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F 174 | 483.10(k) TELEPHONE F174

86=8 This Plan of Correction is submitted a8
The tasitient has the right to have reasonable requited under Fedoral and State
acoess to the use of a telephone where calls can regulations and statucs applwlable to
be made without belng overheard, {ong term care providers. This plan of
s EaIHEME ‘ correction does not constitute an
Zl;ia REQUIREMENT is hot met &is evidenced admission of ligbility on the g art ];)f the
e . . facility, and such Hability is hereby
Based on obsérvations and resident and staff , . OB
interviews, the faclilty failed te provide private specifically denied. The subxmssmnﬂ of
phohie gigoess for resident uze. The oensus &t the the plan does not constitute agr?mnent
tirfie of the survey was 112, The findings were: by the facility that the surveyor's
1, Confidentia interview with 12 residents findings or conclusions are aooutate, &%
)| \de & r DI , "
fovealod the residents were unaware they should that the scope ‘;f chalfiltg of deficiencies
be able to lavé brivate phione cotversations. cited is correctly appliec.
Each resitent aesutiied that piivate phone _ .
a00eSs Was ohly available if using a personal The facility will ensure that resideiits

phone (which residents said was caet prohibitive

have reasonable ac 0 UsE G
for mast). Residants wers a1so awara of phone ceess to uge of

access at sither the riurses' station of across from telephone.

the lce cream parlor, but neither location provided 1 Residents rights to phone privacy will

privacy. be reviewsd at Resident Council )

n. Observation on 2/3/08 at 10:23 AM showed a monthly for 3 months and then quarterly.

elsphione far resident use looated on the wall in AD tfo monitor. )

an dlcovi goross from the jow creamm parlor, A /3/3;, by
chalr, sltusited direotly below the telephone, y

provided seating during conversations, The
following concerns with this arrangemeant were
identifiec:

a, The tob of the telephang megsured 54
inches froth the fivor, and thie phone numbers on
the box could rict be seen by residents In -
wheelchairs. \

b. The chsit blocked residents In wheelchairs
forh using the phone. During the obsarvation,
rosident #32 asked an unldentified staff member
to dial & phone number, A few minutes later, the
resldent stated ¢/he was uneble to read the

FORADOF& Z1ﬁ%?r's ORFRO Ews'uﬁ%hapﬂes'enmﬂve's SIGNATURE TTLE ' ' 7 00 DATE
\ . rd / 3 9/55..4

R‘n?da'ﬁofendy atatameht ending with an aatetlsk (%) denctes a deficionoy which the Ingtitution imay be axcused from corracling providln(lt ia Aeterminad that
other safeguards provide suffislent prolestion o the patients. (See Instructions.) Excapl for nursing homes, the findings stated above are disclosable 80 days
following the date of suivey whathet or not & plan of caregolion i previded, Far nursihg homes, the abave findings and plans of corrsation are disclosable 14
days.r;ollow%g 1theni ldale thase documents are made available to the fasliity, If deficienclas are ciod, an approved plan of corre%llcn is requisite ‘o continued
program afticlpatlon. - : . " / . . ,
e e T 008 p A g LU Cilrg 20 s & L5

] §-2687(02- vious Verst /. : i .
B il VOE., B e 1 LR
chre it 5‘)’““ ﬂ/ém‘ %ﬁ ,3/ e L LR
K fetty pibor ' N/ 051

' it et g




LEFAMA

PM“\NU FLVIMIN S CRViIWED

Ro 17, 20057 2: 4] PMINW IWivier i~ NU, B§ /. TN, 3WPROVED
— CEN RS UKW %l;uu e & VEDICAINSERVICES . . P OMB_ m.,agsﬂgo,ae_n_ .
STATEMENT OF DEFICIENGIES (X1) PROVID.  LUBPLIER/GLIA (X2) MULTIFLE CONSTRUG, (X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILOING COMPLETED
53649 B. WING - 020312008

