING CARE-REVISE CP designee will report results of the audits at the
. thly Perf Im ing.
The resident has the right, unless adjudged monthly Performance Improvement meeting
incompetent or otherwise found to be The report will include any problems and/o
incapacitated under the laws of the State, to trends noted. Reporting will occur for no igss
participate In planning care and treatment or than three months or until substantial
changes in care and treatment. compliance has been achieved
A comprehensive care plan must be developed
within 7 days after the complation of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
: physiclan, a reglstered nurse with responsibitity
|
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far the resident, and other appropriate staff in
disclplines as determined by the resident's noeds,
and, to the extent practicable, the participation of
the resident, the residant's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
sach assessment.

This REQUIREMENT is not met as evidenced
by: .

Based on medical record review and staff
interview, the facility falled to update the care plan
with effective interventions to prevent wound
progression for 1 of 3 residents (#77) ident/fied as
baing at high risk for pressure ulcers. The
findings were: :

Review of the medical record for resident #77
revealed sthe was admitted to the facility on
1/18/13 with dlagnoses that included heart failure,
chronic pulmenary disease, diabetes mellitus,
chronic pain and morbld obesity. Review of the
quarterly MDS assessment dated 101713
revealed the resident required extensive to total
assistance with ADLs and was always incontinent
of howel and bladder. The following concerns
were identified: -

1. Nursing notes dated 12/16/13 revealed
"Resident has an open area on her sacrum that is
moisture acquired at this ime. Has good blood
flow on the borders. Resident already has a draw
sheet In place on [his/her] bed. Needs sxcellent
pericare and keep area dry. Will leave openh to air
and apply blue top remedy cream with barrier
protection to heal, Will continue to menitor weekly

and as needed." Review of the resident's care

A D SUMMARY STATEMENT OF DEF/CIENGIES D o65)
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1. Resident # 77 is no longer in the facility

2. Residents with wounds were identified.
Their care plans were reviewed to determin
that a wound care plan and effective

interventions to prevent wound progress wefre

present

3. Staff were in-serviced by the Director of
Nursing or his/her designee on or before
01/28/14 of the importance of creating a car
plan when new wounds occur and that
interventions to prevent wound progression
were added to the care plan. Staff were also
in-serviced on the current policy and
procedure related to non-pressure wounds,

4. Random audits will be conducted by the
Director of Nursing or his/her designee to

ensure residents with wounds have a wound
care plan developed and interventions fo
prevent wound progression were added to th
care plan

5. The Director of Nursing or his/her
designee will report the results of the audits
the monthly Performance Improvement
meeting. The report will include any
problems and/or trends noted. Reporting wi
accur for no less than three months or until
substantial compliance has been achieved

T

L]
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—_—
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plan for skin, with a most recent onset date of
7123113, revealed.the 12/16/13 wound was not
noted on the care plan, and none of the stated
interventions such as excslient pericare, applying
blue top remedy cream, and monitoring weekly
were added {o the care plan.

2. Nursing notes dated 1/5/14, timed at 1:44
PM revealed "Resident has 2 unstageable
pressure areas - 1) to coccyx measures 4.5 cm in
length by 1.5 cm in width by 1.5 cm in depth
covered entirely in slough at 100% - 2) to right hip
area measures 1 cm In length by 5 cm in width
with 10% slough noted to distal end - will request
physical therapy screen for closed pulse irrigation
5 X per week - will Implement madi-honey to both
areas after cleansing with sterile normal saline
and apply mepilex dressing to both areas twice
daily - MD notified and family notified. Wil
continue to monitor." Inferview with the facility
wound cara nurse on 1/10/14 at 3.10 PM
revealed that he was the nurse that assessed the
initial open area on 12/16/13, and confirmed the
pressure ulcer discovered on 1/6/14 was in the
same location as the open area documented on
12/16/13. He further confirmed the resident’s care
plan was not updated when the wound was
initially discovered on 12/18/13, was unabie to
provide a reason for the lack of update, and
expressed concern the facility had no written
policy and procedure for non-pressure wounds.
F 300 | 483,25 PROVIDE CARE/SERVICES FOR F 309
58=G | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, In
accordance with the comprehensive assessment
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This REQUIREMENT is not met as evidenced
by
Based on observation, medical record review,
and resident and staff interview, the facifity failed
to provide effective pain management for 1 of 9
sample residents (#83) identified as having
moderate to severe pain. The lack of effective
pain management likaly cempromised the
resident's ability to attain the highest practicable
level of physical, mental, and psychosocial
well-being. The findings were:

Review of the medical record for resident #83
showed the resident was admitted to the faclity
with diagnoses including hemiparesis and chronic
pain, Review of the quarterly MDS assessment
dated 11/12/13 showed tha resident was mildly
cognitively impaired, required extensive to {otal
assistance with ADLs and had pain that s/he was
unable to rate. Review of the CAA dated 2/21/13
showed the resident had paln that "adversely
affects mood, disturbs sleep”, and included
behavlors such as, "screaming, kicking, babbling,
cursing, and repetitive guestions.” The care plan
updated on 11/9/18 showed the resident had
chronle daily pain associated with back, shoulder,
hip and leg discomfott. ihterventions included
administetlng PRN pain medication, observing for
non-verhal and behavioral signs of pain such as
facial grimacing, aggression, agitation,
vocalizations, complaints of palh, and crying.
[nterventions also included providing ice packs,
massage, exercise, repositicning, touch, and
music and to notify the physician for changes in
pain or if pain was not reduced after one hour of
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1. On 2/4/14 a pain assessment was completed
by the unit manager for resident #83 to
determine the acceptable level of pain and tp
determine what factors exacerbated the pain,
Based on the pain assessment completed on
this date, resident #83’s acceptable level of
pain was a 3. As of 2/2/14 resident #83’s pajin
level has been at or below his acceptable level
of pain. Non-pharmacological pain reductioh
interventions were also determined and

documented on the care plan for the residen

2. On or before 2/5/14 All residents had a
pain assessment completed by the nursing
department to determine if any residents hag
un-met pain needs.

3. Nursing staff were educated on or before
1/28/14 by Director of Nursing or his/her
designee on the importance of unitizing non}
pharmacological pain intervention as well as
addressing resident’s pain concerns and
requests associated to pain
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receiving the first intervention. Review of the
recapitulation of physician's orders signed and
dated 1/2/14 showed the resident had an crder
for Hydrocodone/acetaminophen 7.5 mg/325 mg
(a narcotic pain medication) every 4 to € hours as
needed for chronic pain, gabapentin 300mg {a
drug labeled to treat seizures that had analgesic
effects and Is often presciibed to treat chronlc
pain) three times dally for chronic pain, and
Fentanyl 50 micrograms/hour {a narcotc pain
patch that is applied to the skin) every 72 hours
for chronic pain. In addition, there were physician
orders dated since 12/29/11 to perform leg
massage to left lower extremity or bilateral lower
extremities PRN for cramping pain. Review of the
MAR for the resident from 11/4/13 through 1/6/14
showed the resident recelved
Hydrocodone/acetaminophen 7.5/325 mg on
114213, 11/3/13, and 12/25/13. Review of the
TAR 11/1/13 through 1/8/14 showed the rasident
had not received any non-pharmascloglcal
interventions including applying warm packs to
the left leg as needed for cramping pain or
massaging the left lower extremity or bilateral
lower extremitles as headed for cramping pain.
The following concerns with pain management
were identified:

a. Continuous observation on 1/7/14 from 8:40
AM untit 11:10 AM revealed the resident was lying
in bed with his/her door open. At 8:50 AM the
resident yelled out "nurse." At 9 AM when the
resident called out, "nurse," again, CNA#2
entered the resident's room and the resident
complained of hisfher "leg hurting and burning.”
The CNA informed the resident she would notify
the nurse. CNA#2 then exited the resident's
room and entered ancther resident's room fo
answer a call light without informing the nurse

about the resident's pain as she said she would,

management needs will be conducted by the
Director of Nursing or his/her designee io
ensure that residents have an effective pain
management regime in place to attain the
highest practicable level of well being.
Random audits of resident’s with a pain
management regime will be conducted to
ensure effectiveness

5. The Director of Nursing or histher designe
will report the results of the audits at the
monthly Performance Improvement meeting,
The report will include any problems and/or

trends noted. Reporting will occur for no les§

than three months or until substantial
compliance has been achieved

h

*4) D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 309 | Continued From page 20 F 309| 4. Random audits of resident’s pain

FORM CMS-2667(02-88) Previous Versions Obaclete

Evonl I IGPZ 11

Faclllty 10: WYQ013

If contiuation sheat Page 21 of 66




' DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/25/20714
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFIGIENCIES X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTION IRENTIFICATION NUMBER;

536049

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED

c
B WING 01/10/2014

NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER OF CASPER

STREETADDRESS, CITY, STATE, ZIP CODE >‘\
4041 SOUTH POPLAR STREET ﬁ\é\\

CASPER, WY 82801

(%4} 1D
PREFIX
TAG

SUMMARY BTATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE.
DEFICIENGY)