NAME bF PROVIDER OR SUPPLIER

LIFE CARE CENTER UK CASPER

STREET ADDRESS, CITY, STATE, ZIP GODE
4041 SOUTH POPLAR §TREET
CASPER, WY 82601

"SUMMARY STATEMENT OF DEFICIENCIES

4y Ib . : cil D PROVIDER'S PLAN OF CORREGTION . %)
‘PREFIX (EACH DEFICIENOY MUST, BE PRECEEDED RY FULL PREFIX (EACH CORRECTIVE ACTION BHOULDBE =~ | COMPLETICN
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- DEFICIERCY) 1
F 174 | Continued From peige 1 F 174|283 The facility is iixthe process of
nUMbErs or reach the phong indapsndently. obtaining a neW phohe syétex"gs w&tch
: : il include a privacy phoiis in the
3, Oh 2/5/05 at B:48 AM #n unldentified resident ;’Z‘un ecas welf; twg Eoteuegs photies
agked a Staff mistmbar if he/she could make a g oo takcen to residertt rooris.
phone call. The staff rhetmber took the resitdent to which can be taxen 1o fesid e and bid
the nurssg' station sind placed the call. The : The capitalization paperwork and bid - -
resident then condudted the gonvarsation in the has been accepted and the system wxlll bo
pre‘é'e"t}de- of staff who werg atbt]‘he nurses' sta;\i,on. implemented by 6/1/05, Inthe ifttetim,
At no tite wae the resident alble to have a private  1ete will he assisted to an office
convetagtion. On 2/3/06 at 1102 PM a llcensed the residents "‘ga‘be e b 1 tho phON
précticd] riurss (LPN, employss %#58) stated the - for privacy and the p 1 1o pAoH
facllity did not have & cordlesa phiong. The LPN nook will be lowered to astondrhodate
further stated the phone ususlly used by residents regidents. BD to monitor. .
was at the nurges’ station, and it was diffioult to 5 .
get residents thars for calls from relatives or Resident Couneil mirytes will be -’;/—-’f 43
friende: reviewed by QA Comrnittes for resident
_ 5 o satisfaction. '
F 272 | 483.20(b) RESIDENT ASSESSMENT F272

85=B

A facility must miake a comprehensive
assessmant of a reésident's néeds, using the RAI
specified by the State. Ths assessment must
inciude &t 1sast the following:

Identification and damograpiiic Biormation;
Customary routing;

Cagnitiva patierns;

Cememunication!

Vislon;

Mood &nd beRavior patterns; -

L
Psychosooial well-belhg;

Physical furietioning and strugtural probleims;

3/21/05

Fari
The facility will ensure thét edeh
resident will have a cofifitchensive
agsessmetit cormpleted.

3o
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F 272 | Continued From page 2 F272
Cofitihenoe,

Disease diagnhusis and haalth conditions;
Déntal and nutriticnsl status,

Skiw aonditions;

Activity pursult,

Medicatioris

Special tradtirients and prosedures;

Diséharge potential; |
Bovurhefitation of summiary infurmation regarding
the additionsl assagsment performed through the
resigent ssgessmet protocols; end

Discumsritation of partolpation h dssessiment,

This REGUIREMENT is not et as evidenced
by:
Based on observation, etaff interview, and
madioal record réview, the fagility failed to ensure
oormpréhansive ssgassments ware cornplated for
3 (#3, #16, #40) of 23 sdimple wsidents who
required the asséssments in avarlety of areas. In
addition, thiree (#76, #78, #98)sampla residsnts
had Incormplete assessments, The findings were:
|

1. Ravigw of tid 12/16/04 admlssion Minimum
Data Set (MDS) asspssment showed resident
#16 was admitted with diaghpses which included
urinary tract Inféstion, status post (S/P) bowel
resection, S/P plisurnoniy, petipheral vasoular
diseasa, diabstes, depression, ahd /P open

Resident #16 will have additional
nssesgmetits in the areas of
cofmunication, psychivsooial wellbeing
antd dehydration/fluid maintenance and
will identify canges dnd contributing,
factors for the above aréds,

FORM CM8-2567 (02-99) Previous Verslong Obsolele
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F 272 | Cofitirued Fromn page 3 Fa72

redudtion/internal fixation of & hip tractura,
tnterview with the resident on 2/1/04 revealed
his/her speach was slightly siurred and difficult to
understand, Qbservation during the interview
revealsd the résident wore a baot on the right foot
and had dlfficulty maving the right Jeg, Review of
the MDS assessrherit showed the resident
required additional gssgssments In the areas of
sommunigation, psychogosial well-being, and
tehydration/fiuld maintsnancs, That assessment
information wae identified In Section V &8 located
In each Resldent Assessment Protocol (RAP)
fhodule. Howegver, review of the RAP modules
revesiléd the faollity falléd to identify the causes
and contributiny factors which Impacted the
individuel greas of cormmunication, psychosottal
well-being, snd dehydration, Tha facllity simply
repaéfed fadis Uth as the regident's diagnosts,
thedications, consurnption of insufficlent flulds,
gnd diffioulty faking self undérstood. The effect
of the recent surgeries, infections, decreased
fobility, depression, and digbetes on the resident
wére not addrasesd. -

2. Reviéw of flie 5721/04 annuaj MDS
assesshent showed resident #3 triggarad for use
of antianxiety, antidepressant, and hypnotic (all
psychotropic) medicatiots, Ascorting to Section
V of that MDS, the assessmant Information was
in the Resident Assessmeft Pratocol (RAF)
sumimary, Review of the RAR |nformation
révesled the names of the medications ths
resident wag taking and the statement that efhe
was "véry anxlous," A comprahengive
assessrhent which identified why the psychotropic
medications were used was not completad, On
213105 at 9:15 AM # registered nurse, employee
#566, corfitrhad further inforfation was not
avallable,

Resident #3 no longer in the facility.

FORM CM3-2567{02-88) Previoud Verslons Obsolsts Everi ID: X05G11
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"SUMMARY STATEFENT OF PEFICIENCIES

(%d) ID L F DEFIC . D PROVIDER'S PLAN OF CORRECTIQN. )
FREFIX {EAOH DEFICIENDY MUST BE PREGEEDED BY FULL PRERIX {EACH CORRECTIVE ACTION SHOULD BE, BOMPLETION
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DEFICIENCY)
F 2721 Contifiueq Fror page 4 F272
3, Révisw &f thie 1076703 admission MDS
assesemerit showed resident #40 was admitted
with diggnoses which includsd hypertension,
rata) Ihsutfislency, cardiovasoular accident and F272

depraksion. At the time of admission, the resident
wais completely continent of bowel, Réview of the
anhhual MDS dated 10/8/04 revsaled the resident
was ostasionally Insontinent of bowel (once a
weak), A bowsl function svalyation completad on
B9/25/04 did not atddrass the cawsative or
contributing factors for the deciing in the
tasident's bowel continence.

4. Review of the significafit chiange MDS
assessmeit for resldent $#76 with a reference
gssgasitient date of 5/20/04 revealed thers wes
rio date o gignature documented In section R2 a
and b. Interview with the MDS toordinator on
2/3/05 8t 10:10 AM revealed this seotion should
have been signed and dated.

Acvording to the Canters. for Medicare and
Mudlcsld Services (CMS) Resident Assessment
|hatiurment (RAI) manual, version 2/0 revised
B/03, pages 3-211 afid 212 insttuct that the MDS
aggessment must be signed and dated in
sactions R2 a and b,

5, Revigw of thy 12/23/04 inilial MDS assessment
for resident #78 revealed sectigh R2b
documented all assessmenis were camipleted by
12/23/04, and R2a was signed by the MDS
coordinator. Review futther revealed section AA S
had the following areas signed and dated as
beitig completed on 12/24/04 (1 day after the
MDS catrdinator documented all agaessiments
were coripleted): : -

Section A! ldantification and Background

Inforrnation, |

Resident #40 is no longer in the facility,

Regident #76's section R2a&b will be
dated and signed.

Resident #78

MDS Coordinator diid hitardigﬂip}iﬁﬁry
teamn will be re—inserviged on propet
coding snd timely sighttig of MDS.

3% Yo
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SUMMARY STATEVENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