F 309

Continued From page 21

At 9:15 AM CNA#3 entered the resident's room
and delivered the resident's breakfast tray. The
resident informed this GNA that hisfher leg was
hurting. CNA#3 exited the resident's roon and
continued to dellver trays; again without telling the
nurse the resident was in pain. Observation at
10:16 AM showed an unidentified staff member
entered the resident's room and the resident
again said, "my legs are hurting and burning.”
That staff member replied she would inform the
nurse, Between 10:16 AM and 10:30 AM the
resident yelled out, "nurse please help", 3 mora
times. LPN #1 entered the resident's room at
10:30 AM (1 hour and 50 minutes aftsr tha first
observation of the residant yelling out for nurse
help) and informed the resident sthe had brought
a "pain pill," which the resident tock whole with
water. Review of the Janyary 2014 MAR showed
the resident received histher regularly scheduled
gabapentin 300mg at 10:30 AM. However, there
was no evidence this resldent's pain was
assessed as to severity or intensity. In addition,
there was no evidence PRN pain medication or
noh-pharmalogical interventions for pain were
documented as being administered the morning
of 1/7114. Finally, there was no evidence the
resldent's pain was re-assessed within the 1 hour
required after receiving the regularly scheduled
gabapentin for pain to determine its effeclivensss
in relieving his/her pain,

b. Continuous observation on 1/7/14 from
12:40 PM until 2:45 PM revealed the resident
continued to vell out, "nurse halp* andfor, "help” a
total of 18 times. At 12:40 PM the resident was
yelling, “nurse” and continually bouncing his/her
left log. The DON went into the resident's room
and the resident complained of "hurts from my
catheter to my [genitals] and my legs are hurting

and burning." The DON assessed the resident's

F 308
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suprapubic catheter, urinary drainage bag and
{genitals], and informed the resident she would
tell the nurse s/he needed something for pain.
Tha DON exited the room and walked to the
hursing station several fest away and informed
LPN #1 the resldent had complained of paln.
Again, thers was no evidence staff assessed the
rosident's pain or provided pharmacolegical or
non pharmacological interventions to address the
resident's pain, The resident continued to yeil out,
"nurse help" 6 times until an unidentified CNA
entered the resident's room at 1.6 PM, The
resident Informed the CNA, "I need to be cleanad
up and my legs still hurt." At 1:12 PM the resident
was yelling, "nurse help" and CNA#4 entered the
resident's room, At that time the resident
complained, "l need fo be cleaned up and my
Goddamn leg hurts," CNA#4 informed the
resident it required 2 pecple to assist him/her and
s/he would get another CNA and come back.
CNA #4 did not address the resident's complaint
of paln, she then exited the room and walked
down the hall and entered another resident's
rogm to answer a oall light. At the nursing station
at 1:18 PM the resident could easily be heard
yeling, “nurse, help" 2 additional times. LPN #1,
who was sitfing at the nuraing station, Icoked up
towards the resident's room and commented,
"thera's nothing wrong with {hisfher] lungs so
[sfhe] shouldn't get pneumonla.” Howaver, the
L.PN did not assess the resident for pain or offer
any pain manhagement interventions. From 1:1¢
PM until 1:40 PM the resident yelled out *"nurse”
3 fimes, and "help” 2 times and bounced hisfher
left lag, Staff were observed walking Up and down
the hall and sitting at the nursing station,
however, no staff entered the resident's rocm
until 1:40 PM when CNAs #2 and #4 entered to
perform incontinent care. During Incontinent care

F 300
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from 1:40 PM untit 2:07 PM, the resident asked,
"please get me something for pain my Goddamn
Iag is on fire, it hurts so bad." CNA#2 informed
the resident sfhe had told the nurse earlier but
would tell the nurse again,

¢ Review of the January 2014 MAR showed
the resident was administered
Hydrocodonefacetaminophen 7.5mg/328mg at 2
PM, 5 hours and 20 minutes after the resident
first complained of pain at 8:560 AM. Interview with
CNAs #2 and #4 at the time of the observation,
on 1714 from 1:40 PM to 2:07 PM, revealed the
resident always vellad out whether sthe was in
pain or not, '

d. interview with the resldent on 1/7/14 at 8:30
AM and again between 2:07 PM and 2:20 PM
revealed the resident had been In the facility
since 2008. The resident stated, "l hurt every
damn day, mostly my leg [points to left leg],
sometimes my back, and sometimes just all
over.” The resident further stated, "l quit usirng my
call light and started yeling because nobody
answers the cafl light but It | yell long enough and
loud enough eventually somehody will come."
The resident also revealed staff, "tell me nothing
will help the pain in my leg." The resident further
ravealed, " [ust lie here, can't get up anymore.”
The resldent denied belng offered ice packs or
massage for leg pain, and stated, "sometimes
they prop it up with pillows but that doesn't help
for long."

e. Interview with the DON cn 1/9/14 at 4:40
PM revealed she expected staff to assess and
administer pain medication, and notify the
physician as needed to manage paln.

f. Interview with the resident's physician on
1110/14 at 10:00 AM revealed the physician was
aware the resident had chronic pain, The
physician verified he had ordered scheduled
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Fentanyl patches and
Hydrocodonefacetaminophen as neaded every 4
to 6 hours (2 narcotic pain medications) and
gabapentin 3 times a day fo managa the
resident's pain. The physiclan also revealed he
expected staff to administer PRN paih medication
when a resident had complaints of pain and to
notify him if the medications were not effective or
the resident had worsening pain.

9. According to the American Gerlatrics
Sociaty, titled, "Pharmacclegical Management of
Persistent Pain In Older Persons” August
2009-Vol, 57, NQ.8 copyright 2008.."Persiatent
pain or its inadequate treatment is associated
with a number of adverse outcomas in older
people, including functional impairment, falls,
slow rehabilitation, mood changes (depression
and anxiety), decreased socializatlon, sleep and
appetite disturbance..”
483.25(a)}{3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

Aresident who is unable to carry ouf activities of
daily living recelves the necessary services to
maintaln good nutrition, grooming, and personal
and oral hygiens,

This REQUIREMENT is not met as avidenced
by: '
Based on observation, madical record review,
staff and resident interview and review of facility
policy and procedures, the facility falled to ensure
assistance was provided for 2 of 21 sample
residents (#6, #83) and 1 non-sample resident
(#25) identified as requiring extenslve asslstance
with ADL.s. The findings wers:

F 309

F312

F312

1. Resident # 83 & # 6 have been provided

assistance for all meals. Resident# 8§
perineal-care has been provided inat

manner. Resident # 25 no longer resides in

the facility

A IC

3’s
imely
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1, Review of the madical record showed resident
#83 was admitted to the facility on 5/27/08 with
diagnoses including hemipleglathemiparesis.
Review of the MDS quarterly assessment dated
19/42/13 showed the resident was moderately
cognitively impaired and required extensive
assistance with ADLs including eating and
toileting. The MDS assessment further showed
the resident had limited range of motion in
bllateral upper and lower éxtremities and had
frequent bowel incontinence. Review of the CAA
dated 3/1/13 indicated the resident's care plan for
assistance with ADLs should continue. Review of
the care ptan updated 11/9/13 showed the
resident required extensive to total assistance
with all ADLs and refused meals related to limited
range of motion, and residual effects from a GVA
(cerebrovascular accident or stroke).
interventions Included staff providing all ADL care
and support to ensure dally needs were met. The
following concerns were identified:

a. Observations on 1/7/14 at 9:15 AM showed
CNA#3 delivered the resldent's breakfast mesl
tray. The CNA placed the tray on the bedside
table, uncovered the tray and uncovered the
containers, then exited the room. The resident
was unable to use his/her left hand and was
unable to cut up the biscuit and mix It with gravy,
At 9:20 AM the resident began yelling, "nurse
help". The surveyor entered the resident's room
and the resident asked, "can you cut up my
biscuit it's hard on the bottom and | can't cutit up
with Just my right hand", The surveyor informed
the resident s/ie would notify facility staif the
resident required assistance. The resident then
stated, "can't you just do It, they wen't come and
help me that's why | stopped using my call light

and started yelling because nobody answers the

043 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION X6)
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DEFICIENCY)
F 312 | Continued From page 25 F 312| 2. Residents requiring extensive assistance

with meals & residents requiring
extensive/total assistance with peri-care weré
identified to ensure extensive assistance is
provided during meals & peri-care was
provided properly & in a timely mauner

3. Nursing staff were in-serviced by the
Director of Nursing or his/her designee on o1
before 02/4/14 regarding providing extensive
assistance at meals & of providing peri-care
a proper & timely manner for residents
identified with these needs

4. Random audits of residents requiring
extensive assistance with meals will be
conducted by the Director of Nursing or
his/her designee to determine extensive
assistance is being provided for meals.
Random andits of resident’s requiring
extensive/total assist with peri-care will be
conducted to ensure peri-care is provided in 3
proper & timely manner
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i

call light but If | yeli long enough and Joud enaugh
gventually somebody will come”. The surveyor
informed staff the resident requested assistance
with cutting up his/her biscuit and mixing it with
the gravy, CNA#2 indicated the resident liked
toast, not biscults. At 9:26 AM CNA #2 entered
the resldent's raom and gave him/her 2 pieces of
toast but did not offer fo asslst the resldent with
the meal, At 8:40 AM the resident continued to
attempt to cut the biscuit with a fork and mix It
with the gravy when CNA#3 entered the
resident's room to take vital signs but offered no
assistance with the meal. The resident informed
the GNA s/he was done and the CNA removed
the breakfast tray. The resident consumed
approximately 26% of the meal and half of the
liquids.