D ¥
F(égg& {EAGH DEFICIENCY MUST BE PREGEEDED BY FULL PR|EF1X {EACH CORREGTIVE ACTION SHOULD BE oouPLTIoN
TAG REGULATORY OR L.SG IDENTIFYING INFORMATION) TAG CROSB-REFEREggg% ITE?I g%E APPROPRIATE PATZ
F 272 | Cohtinued From pédge § F 272
Sédtidn B: Cognitive Pattérns,
Section £: gﬂoo% and iFh?i;m;\a?v“:ra Piatte'rns. Review with MDS Coordiniator and
Section F: Peychosocial Wall-Bsing, RS ; ]
o, 550100 G Dishirge Potentsl snd Overal gl;: ;‘fg’fl":n];‘;{ygg:};lg’ Zfrswn 20,
tatus, an ’
| Sictioh R: Assessiiient Information. 2ssessments,
According to ths CMS RA! matiugl, version
2.0 revised 'afgs, pdaig'a 3-242, the RN
Assesstierit Coordinator must hot sign and afteat 5 mi! _ S .
to completion of the assessment until all other I::Mﬁ:;f fg .9.' ._Thzm \P oy ?ﬁi
assessors have finished their portiors of the care plan decision docymentation will be
MDS, ' completed and signed, This will iriclude
* where the information telated to the
B, Réeview ﬁgf the 1/1 3!%5 Intlal RN? sufmmary for RAP assessmetit can be found under
regidaht #09 réviedled doournentation for the : - PRI
foeation amd date of RAP assessments was ;gcat:on of RAP esscusment cofutin and
blank, the are plaming decision documentation if 2 new care plan is negeseary, under thie
wag missing, and there were ho signatures on the care planning declsion coluinns,
foreh. - f ) 1og
’ Aucorglng t;: the CMS RA| manusl, version 300 i gelenlT it 9%4%2(%’%3 '
.0 revised 8/03, page 3-238 siaff must Indicate gy - oyt T ]
whefe Information related to the RAP assessment W%"Wr szﬁ -/
can be found under the locationof RAP e ¥ Le, ; (] LA
Assigsmeiit Docurmentation solumn, It further M ,/Mf /M,,%/,;Wﬁcﬂ Iy
instructs that for each thiggsrzd RAP, whather or g T, )
hot a nsw are plan is necessary must be %W f‘% &g d ﬁ ‘
docurfigtited utidér the care planning decision ; e - .
colutnn, Firelly, the RA| manusl nstriicts the RAP e ? ﬂ/’/’/ ' Z;/" 7
Sumfnary must be signed atVB1 and VB2, LwiceZ Mo aeiidpeced” s 4
Rare 483.20(9) - (h) RESIDENT ASSESSMENT Far| e M4y /zﬂzf
58= R ) s 5
The assessment must acourately reflect the é&%@up ‘ »/ﬂ/"ﬁ/é"’/ prgn LE /‘
resident's status. imdon Getslbe TG -

A reflstared nurse must conduct or coordinate
each asgsegsment with the appropriate
participation of health professlonals.

FORM CM3-2367(02-08) Provious Versions Otisolate Event |D; XO5G11
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A 1D T SUMMARY STATEVENT OF DEFIGIENCIES

_ 0 PROVIDER'S PLAN OF CORREGTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFI% (EAOH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
S PEFICIENGY)
F 278 | Cofitinuéd From [séige 6 F278

A regigtéted nurse must sign and certify that the
agsessment is cotnipleted,

Eziofi individugl wiio siimpletes & portion of the
dgsausmant must sigh and cerdify the accuracy of
that portion of the assessient,

Under Medicere and Madicait, an individual who
willfully and knowingly=-

Ceartifiss a fhaterlal and false skstementina
résident assassmert 1$ sublért td a civll monay
penalty of nbt thore than $1,000 for eath
aSyEsEmEnt; or ‘ '

Causes another ndividual to certify a material
and false stalertent in a resident assessment is
subject to a oivil thotisy penalty or net more than
5,000 for exch agsassment,

Clinleal giFagresiiient does rot constituts a
irigteral and false staternant.

This REQUIREMENT i3 not friet & evidenced
by:

Based ofi observation, madicdl record review,
and staff interview, the facility fzfled to ensure
each résident's agsessiment was accurate and
coiriplete for B (#3, #7, #23, #30, #38, #67, #99,
%104, #112) of 23 sarmple residents, The findings
were:

1, Reviaw of the 3/6/04 adhisslon Minimum Data
Sit (MDS) agsessmert ravealed rasident #7 wae
codad as having ne limitatione In ROM, On the
B/4/04 MDS asssssimens the resident was coded
as having limitations on one side with partial loss
of voluritary movement in the harid. On the
11/26/04 assessmant, the resldent was coded as
having fifnited ROM on both sidas with full loss of
voluntary movement in the neck, arms, hand, and
sthar; additionally, the resident was coded as

All residents will have their assessmeiits
and care plans reviewed and wjsdsted,
They will be reviewed in stanidaids of
care meeting motithly. Any trends will
be reviewed by QA and changed made
as needed, :

3721105

‘Resideﬂts #7,23, 30, 36,67, 99, 104,
! fmd 112, assessments that were
incorrectly coded will be modified to
show the corzect information,
3721/05 ?/.9 V" 5

Residettt #7: Seection G will b thedified
to reflect correct coditig for ROM.