Observation at 12:60 PM showed CNA#3
delivered the lunch meal tray, placed it on ths
bedside tabls, remaved the cover and container
lids and exited the resident's room. The resident
attempted to eat a potato dish and vegetables
with & fork, then dropped the fork on the tray and
began eating with histher right hand. The resident
continued to yell out, "nurse help" Intermittently,
however, staff did not offer or provice assistance
with eating and the tray was removed from the
resident's room at 1:40 PM. Approximately 26%
of the meal was saten and half the liquids.

b. Observation at 1:06 PM on 1/7/14 revealed
the resident continued to yell out, "nurse help”
intermittently and an unidentified CNA entered the
resident's room. The resident informed the CNA
sthe needed to be "cleaned up". The CNA
informed the resident s/he would get another
CNA fo assist, and exited the room. The resident
continued yelling, "nurse help". At 1:12 PM CNA
#4 entered the resident's room and the resident

: again said, "l need to be cleaned ..." The CNA

designee will report the results of the audits;at
the monthly Performance Improvement
meeting. The report will include any
problems and/or trends noted. Reporting wii
occur for no less than three months or until
substantial compliance has been achieved

—_

]
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Continued Fram page 27
informed the resident sthe would go get help
because it took 2 CNAs to assist the resilent,
The resident continued to intermittently cail out,
*nurge help" until 1:40 PM when CNA's #2 and #4
entered the resident's room and provided
incontinence care. The resldent had been
Incontinent of sto! and remainad in the solled
incontinence brief for 35 minutes while waiting for
assistance.

¢, Interview at 1,40 PM on 1/17/14 CNA#2
said the resident yelled all the time and was abls
o eat independently.

d. Interview with the DON on 1/9/14 at 4,40
PM revealed she expected staff to assist the
resident with ADLs as needed.

2. Revlew of the medical record for resident #6
showed the resident was re-admitted to the
facllity on 7/26/13 with diagnoaes Including
Alzheimer's diseass and malnutrition, Review of
the most currant MDS assessment dated 11/4/13
showed the resident had Impaired vision, was
moderately cognitively impelred and required
extensive assistance with ADLs including eating.
Review of the care plan dated 7/30/13 showed
the resident required extensive to total asslstance
with eating. Interventions Included direct care
staff antlcipating needs and providing ail ADL
care to ensure daily needs wera mat, The
following concerng wers identifisd:

a. Observation on 1/7/14 at 9:17 AM revealed
CNA#3 dellvered the lunch meal tray, placed it
i on the bedside table, removed the cover, opened
} containers and exited room. The resldent's
spouse, who resides in the same room, assisted
the rasldent with eating. Chservation at 12:50 PM
showed the resident sitting in his/har room
attempting to eat unassisted, however, the
resident nodded off until CNA#2 entered the

F 312
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resident's room and removed the fray, The
resldent consumed approximately 20% of the
meal and 1 glass of liquid, No staff were
observed io assist, cue, or encourage the
resldent to eat as indicated on the care plan.

3. Observation on 1/7/14 at 1 PM showed CNA#8
performed perineum oare for resident #26, The
CNA removed the resident's wet incontinence pad
and cleansed the resident's posterior perineum.
The CNA did not cleanse the anterior parineum,
lower abdomen or upper thighs whare urine may
have come in contact with the skin, Review of the
10/27/13 annual MDS assessment showed the
resident required extensive assistance with
tolleting and personal hygiene. Review of the
policy and procedure for personal hygiene care,
undated showed. "always procead from the lsast
contaminated area to the most contaminated
area, Start with the anterior perineum then ¥314 le’ p{»
cleanse the anal area of the resident.” _ o

F 314 | 483.26(c) TREATMENT/SVCS TO F 314} 1. Resident #77 no longer resides in the
88=G | PREVENT/HEAL PRESSURE S0ORES facility, Resident #105's pressure ulcers are

measured weekly & all pressure areas have

Based on the comprehensive gssossment of a been reported per facility policy for follow-up.

resicent, the facility must ensure that a resident
who enters the facility without pressure scres i .
does not develop pressure sores unless the 2. All residents with pressure ulcers have had
individual's clinical conditicn demonstrates that their arcas measured.
they wers unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by
Based on observation, medical record review,
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and staff interview the facility failed to monitor and
treat skin breakdown for 2 of 3 sample residents
{#77, #105) Identifled as being at risk of pressure
ulcers. This failure resulted in an unstageable
prassure ulcer for resldent #77. The findings
were:

1. Review of the medical record for resident #77
revealed s/he was admitted to the facility on
111813 with diagnoses that included diabetes
meliitus, chronic pulmonary disease and morbid
obesity, The resident's quarterly MDS
assessment dated 10/17/13, revealed s/he
required extensive assistance from staff for bed
mobility, tollst use and hygiene, and was totally
dependant on staff assistance for transfers. The
resldent was assessed as belng always
incontinent of both bowe! and bladder. The
following concerns were identified:

a. Nursing noles dated 12/16/13, timed at
3:46 PM, revealed "Resident has an open area
on [his/her] sacrum that | moistura acquired at
this time. Has good blood flow on the borders.
Resident already has a draw sheet in place on
[his/her] bed. Needs excellent pericare and keep
area dry. Will leave open to alr and apply blue top
remedy cream with barrier protection to heal, Will
continue to monitor weekly and as needed." No
other assessment of the wound, such as
measurements, was Included in the nursing note.

b. Review of the weekly skin Integrity data
collection forms revealad nursing skin
assesaments were completed on 12/28/13 and
1/2/14. Both assessments noted the resident had
an open area on his/her cocoyx, as well as a
shear injury to the right buttock. Neither
assessment included any further description of
the wounds, such as measurements.

¢. The next time these wounds were
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F 814 | Continued From page 28 F 314|3. Nursing staff were in-serviced on or befor,

e
1/28/14 regarding the importance of reporting
pressure ulcers timely & assessing, measuring
& documenting the progress of pressure
ulcers.

4. The Director of Nursing or his’her
designee will randomly audit residents with
pressure ulcers to ensure that the pressure
ulcers were reported timely & assessed
measured & documented appropriately

5. The Director of Nursing or his/her
designee will report the results of the audits a
the monthly Performance Improvement
meeting, The report will include any
problems and/or trends noted. Reporting will
occur for no less than three months or until
substantial compliance has been achieved
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addressed In the nureing notes was In the nursing
notes dated 1/5/14, timed at 1:44 PM, which
revealed "Resident has 2 unstageable pressure
areas - 1) to cocecyx measures 4.6 cm in length by
1,6 cm in width by 1.5 cm In depth coverad
entirely In slough at 100% - 2) to right hip area
measures 1 ¢m in length by 5 cm in width with
10% slough noted to distal end - will request
physical therapy screen for closed pulse irrigation
& X weelk - will implement medi-honey to both
areas after cleansing with sterile normal saline
and apply mepilex dressings to both areas fwice
dally - MD notified and family notifled. Vi
cantinue to monftor."

d. Review of & physician’s record of visit
dated 1/7/14 revealed the resldent had a "sacral
decubltus unstageable but at least a staga 11" A
physician's interlm order dated 1/8/14 revealed
orders for physical therapy to provide closed
pulse irrigation five times weekly for twelve weeks
to help facilitate wound healing.

. Observation of a dressing change on
119144 at 10:10 AM showed the resident recelved
closed pulse irrigation to cleanse the wound. At
that time, the wound as measured by the physical
therapy aide was 4 cm in length, 3 cm in width, 2
cm In depth, with 2.2 om deep tunneling noted at
the 12 o'clock position, The wound hed was
entirely coverad in yellow slough.

f. Interview with the facllity wound care nurse
on 1410714 at 3:10 PM revealed that he was the
nurse thal assessed the initlal open area on
12/16/13, and confirmed the pressure ulcer
discovered on 1/5/14 was In the same location as
the open area documented on 12/16/13. He
stated when wounds were assessed as being
moisture-related they were not fracked by the
wound team, He further reveated that
non-pressute wolnds were supposed to be
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‘ “Nursing Interventions & Clinical Skills" 5th ed, St,

Continued From page 31

assessed and fracked to resolution by nursing
staff on & "non-pressure report.” He was unable
to explain why no such report existed for this
wound, and uncertain why thers were no
measuraments of this wound before 1/5/14,

g. According to Perry, Potter and Efkin,

Louis, MO: Mosby, 2012, page 586 "Wound
assessment Is essentlal in wound management,
The assessment of the following factors; (ocation,
dimensions, undermining, drainage, tissue type,
exudate, wound edges, and pain, plays an
important role in correct diagnosis and proper
treatment of wounds and hard-to-heal pressure
uicers, A uniform approach to wound assessment
that uses measurements can identify the
appropriate treatment plan and appropriately
evaluate progress to healing."

2, Review of the 12/22/13 guarterly MDS
assassment showed resident #105 was at risk for
the devalopment of pressure ulcers. In addition,
the resident had one unhealed ulcer. Review of
the 2014 treatment administration record showed
8/he had diagnoses that included an unstagesble
pressure ulcar on his/her heel. Review of the
regident's care plan for skin dated 8/7/13 showead
the resident was at risk for skin breakdown
related In part to cognitive loss, functional mobflity
decline, incontinence and weakness, Approachas
included. the CNA was to inspect skin surfaces
daily during care and report signs and symptoms
of skin irritation as soon ag possible, The
fallowing concerns wera identifled;

a. An observation on 1/7/14 at 1,10 PM
showed CNA#2 and CNA#7 transferred resident
#1086 from the wheelchalr to bed with the use of a
total ift in order to provide incontinence care.

During the care, it was revealsd the resident had

F 314
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2 areas of skin breakdown on the right buttock. In
addition, there were 2 areas of skin breakdown
noted on the resldent's sacrum. The CNAs
completed perineal care and applied Remedly
cream {o include the aréas of braakdown. The
resident was left on his/her back after the CNAs
completed the care, An observatlon of these
wounds, with the wound care nurse, on 1/7/14 at
4:20 PM, 3 hours 10 minutes after they were
initially observed, revealed he was not aware of
the skin breakdown. He confirmed there were fwo
stage |l pressure ulcers measuring 0.6 by 0.5 cm
{centimeters) and 1.0 by 1.0 cm located on the
sacrum. The areas of skin breakdown on the right
buttock were identified, but he did not measure
them. Interview with the wound caire nurse at that
time revealed he would expect CNAs to notify the
nurse of any skin breakdown. In turm, the nurse
would notify the wound care nurse to assess and

aMt"\

F319

F 319
58=D

recommend treatment.

b. Review of the facllity's policles and
procedures for pressure ulcer prevention dated
1047110 showed; "The facility's procedures are
such that all disciplines are alerted immediately If
the resident elther has skin breakdown or Is at
rigk for the development of skin breakdown."
483.25(f)(1) TXISVC FOR
MENTAL/PSYCHQSOGIAL DIFFICULTIES

Based on the comprehensive assessment of a
resident, the facility must ensure that & resident
who displays mental or psychosocial adjustment
difficulty recelves appropriate treatment and
services to correct the assessed problem.

This REQUIREMENT is not met as evidenced
by

F 319

1. On or before 2/6/14 residents #83, #17 ang
#97 were assessed by the new facility Social
Services Director and a PHQ9 assessment whs
utilized, The physician was notified of the
assessment results to determine a treatment
plan for these residents if necessary.
Additionally, a behavioral interactional
guideline was developed to educate the
nursing staff on resident #83’s, #17 and #97%s
psychosocial/behavioral and mood needs.
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Based on chservation, medical record review,
staff and resident interview, and review of facility
policy the facility failed to ensure 3 of 10
resident's (#17,#83,#97) assessed as having
Increased signs and symptoms of depression
recelved appropriate treatment and services. The
findings were;

1, Review of the medical record showed resident
#83 was admitted to the facillty on 5/27/08 with
diagnoses including depression. Review of the
annual MDS assessment datad 3/1/13 showed
the PHQ-9 (a resident mood assessment tool
tised to assess the signs and symptoms
associated with depression based an the
resident's response, the higher the score the
more depressed the resident presents) score
was, "6" on a scale of 0-27. Review of the most
current modified quarterly MDS assessment
dated 11/12/13 showed the PHG-9 score was,
"17" Indicating an increase in the resklent's signs
and symptems of depression from mild
depression to moderately severe deprassion,
Review of the care plan dated 8/16/13 showed
the resident had "verbal expressions of distress"
and "savere 8/s [signs and symptoms] of
depression present and the PHQ-¢ assessment
was "24/27", Interventions included reporting
changes [n mood sfatus to the physician and
completing PHQ-9 assessments quarterly ahd as
heeded. in addition, review of the monthly
pharmacy drug regimen review revealed there
was no documentation to show behavior tracking
forms were reviewed by the pharmacist. The
following concerns were identifiad:

a. Review of the medical record showed a
physician's order dated 9/8/13 to discontinue
Remeron (a medication used to treat depression).
Review of the medical record further revealsd the

department conducted an audit on all residen
to review specific target behaviors, to ensure
that there is documentation on the Behavior
Tracking Sheets. Any identified
errors/missing information was corrected at
the time of discovery.

W

3. On 1/21/14, the Social Services Department
was educated, by the Division Director of
Clinical Services, regarding the Behavior
Tracking Program, the importance of
identifying specific target behaviors,
monitoring documentation on the Behavior
Tracking Sheets, and the importance of
developing an individualized behavior care
plan addressing those targeted behaviors or
needs.

4, The Director of Social Services or his/her
designee will conduct random audits of the
behavior monitoring sheets ensuring that the
behaviors are documented on the behavior
sheets
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resldent had received no other medications to
treat depression from 9/9/13 to date. Review of
the medical record additionally showed no
avidence the physiclan was hotified of the
resident's reported Increase in the signs and
symptoms of depression, Review of behavior
tracking forms dated 10/2/13 through 12/20/13
showed the resident regularly had behaviors of
yelling, "nurse", and "help", In addition to verbal
abuse towards staff. The last documentation that
behaviors had been reviewsd was on 8/18/13 by
the social services assistant, howeaver, there was
no decumentation the physiclan was notifled of
tha resident's behaviors, Review of a physician's
progress note dated 11/4/13 showed the resident
had a depressed mood and reported that a/he
had "ved too long”.

b. Interview with the resident on 1/7/14 at 930
AM revealed the resident stated, "l just Ile here, |
can't get up anymore”. The resident further
stated, "l stopped using my call light and started
yelling because nobody answers the call lights,
but if I yell long enough and toud enough
eventually someabody will come”,

¢. Observation of the resident on 1/7/14 at
10,16 AM revealed the resident was calling out,
"nurse help". The ADON entered the resident's
room and the resident stated, "I just want to die,
I've lived foo long". Owservation of the resident at
1:40 PM the same day revealed CNA's #2 and #4
performed incontinence care and the resident
informed them, "l have Just lived too long, | want
to die".

d. Interview with the resident's physician on
1/10/14 at 10 AM revealed the pnysician had
discontinued the Remeron on 9/8/13 because the
resident's appetite had improved and the
resldant's signs and symptoms of daprassion had
improved. The physician revealed he had not
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F 319 | Continued From page 34 F 319] 5. 'The Director Social Services or his/her

designee will report the results of the audits gt
the monthly Performance Improvement
meeting. The report will include any
problems and/or trends noted. Reporting wit
oceur for no less than three months or until
substantial compliance has been achieved
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heen made aware of the increased slgns and
symptoms of depression as assessed on the
PHQ-8, or the resldent's increase In behaviors,

2. Review of the medical record showed resident
#17 was admitted to the facility on 4/1/10 with
diagnoses that included Alzhelmer's disease and
depression, Review of the resident's annual MDS
assessment dated 6/10/13 and quarterly MDS
assessment dated 12/4/13 revealed the resident's
score on the PHQ-9-0V (Staff Assessment of
Resident Mood) had doukled from a scors of 6 to
a score of 12, indlcating an increase from mild
depression to moderate depression. There was
no evidence in the medical record this increase in
symptoms of depression was referred to the
resident'’s physician for treatment evaluation.

3, Review of the medical record revealed resident
#97 was admitted to the facllity on 12/6/11 with
diagnoses that included nor-Alznelmer's
dementla and depression. Review of the
resident’s annual MD$ assessmant dated 8/12/13
and quarterly MDS assessment dated 11/7/13
revealed the residert's score on the PHQ-9-OV
Increased from a score of € to g score of 14,
Indlcating an increase from mild depression to
moderate depression. There was no evidance in
the medical record this increase in symptoms of
depression was referred fc the resident's
physlician for treatment evaluation.

4. Interview with the DON on 1/8M14 at 4:40 PM
revealed the soclal services director and assistant
were responsible for completing PHQ-9
assessments on the MDS, however, nursing staff
hegan performing the assessments around the
middle of November 2013 followlng vascancles in
both the social services director and the social
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services assistant positions. The DON revealed
the facllily had identified around the first of
November 2013 that review of behavior tracking
forms, "fell through the cracks." The process had
been for the social services director to review the
behavlor tracking forms and bring any behavior
concerns to the IDT, but this did not get done,
The DON further revealed an actich plan was
developed on 12/31/13 {approximately 2 months
later}, Additionally, the DCN cenfirmed she
expected all staff to document and report
increased behaviors fo nurses and the physician.

5. Interview with the MDS Coordinaior on 1/10/14
at 3:30 PM revealed the responsibility for
performing resident mood assesaments had
fallen to the MDS coordinators following the
vacancies for the social services director and the
soclal services assistant positions. 8he confirmed
that MDS coordinators were not notifying
physicians of increased symptoms of depression.

6. Review of the facility's policy titled, "Behavior
Monitoring and Tracking” dated Qctober 23,
2012, showed the "purpose” of monitoring
behaviors was achisved by.."a) Establish an
accurate pattern of resident targeted behavior(s)
as determined by resident's history,
psychlatric/psychosocial evaluaticn, Minimum
Data Set Assessment, etc.” The policy also
showed, "C 2..)f a resident displays related
behaviors without being on a psychoactive
medication, behaviors may be moniiored on 2
Behavior Monitoring Form, Additionally, Social
Services staff will also initiste a Behavior Tracking
Tool.." and "G, 3. The Social Services Staff will
traln facility staff regarding resident's preferred
non-pharmacological interventions and the
purpose of the Behavior Menitoring Form", In
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addition the policy further showed, "7, The soclal
service staff will review each behavior monitoring
form entry after the morning meeting in the form
of a "pehavior huddle" on the unit where the F 323
resident resides. Social seyvice staff or other IDT ’H’
[interdisciplinary team] members may Abab " 9”‘”
recommend care plan interventions, or addition ADACMENL.
staff training..". . .
k323 | 483.25(h) FREE OF ACCIDENT F 323 1.Resident #79: 100% of all care staff has

58=J

HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequale supervision and assistance devices to
prevent accldents.

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff and resident
interviews and medical record review, the facility
falled to ensure 1 of 9 sample residents #79)
identified with swallowing problems was provided
adequate supervision while eating. As a result,
the potential for serious avoldable injury to
sample resident #79 was identified and a
determination of Immediate jeopardy was made.
In addition, the facliity failed to ensure adeguate
supervision/education for 1 sample resident uging
a gel pack for heat therapy (#114), which resultsd
in burns to the resident's ankle, The findings
were:

i 1, Revlew of a physician's note dated 11/7/13
| showed resident #79 had diagnoses that included

been in-serviced with respect fo the nutrition
related component of the 1/8/2014 current
care plan. Resident #79 Nutrition Care Plan
was updated to include interventions
summarized below:
a. Report to nurse any signs and
symptoms of chewing and/or other
problems consuming meals, included
but not limited to:

b. Resident #79 will be supervised
during all meals,

i. Choking

ii. Coughing during eating
or drinking

iii. Nose dripping

iv. Eyes tearing while eating
v. Pocketing of food

vi. Excessive drooling
vii. Hats less than 50% of
meal (and)

FORM CMS-2567{02-09) Previous Verslons Obsolote

Evart ID: IGPZH

Faclity ID; WYO013

\f conlinuation shest Page 36 of 56



PRINTED: 02/25/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APRROVED
CENTERS FOR MED|CARE & MEDRICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONMSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
635049 B. WING 01/10/2014
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 8TATE, ZIP CODE N
4041 SOUTH POPLAR STREET (ﬁk \{
LIFE CARE CENTER OF CASPER CASPER, WY 82801 b\%\
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {FEAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
THG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE nATE
DEFIGIENGY)
F 323 Continued From page 38 _ F 323 2. Resident #79: An inspection of resident
Barrettes Esophagus (damage fo the lining of the room was conducted at 7:30 PM on 1/8/14, Jo

esophagus) and dysphagia (difficuity swallowing).
Further, the note showed the resident reported

0

ensure that no food items were present in th

problems with food sticking in hisfher throat and room. The resident affirmed there were no
having to cough the foed up, A physiclan's note food items present in the room,
dated 12/2/13 showed the resident had moderate 3. Resident #79: Diet was downgraded on

dementia. Review of a physlcian's note dated

12/16/13 revealed a swallow study was 1/9/14 to puree, pending further

completed with the following recommendations agsessment(s). Patient expresses agreement
from speech therapy: "...small drinks, double with the downgrade. Resident #79 is on thin
swallows with thin liquids. If pulmonary liquids.

compromise occurs, consider nectar thick 4. A whole house audit was conducted on

tguids..." Review of the quarterly nutrition

assessment dated 12/6/13 showed the resident 1/9/14 to identity other residents at risk as

received a mechanical soft diet due to it being Resident #79. This audit was completed by
gasier to swallow. Further, the resident remalned utilizing the :
in histher room for most of the meals, Review of a. CMS-802

the care plan for nufrition dated 12/6/13 showed

the licensed nursing staff was to ohserve the b. Identified list of resident with

resident for signs and symptoms such as mechanically altered diet.
“chewing/swallowing problems, worsening of c. Identified list of residents with like
tremors that affect ability to hold utensils." diagnoses.

Further, the care plan showed the CNA staff was

to report any signs and symptoms of 5.A total of three residents were identified

chewling/swallowing or other problems consuming with similar risks of choking/swallowing.
meal_s to Include: choking, coughing while sating 0.The care plan of each of those three
or ﬁrmking'] nose ?rip&)lﬂg or eye? tezrmgl,Wh“e residents identified with the same risks as
eating, pocketing food or excessive arooling. Resident #79 was reviewed on 1/9/14,

Raview of the 12/8/13 MDS assessment showed
the resident required one persen assistance with
eating.

Review of the nurses’ notas showed the
following entries.

1. On 9/30/13 the residant was observed
having problems eating while Ih the dining room
with food sticking in hisfher throat. 2. On 11/7/13
the resident felt {sfhe] was more shaky. Review of
the physician notes dated that same day showed
the resident had food stuck In his/her throat
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during breakfast. 3. On 11/26/13 a family member
natified the facility the resident was choosing
Inappropriate food due to his/her dementla and as
a result was choking on the food. The family
member reported the resident called "frequently”
reporting s/he was choking on food. 4. On
11/28/13 a family member repotted, while out of
the facllity for a meal,the resldent had an episode
of difficulty with swallowing. 6. On 12/19/13 the
note showed the resident was orlented to person
and somefimes to place. Further, it showed the
resident was forgetful and easily confused.

a. Observation on 1/7/14 at 1:40 PM showed
resident #79 was brought to hisfher room in &
wheel chair and placed next to the feot of the bed
with hisfher back to the door, facing the window,
A staff member brought the resident's meal Into
the room and than left after setting up the tray, At
1:55 PM the surveyor entered the room and the
resident stated s/he was having difficulty
swallowing. Sthe was tearing and drocling;
however, it was not evident the resident was
having difficulty from the hallway due to having
his/her back to the door, The resident’s call light
was located on the bed and out of reach of the
resident. Assistance was requested from the
nursing staff at that time. The following concerns
were |denfifled:

b. Observation an 1/8/14 at 5:50 PM showed
the resident was again sitting on the side of the
bed with hisfher back to the docr, CNA#8
brought the resldent's meal tray and left the room,
Continuous observation until 8 PM did not show
staff entered the resident's room until /he had
completed hisfher meal. An interview with the
resident at 6:10 PM revealed s/he was not
supervised during meals when eating in histher
room, only when in the dining raom.
| ¢. An interview with CNAJS on 1/8/14 at 645
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7.The care plans for those 3 identified
residents were amended on 1/9/14 to ensure
individualized interventions were included.
8.All care staff on 1/9/14 will be in-serviced,
prior to their shift on the Care Plan(s) of those
three residents identified in #5 above.

9.The three identified residents (as well as
Resident #79) will be supervised/monitored
during each meal to ensure that the Care Plap
related to their swallowing risk is being
followed.

10.Individuals assigned to monitor these
residents (i.e Restorative Aide and/or CN.A
during their meals will compiete a Meal
Monitoring Tool designed to capture evideng
of compliance with the residents’ Care Plan.
11. The tool(s) will be turned into the Directpr
of Nursing (or her designee) each day for
review and action if necessary.

12.The Director of Nursing will summarize
the results of the Meal Monitoring Tools eac
month at the facility’s Performance
Improvement Committee

(o3

=
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P revealed she was not aware the resident had
problems with eating and was to be observed for
swallowing difficulty, Additional interviews with
CNA#9 and CNA##10 on 1/8/14 at 6:20 PM and
6:30 PM respectively revealed they were not
aware of any precautions related to swallowing
for this resldent. .

d. An interview with RN #1 on 1/8/14 at 7:25
PM revealed she was aware the resident had
swallowlng problems. She was not awars the
CNAs did not know the resident was 1o be
observed for swallowing difflculty white eating.

On 1/8/14 at 7.10 PM, the adminlstrator was
informed of an immediate Jeopardy situatlon in
the area of patient safety related to lack of
supervision of residents with known swallowing
Issues. The facility's action plan included the
following:

" 1. Resident #79: 100% of all care staff has
been In-serviced with respect to the
nutrition-related component of the 1/8/2014
current care plan. Resident #79 Nutrition Care
Plan was updated to includé interventions
summarized balow;

a. Report to nuise any signs and

1 symptoms of chewing and/or swallowing or other

problems consuming meals, included but not
tmited to:
i. Choking
li. Coughing during eating or drinking
iit. Nose dripping
iv. Eyes tearing while eating
v. Pocketing of food
vi, Excessive drooling
vil. Eafs less than 50% of meal (and)
b. Resident #79 will be supervised during
all meals.
2. Resident #79: An inspection of resident
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1. Resident #79 has not choked on any of hj
meals he has consumed. He continues to eaf
in the dining room with oversight. Resident’s
care plan has been updated to support his
diagnosis of Barrett’s Esophagus. Resident #
114 was discharged from the facility on
10/3/13.

743

[=5

2. As noted in the 2567, the facility submitte
a plan to abate the immediate jeopardy which
in pertinent part stated: a whole house audit
was conducted on 1/9/14 to identify other
residents at risk as resident #79. This audit
was completed by utilizing the CMS 802
document, a list of resident with mechanically
altered diet and identified list of resident with
like diagnoses,. Facility policy disallows
residents’ use of any form of heat pack as a
treatment modality.
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mechanically alterad diet.
¢, Identifled list of residents with like
diagnoses,

5, A tota) of three residents were identified
with similar risks of choking/swallowing.

6. The care plan of each of those three
residents Identified with tho same risk as
Resident #79 was reviewed oh 1/9/14,

7. The care plans for those 3 identified
residents were amended on 1/9/14 to ensure
indlvidualized Interventions were included.

8. All care staff on 1/9/14 will be inserviced,
prior to their shift on the Care Plan(s) of those
three residents identified th #5 above,

8. The three identified residents (as well as
Resident #79} will be supervisedfmonitored
during each meal fo ensure that the Care Plan
relatad to their swallowlng risk is being followed.

10. Individuals assighed to monitot these
residents (i.e, Restorative Aide and/or CNA)
during their meals will complete a Meal
Monitoring Tool designed to capture evidence of
compliance with the residents’ Care Plan.

11. The tool(s) will be turned into the Director
of Nurging {or her desighee} each day for review
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room was conducted at 7:30 PM on 1/8/14, fo
ensure that no food items were present in the
room, The resident affirmed there were no food 3, Nursing staff were in-serviced by the
ftems present in the room. Director of Nursing or his/her designee on of
3. Resident #79: Diat was downgraded on before 02/03/14 regardin the im irtance of
1/9/14 to pures, pending furthet assessment{s). o B g. g ) P
Patient expresses agreement With the utlllZlng care directives as a gulde on care
downgrade. Resident #79 is on thin liquids. needs for each resident, including the need farr
1/9}?4? \“]fgo"ifhoutie aUd':dwa? cin?L:CtEd on supervision with eating. Residents requiring
0 [aentity other reslaents al risk as . . .
Resident #79. This audit was completed by supervision with mea]_s will be monitored byJa
utifizing the: restorative C.N.A/designee. Staff were also
a. CM$S-802. educated on the facility policy that disallows
P b. ldentified list of residents with use of any form of heat pack for resident use

4, The Director of Nursing or his/her
designee will randomly observe/audit
residents who required supervision with meals
to ensure supervision is provided.

5. The Director of Nursing or his/her
designee will report the results of the audits 4t
the monthly Performance lmprovement
meeting, The report will include any
problems and/or trends noted. Repotting will
occur for no less than three months or until
substantial compliance has been achieved.
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and action if necessary.

12. The Director of Nursing will summarize
the resuits of the Meal Monitoring Tools each
month at the facility's Performance Improvement
Committes. )

The action plan was accepted on 1/8/14 at 3.10
PM, and based on verifiad implementation of the
plan, the immediate jeopardy was abated on
1/9/14 at 6:30 PM. However, deficlent practice
remained at a scope and severity of D.

2. Review of the medical record for resident #114
revealed s/he was admitted to the facllity on
10/3/13 with diagnoses that included
nontraumatic compariment syndrome of the right
lower extremity. Review of the admission MDS
assessment dated 10/10/13 showed the resident
was cognitively intact, ambulated under
supervision with the assistance of a walker,
required fimited assistance with most ADLs, and
had almost constant paln that limited day to day
activities. Review of the physical tharapy plan of
treatment dated 10/3/13 showed the resident
received therapy five times a week for difficutty
walking and muscle weakness. The following
congerns werg identified:

a. Review of a PT [physical therapist] Daily
Treatment Note dated 10/15/13, timed at 3:41
PM, showed "Therapist saw the patient walking In
the hall by him/herself without higfher walker, s/he
sald s/he heated up a gel pack in the microwave,
she was just on his/her way back fo his/her room.
[Resident] agreed to therapy, was complaining of
belng hot and needed a drink. Therapist thought if
the [resident] is getting more steady on hisfher
feet, sfhe should trial a SPC [single point canel.
[Resident] was only able to go ~15'
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[approximately 15 feet] with CGA [contact guard
asslst], had the [resident] sit down because s/he
was too unsteady. EDUCATION: Instructed the
patient to use his/her walker if s/he is by
him/herself, [Resident] then performed the Tinetti
Balance Assessment, scored 22/28 which put
him/her in the moderate risk for fails category.
[Resident] performed the assessment without an
assistive device, This intervention is medically
necessary In order to determine the [resident] fall
tisk." No evidence of a safety assassment for the
gel pack, or resident education on hot pad safety
was found in the record.

b. Review of a non-pressure skin condition
racord dated 10/22/13 revealed the resident hac
four blisters on hisfher rignt ankle. Review of the
facility's investigation report dated 10/22/13
revealed the resident had heated a gel pack in a
microwave, and applied it to hisfher right ankle.
The investigation repert did ot show where the
resident obtained the gel pack, infarmation about
who authorized the hot gel pack as an effective
freatment modality, or whether the resident
and/for staff had received instructions regarding
safe usage.

¢. Interview with the DON on 1/9/14 at 430
PM reveated the facility had been unaware the
resident was using the gel pack, and the facility
usually did not use gel packs due to the potential
for injury. The DON stated the therapist should
have reported the resident was using the gel pack
s0 staff could have removed it or provided
instructions on safe use, The DON was not aware
of the gel pack being part of therapy treatment or
a doctor's order, and assumed the resldent had
brought the gel pack from home.

d. Interview with the rehabllitation director on
1/10/14 at 9:40 AM revealed the facility had, at
one time, used gel packs, but only for cold
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therapy. She said the facility no longer used gel
packs. The rehabilitaticn diractor further
confirmed no assessment for the safety of the
resicdent while using the gel pack was macde, and
no resident education on gel pack usage and
safety was parformed,

F 363 | 483.35(c} MENUS MEET RES NEEDS/PRER IN F a3
85=D | ADVANCE/FOLLOWED

Menus must meet the nutritional needs of
residents in accordance with the recommended
dietary allowances of the Food and Nutrition
Board of the National Research Councll, National
Academy of Sciences; be prapared in advance,
and be followed,

This REQUIREMENT s not met as evidenced
by:

Based on observation, resldent and staff
interview, and review of facility menu
spreadsheets the facility falled to ensure the
planned amount of food was served during 1 of 2
meal observations in the main dining room, The
findings were:

OCbservation of the evening meal on 1/6/14 at
4:45 PM showed the meat alternative was
chicken tenders. Review of meal tray cards
showed 23 residents recelved the meat
afternative for a regular portioned diet in the main
dining room and were served 1 chicken tander,
Interviews with residents #71, #75 and #84
revedled when chicken tenders were served they
only received 1 piace but they would have liked 2
pieces. [nterview with the CDM on 1/6/14 at 5:25
PM revealed she wasn't sure why residents were
anly served 1 chicken tender. The CDM further
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1. All dietary staff was in-serviced on or
before 02/05/14 by the registered dietitian of
designee on the following: Ensure menu
spreadsheets are followed/served correctly for
all diets and textures.

2. All residents with a PO diet have the
potential to be affected by the deficient
practice.

3._ All dietary staff will be in-serviced on or
before 02/05/14 by the registered dietitian of
designee on the following: Ensure menu

spreadsheets are followed/served correctly 1J
all diets and textures.

4. The Dietary Manager or his/her designee
will randomly audit meals to ensure
therapeutic menu spreadsheets are followed
and residents are served the correct diet.
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STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procurs food from sources approved or
considered satisfaciory by Federal, State or local
authorities; and

{2) Store, prepars, distributa and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Basad on observafion and staff interview the
facility falled to ensure fixed food contact
equipment, and ready to eat foods were
maintained in a sanitary condition, The findings
ware:

1. Initial kitchen cbservation with the CDM on
1/8/14 at 2:30 PM revealed the foliowing
eguipment was identified as requlring additional
cleaning:

a. Two out of 3 ovens in the kitchen had black
burned-on food on the back, sldes and doors that
was crumbling and flaking on the floor of the
oven.

1. During the survey, the ovens, juice
machine, including underneath, the mixer,
mixer attachment and underneath the mixer
and slicer were all deep cleaned and sanitized.
The 12 pack of hot dog buns were thrown ont
and the surrounding area by the bread rack,
including the prep-table & areas surrounding
the microwave were cleaned & sanitized. In
addition, the cheese identified as moldy was
tossed immediately. The Dietary Manger and
Regional Dietitian made rounds in the kitche
around 2:50 to ensure there were no other
outdated, spoiled and/or expired foods,

1

On 1/6/14 there were additional rodent trapg
set throughout the kitchen by Director of
Maintenance,

The cleaning schedule was revised to include
the following: 1) clean juice machine,
including underneath in am and pm, 2) deep
cleaning of the ovens were added to the
weekly deep cleaning schedule, 3) clean

mixer inr-lnrﬁng underneath surfaces after
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serving size as 2 oz (ounces). Review of the .
facllity's menus titlad 2nd dated, "FallWinter monthly Performance Improvement meeting,
2013, Menu #11, week 2 day 9" showed the The report will include any problems and/of
resident was supposed to recelve "2 chicken trends noted. Reporting will occur for no lgss
tanders sach". At 5:30 PM the CDM sonfirmed than three months or until substantial
residents were supposed (o receive 2 pieces of compliance has been achieved
chicken tenders as a meat alternative,
F 371 | 483,35(i) FOOD PROCURE F 371 Al
' F371
SS=E Q\M '

FORM CMS-2867(02-00) Pravious Versions Obsolete

Event |D:1GPZ11

Faollly [ WY0013

If conlinuation sheet Page 46 of 56




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 02/25/2014

FORM APPROVED
CENTERS FOR MEDICARE & MERICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENGIES {X1y PROVICER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
G
635049 B, WING c1/1042014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE \?\
4041 SOUTH POPLAR STREET
I.IFE CARE CENTER OF CASPER
CASPER, WY 82601 (ﬁgﬁ\
4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRQPRIATE BATE
DEFIGIENGY)
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b. The automatic juice dispenser had a
build-up of & red and orange substance that was
sticky to touch underneath where Juice was
dispensed into a cup.

. The standing electric mixer was encrusted
with a thick white substance on the underneath
surface where the mixer attachments were
attached. There was a sign located on the top of
the mixer that instructed, "Clean after every use",

d. The electric meat slicer had a bulld up of
food and grime on the silcer blade and gulde,
which the CDM easily removed with a gloved
hand. The CDM then verifiad the slicer should be
cleaned after each use,

&, According to Feod Code 2013, U.S, Public
Health Service: 4-601,11 Equipment,
Food-Contact Surfaces, Non-food Contact
Surfaces, And Utenslls. {A) EQUIPMENT
FOOD-CONTACT SURFACES AND UTENSILS
shall be ¢lean to sight and touch.

2. Initial kitchen observation with the CDM on
1/6/14 at 2:30 PM further revealed a 12-pack of
hot dog buns contalning 7 buns located on the
bread storage rack, ready to eal. There was a
silver-dollar-sized area where the plastic wrapper
covering and the bread baneath had been
gnawed. There were also several rodent
droppings on & food preparation counter located
to the |eft slde of the bread rack, and under a
microwave oven. According ta Food Codes 2013,
U.8. Public Health Service: 3-307.11 FOOD shall
be protected from contamination that may result
from a factor or source not specifled under
sUbparts 3-301-3-308,

3. Initial kitchen observation with the CDM on
116714 at 2:30 PM ravealed a block of white
cheese with a hand written use hy date of 1/8/14

and blade after each use.

2. All residents with a PO diet have the
potential to be affected by the deficient
practice.

3. The Dietary Manager or her designee will
in-service dietary staff on or before 02/05/14
which included the following: Cleaning
schedule revisions, proper procedures on hgw
to deep clean stoves, ovens, mixer and slicdr,
how to report any suspected rodent droppinigs
and/or observed sign of potential rodents. In
addition, the in-service will cover proper fgod
storage and foods safety.

4. The Dietary Manager or her designee will
complete random audits to ensure kitchen
equipment is clean/sanitized, there is no

evidence of rodents, and there is no outdatgd,
expired or spoiled foods.

FORM CMS-2567(02-80) Previoua Veralons Obsolete

Event I 1GPZ 11

Fegilly [0 WY0013

If gontinuation sheot Page 47 of 56



A PEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/25/2014

- FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AN PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
535049 B. WING 01110/2014

NAME OF PROVIDER OR SUFPLIER

LIFE CARE CENTER OF CASPER

STREET ADDRESS, CITY, STATE, ZIP CODE,
4041 SOUTH POPLAR STREET Cﬁ %\\N
CASPER, WY 82801 -’g\

The facility must provide routine and emergency
drugs and biologicals o its residents, or obtain
them under an agreement describad in
§483.75(h) of this part, The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the genera!
supervision of a llcensad nurse.

A facility must pravide pharmaceutical services
(Including procedures that assure the accurate
acqulring, receiving, dispensing, and
administering of all drugs and biologicals) fo mest
the neads of each resident.

The facility must employ or abtain the services of
a licensed pharmacist who provides consultation
oh all aspects of the provisioh of pharmacy
serviceg In the facllity.
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371 ] Continued From page 47 F 371| 5. The Dietary Manager or his/her designee
written on the plastic wrap covering the chaese, will report the results of the audits at the
There was a hickel-sized halry greenisn-black monthly Performance Improvement meeting.
area on ohe corner of the cheese, visible through h i1l includ bl p
the clear plastic wrapper, The CDM identified the ¢ report will include any problems and/of
cheese as mozzarella and Indicated it had been trends noted. Reporting will occur for no lgss
used during lunch that day, According to Food than three months or until substantial
Code 2013, U.S. Public Heaith Service: 3-701.11 compliance has been achieved
Discarding or Recondltioning Unsafe,
Adulterated, or Contaminated Food, (A) AFOOD F 425
that is unsafe, ADULTERATED, or not honestly 2"‘#"‘"
presented as specified under 301-101.11 shall be 1. The facili dure f dicati
discarded or reconditioned according to an - The facility procedure for medication
approved procedurs. administration was changed from a block
F 425 | 483.60(a) (b} PHARMACEUTICAL SVC - F 425| medication administration time to a scheduled
§8=F | ACCURATE PROCEDURES, RPH medication administration time

2. All resident’s block time for medication
administration was changed to a scheduled
medication administration time

3. Nursing staff were in-serviced by the
Director of Nursing or his/her designee on or
before 1/28/14 regarding the change from 3
block medication administration time to a
scheduled medication adminjstration time

4, The Director of Nursing or his/her
designee will randomly audit that the
procedure for scheduled medication
administration time is being followed

FORM CMS-2687{02-99) Previous Verslons Otsolate Event ID:IGPZ11

Facility ID; WY 0013 if continuation sheet Page 48 of 58




PRINTED: 02/25/2014
FORMAPPROVED
ONMB NO. 0938-0391

‘ DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES (K1) PFROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (X3) BATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
: c
535049 B WING 01/10/2014

NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER QF CASPER

STREET ADDRESS, CITY, STATE, ZIP CODE
4041 SOUTH POPLAR STREET
CASPER, WY 82801

@\/b\ﬁ\\k

by:
Based on medical racord review, staff interview
and review of the facility's policles and
procedures, the facllity falled to ensure
procedures were put in place for accurate
administration of medications for 20 of 22 sample
residents (#6, #8, #11, #17, #:34, #35, #37, #41,
#48, #49, #64, #69, #77, #76, #83, #04, 706, #77,
#108, #109), The findings were:

Revilew of the January 2014 medication
administration record {MAR) for residents #6, #8,
1, 17, #34, 435, 437, #41, #48, #40, #64, #69,
H#77, #79, #83, #94, #06, #97, #105, #109 showed
the medications were allowed up to a four hour
window to be glven. The following concerns wera
identifled:

a. The times the madications were given by
the nursing staff were not decumentsd on the
MARs,

b. Review of medications ordered to be given
3 times daily showed there could potentially be
only 1-2 hours betwesn doses. The allowable
time ranges for the medications wera 8-11 AM, 1-
5 PM and 7-10 PM.

¢. Further, medications ordered to be given
twice dally showed the routine timas were hoted
to be 8-11 AM and 1-5 PM or 7-10 PM,

d. Examples of madications to be given ch an
empty stomach or with meals were also timed to
be given within blocks of time rather than timed
hased on the meal schedulgs.

An interview with the pharmacist on 1/8/14 at
12:50 PM revealed block times for medication
administration allowad the nurses flexibility. In
addition, she stated the conventional scheduling

for administration sets the nurses up for failure

the monthly Performance Improvement
meeting. The report will include any
problems and/or trends noted. Reporting wi
occur for no less than three months or until
substantial compliance has been achieved
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F 425 | Continued From page 48 F 425 5. The Director of Nursing or his/her
This REQUIREMENT is not met as evidenced designee will report the results of the audits|at
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LIFE CARE CENTER OF CASPER

F 425! Continued From page 49 F 425

due to the number of residents that require their
medications at the same time. Tha block times
also allowed for emergencies and therapy.

An interview with LPN #2 on 1/8/14 at 12:65 PM
revealed the block tmes were established in the
rehabllitation unit to more closely mimic the
residents' schedules for home use. Further, she
revealad the nursing staff did not have time to
write the times on the MAR to show when the
medication was actually given.

An interview with the medical director on 1/10/14
at 10 AM revealed he was not aware of how long
the facility had used block times for medication
administration. Further, he acknowledged thers
could potentially be problems associated with
giving the same medication doses too close
togather since the times the medications were
glven was not documented. In addition,
medications that were time specific, for example
medications that needed to be given on an empty

stomach or given with meais, should not be timed
with & 3 hour window. F 44] 3[\0’!‘-'

Review of the policles and procedures for 1. Resident # 83 experienced no negative
medication administration last revised on 2/09 outcomes as a result of improper peri-care
showed medications to be given twice a day were
to be timed at 9 AM and 5 PM. Medications
ordered to be given 3 times daily were to be timed . ) ;
at9 AM, 1 PM and § PM. In addition, the policy care were identified & monitored to ensure
showed: "Certain groups of medications reguire proper peri-care was performed

special time schedules to obtain optimum
effectivenass, either to maintain an even blood
lavel at all times or to avold adverse interactions
with other medications or food."

F 441 | 483.65 INFECTION GONTROL, PREVENT F 441
ss=0 | SPREAD, LINENS

2. Residents requiring assistance with peri-
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{3) Maintains a record of incidents and corrective
actions related to infactions.

(b} Preventing Spread of Infection

{1) When the Infectlon Control Program
determines that a resident needs Isolation to
prevent the spread of infectlan, the facility must
[sclate the resident.

{2) The facility must prohlbit employees with a
communicable disease or infectad skin leslons
from direst contact with residents or their food, If
direct contact will transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice,

(e) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection,

the monthly Performance Improvement
meeting. The report will include any
problems and/or trends noted. Reporting w
occur for no less than three months or untit
substantial compliance has been achieved
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F 441 | Continved From page 50 F 441) 3. Nursing staff were in-serviced by the
The faciii t establish and malntal Director of Nursing or his/her designee on dr
e facility must establish and maintain an . .
Infection Control Program designed to provide a before 2/3/14 regarding proper peri-care
safe, sanitary and comfortable environment and procedures
to help prevent the development and transmisslon ) , ,
of disease and infaction. 4, The Director of Nursing or his/her
designee will conduct random audits of
(a) Infec‘:?ion Control Pr(_)gram residents requiring assistance with peri-care/to
The facility must establish an Infection Control N .
Program under which tt - ensure proper peri-care procedures are being
{1} Investigates, controls, and prevents infections followed
in the facility; ) . .
(2) Decides what procedures, such as Isolation, 5. The Director of Nursing or his/her
should be applied to an individual resident; and designee will report the results of the audits|at

—
—_—
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Continued From page 51

This REQUIREMENT s not met as avidenced
by

Based on observation, staff Interview and current
standards for Infection tontrol, the facility failed to
ensure standard precautions were followed for 1
of 3 sample residents (#83) ohserved for
incontinent/perineal care, The findings werea:

Review of the medical record showad resident
#83 was admitted to the facility on 5/27/08 with
diagnoses Inciuding hemlplegiafhemiparesis,
Review of the MDS quarterly assessment dated
11412713 showed the resident was moderately
cognitively Impaired and required extensive
assistance with ADLs including toilsting. The
MDS assessment further showed the resident
had limited range of motion in bilateral upper and
lower extremities and had frequant bowel
incontinence. Review of the CAA dated 3/1/13
Indicated the resident's care plan for assistance
with ADLs should continue, Review of the care
plan updated 11/2/13 showed the resident
required extensive to total assistange with all
ADLs related to limited range of motion, and
residual effects from a CVA (cerebrovascular
accident or stroke). Interventions included staff
providing all ADL care, and support to ensure
daily needs were met. The following concerns
were identified:

2. Observatlon of incontinence care with CNA
#2 and CNAM4 on 1/7/14 at 1:486 PM revealed the
tesident was incontinent of stool. CNA#2 did not
assemble supplies prior to cleaning stesl from the
resident. Tha CNA's gloves were visibly soiled
with brown stool and she was observed to open
drawers on the bedside table with the sciled
gleves, The CNA reached into a clean centainer
of disposable wipes located In the second drawer
4 times while cleaning the stool from the

F 441
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F 441 | Continued From page 62 F 441
resident's peri-rectal area and buttocks. The
drawer a&lso contained several visible personal
items: pictures, a hairbrush, and a clear plastic
cup, which were Iocated in front of the plastic
container of wipes. The CNA continued to wear
the gloves, soiled with stool, and walked to a
lotion dispenser located on the wall and
dispensed lolion into her gloved hands and
applied the lotion o the resident's bulttocks. The
CNA then stated, I forgot to change my glaves.”
b. Interview with the DON on 1/10/14 at 11:15 F 469 . 4
AM revsaled she expected staff to change soiled 2" ‘”II
gloves appropriately when providing incontinence 1.The mouse droppings were cleaned up
carg. Accarding 1o, "The Lcr;g Term Care Gulde immediately during the survey on 01/07/14.
for Infection Centro!” copyright 2008, "Gloves N(_) Other_ e'\fldence Ofm_ouse_ dmpp,mgs or
serve an Imporfant purpose in infection mice activity has been identified since the
control...and are worn to provide a bairier against survey.
pathogens and prevent contamination...gloves
sholld be worn in all situations where you may During the survey, the ovens, juice machine
come in contact with blood or body fluids including underneath, the mixer, mixer
{providing incontinence care)...gloves should be ttachment and und ’ h th » p
changed when contaminated and between soilad attachment and underneath the mixer an
and clean areas”. In addition, current standards slicer were all deep cleaned and sanitized. The
of practice from the Centers for Disaase Control 12 pack of hot dog buns were thrown out anf]
(C thqu) dated May 2011, ';Standartg Prefr?uttionsl the surrounding area by the bread rack,
are the minimum prevention practices that apply . . ) .
to all patient care...2, use of personal protective including the prep-table & arcas surrounding
equipment [gloves] should ke wom when there Is the microwave were cleaned & sanitized. In
contact with blood anc/or body fluids,..4, safe addition, the cheese identified as moldy was
handling of soiled material, items sofled with tossed immediately. The Dietary Manger angt
blood andfor bodly fluids should be disposed of Regional dietitian made rounds in the kitchep
immediately after use in the appropriate g
container...” around 2:50 to ensure there were no other
F 469 | 483.70(h)(4) MAINTAINS EFFECTIVE PEST F 469| outdated, spoiled and/or expired foods
$8=D | CONTROL PROGRAM
i The facility must maintain an effeciive pest
|
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F 468 | Continued From page 653 F 489| 2. Any resident who dines in the facility might
control program so that the facility is free of pests have been at risk.

and rodants.
3. The Director of Maintenance notified the
facility’s Pest Control vendor on 01/30/14

This REQUIREMENT is not met as evidenced about the findings. The vendor provides a
by: . monthly pest control service. The vendor
Based on obsetvation and staff Interview the conducted a site visit and inspected the entire
facility faiied to maintain an effective pest contro! facility (inside and outside) on 1/30/14. No

rogram. The findings were:
Preg g other evidence of a problem was identified ih

initial kitchen observation with the CDM on 1/6/14 their inspection.

at 2;30 PM revealed a 12-pack of hotdog buns

located onh the bread storage ragk. There was a In addition, the Director of Maintenance
silver-dollar-sized area where the plastic wrapper conducted an all staff in-service on or before

covering and Into the bread heneath had been

ghawed, There was also several rodent 01/28/14 advising staff of the protocol to

dropplngs on a foad preparation counter located immediately notify their supervisor and/or the
to the left side of the bread rack, and underneath Director of Maintenance if the discover moyse
a microwave oven, No traps were observed on droppings and/or mouse activity.

floors under preparation areas ot dry storage
areas. Intervlew with the CDM revealed she had
heen aware of mice Ih the kitchen prior to leaving L . ,
for vacation around 12/20/13 but thought the audit this facility for any signs of mouse
jssle was resolved, The CDM verified staff were droppings or mouse activity

supposed to inform the maintenhance director
when thay identified an issue and the
maintenance director was responsible for pest
control,

4. The Director of Maintenance will randomly

Interview with the maintanance director on 1/9/14
at 11:30 AM revealed he was responsible for
providing pest control for the facility, Staff
informed him if they saw mice or thers was any
evidence of mice. He was notified by kitchen staff
ptior to Christmas that mice had been seen in the
kltchen and traps were set. Interview further
revealed he was unabls to recall if any mice were
caught at that time, He also indicated that a pest
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F 469 | Continued From page 54 F 469 5, The Director of Maintenance or histher
Egc‘fg?’[;rog‘ep;gysﬂﬁg% I??ng?gi\%mor;ggyéf th designee will report the results of the audits|at
, 68 e _
gervices the company provided to the facility. The the m,omhly Performa",c © _lmpmvement
maintenance director verified copies of bills were meeting. The report will include any
retained but logs documenting actual services problems and/or trends noted. Reporting will
perifotrn[’leddby the past control company ware not occur for no less than three months or until
maintalned. . ; :
substantial compliance has been achieved
F 520 | 483.75(0)(1) QAA F 520 P
$9=D | COMMITTEE-MEMBERS/MEET F 520 el
QUARTERLY/PLANS
1.No specific residents were identified with
A facility must maintain a quality assessment and respect to unresolved grievances and resident
assurance committee consisting of the director of #83’s pain has been addressed.
nurlsling sefvices; a physician designated by the
faciliy; and at least 3 other members of the Specific, identifiable residents who had
facility's staff. expressed concerns with the linen and/or the
The quality assessment and assurance lack of attentiveness of CNAs to resident’s
committee meets at least quaiterly to identify needs were polled on or by 02/05/14 by the
issues with raspect to which quality assessment Executive Director or his/her designee.
and assurance activitias are necessary, and
develops and mplemgnta appro prlat@ P Ian_s of On 2/4/14 a pain assessment was completed
actlon to correct identified quality deficiencies. ) )
by the unit manager for resident #83 to
A State or the Secretary may not reguire determine the acceptable level of pain and tp
disclosure of the records of such commiltiee determine what factors exacerbated the pain.
except insofar as such disclosure is related to the Based on the pain assessment completed on
compliance of such committee with the his date. resident #83’ table level of
requirements of this section. this date, residen 8 acceptable fevel ot
pain was a 3. As of 2/2/14 resident #83’s pgin
Good faith attempts by the committes to ldentify level has been af or below his acceptable leyel
and correct quality deficiencies will not be used as of pain.
a basis for sanctions.
This REQUIREMENT s not met as evidenced
by:
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F 520 | Continued From page 65 F §20| 2. All resident’s had the potential to be

Based on staff interview, review of the CMS 25567
{Centers for Medicare and Medicald) Statement
of Deficlencies, and review of facility documents,
the facility failed to ensure the quality assurance
and performance improvement program (QAPI),
known in the facility as the Perfermance
Improvemant Committee was effective in
identifying pertinent Issues, and developing ahd
Implementing appropriate interventions to resolve
thosg issues, and in establishing a program that
enabled sustained compliance with previously
identified issues. The findings were;

1. Review of the facility's Performance

| Improvement Committee program showed the

facility Tailed to identify, resolve, and/or maintain
compliance with the following pertinent Issues:

a. lssues with the facllity's grievance
resolution measures were cited during the
previous two surveys in Ootober of 2011 and
November of 2012, A plan of correction was
developad and monitored through the facillty's
Performance improvement Commities, but the
facility was unable to sustain compliance. Issues
related o grievance resolution were again clted
during the current survey (F244).

b. Issues with the facility's Implementation of
pain managesment measures for residents with
identified pain were cited during the previous fwo
surveys In October of 2011 and November of
2012, A plan of correction was developed and
monitored through the fasiiity’s Performance
Improvement Committee, but the facllity was
unable to sustain compliance. Issues related to
paln rmanagement were again cited, at a scope
and severity of "G" during the current survey
(F309}.

affected.

3. The facility meets monthly for

resulting Plans of Correction will bs

compliance. A Regional/Divisional
member will attend the PI Committe

4. The Performance Improvement

modified as needed and upon

for additional oversight.

Performance Improvement (QA) with
Executive Director, Director of Nursing,
Medical Ditector and Department Heads in
attendance. Recent survey results and

reviewed at this meeting for on-going

meeting x90 days for additional oversight

Committee meets monthly, Plans are

recommendation of the Performance
Improvement Committee. This monitoting
of each area cited will be done per the
PQCs addressed above in this document. A
Regional/Divisional Staff member will
atiend the P1 Committee meeting x90 days

Staff
e
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