ﬁ/u"ym"

FORM CMS-2567{02-99) Previous Versions Obsalate Evenl ID: XO5G11
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F 278! Contihued From pade 7 F278

havifig full loss of volutitary riovement with
litmited ROM ofi both sldes of the |ég and foot.
During ain Intefviaw with the tirectar of nureing
(DON), the adminigtrator, the torporate nurss
cohsultarit, and the current MOS coordinator an
215105 at 446 PN, é4ch stated these were coding
effors. The DON $tated she iricorrectly coded the
resident &% Having no limitations jn ROM on the
3/5/04 gesassient. Each of the four employess
stated the resident exhibitéd fo change In ROM
status sihte admission, Interviaw with the
resident on 2/3/05 at 8:30 AM eorifirmed no
chiande ih ROM. Durlng &n intsrview ot 2/3/05 at
12:55 PM, the physical theraplel isthted he
ra-gvalugted the resident on 2/3/06 and found rio
detlines In ROM sincé aditieslon,

2. Off 2/1/08 &t 7:40 AW, observatien shiowed
certifietl nurse alde (CNA) #24 loosély fastenat a
seat belt aroufd rasident #23, who was seated on
4 porninel sushiidn in a wheelshair, When asked
to unfasten e seat belt gt 1,15 PM that day, the
resident dttempted fo open Iit, then shook his/her
head "na". Reviaw of the 8/22/04 significant
changé and 1/19/08 quaftsrly MDS assessments
ravealed the resident was not coded as having
rastraiits not as using & seat belt for a positioning
devits, Durlhg an interview on 2/2/05 at 4:20, the
DON stated the reeldént wore the seat belt for a
poeitioning device, Interview with the MDS
voordingtor oh 2/2/05 at 5,00 PM fovedled she
h&d not coded the resident forelthsr a restralnt or
a positisning device, She confifhed the
mig-¢oding on 2/3/05 at 12:45 PM.

3. Actoftling to the 11/1/04 quarterly MDS
agsdssment, resident #3 recelved antlanxtety,
gntidepressant, and antigsychotls medications
dally during the s&ven days preceding the

12 boeoa f&'y‘{{f}/j’f/rﬂjﬁ’.‘( 4

tete L /ﬁf//(‘ Tt

Resident #23, Sectioh P4E. Staff has
been inserviced on the propiéer
application of a positioning device to
assist resident it positioning, Residetit
is unable to position self and is extensive
asaist of 2 to transfer, Resident does not
attibulate,

Ll

S AP
a2 s e .. Z/

ot & Gt oz

;’Z’ﬁaw

Resident #3 no longer is in facility.

Shofos

(7 realirigd F /07?.,4#@4‘-'5521
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aggestment. Ihterview with a reglsterad nurse
(RN, erfiployée # 66) on 2/3/05 &t 8:16 AM
révealed she was unaware of any recent
dhtipgychetic and antidnxisty msdications; ghe
thought they wars disoontinuad durtng the
suriimér, interview with the MDS cosrdinator on
213106 &t 12:45 PM reveslad she reviewed the old
thedical régord! &tid confiimed the aritipsychotic
ahd antianxiety medications were discontinued.
Sha fufther stated the coding was an error,

#, Réviéw of the 2/27/04 annugl MDS
ashessment sthowed resident #3D had limited
ROM ol ong &ide with full loss of volutitary
moveihent in the arm and hand. In addition, the
resident was cotled as having limited ROM on
oh side with partlal lose of vplutitary movement
In the &g and foot. According o thie 11/17/04
quaiterly MDS assegsiment, the resident had
declined and had limited ROM oh one side with
partial loge of voluntary movaiment in "other"
{spine). (ntatview with the MDB soordingtor oh
2/3/06 at 12:45 PM revealed "stfier was coded
incorrectly on the 11/17/04 &ssessment,

5. Revigw of the 9/27/04 significent ehiangs MDS
assesyient showsd residsnt #36 was coded as
havifg limited ROM and partial Inss of voluntary
movernént in the hack, Cotfiperison of that
assassmant Wil the prévisus B/7/04 significant
chahge and cuttent 1/7/05 quarterly dssessments
revealéd the regldent was coded with limited
ROM on both sidas and partial loss of voluntary
movemerit in the arin, Interview with the MDS
eoordlnator on 2/3/06 at 12:45 revesled the
limitat ROM in the neck was codad incorrectly.

8. Revigw of the quarierly MDS pgsessment
dated 1/8/05 révealed resident #87 réceived an

Resident #30 - MDS modified to reflect
current 1ével of ROM and will be
réflected in careplans.

ik

Resident #36 ~ MDIS modified to refleot
currettt level of ROM and will be

reflected in caréplans,
hyhs
gident #%' Section O &U of MDS ‘
%ﬁfll ’cz modified and will be teflected in

FORM CM83-2567(02-80) Pravidus Versions Obsolate Evant ID; XO5G11
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antipsyciotic, ah antidepressant anhd a diuretic
during the 7 déy look back period, Review of the
physicisn's order shest dited 10/27/04 revealed
"Disgontinue all theds [medicstivns]. Comfort
measures onily", The ortier shiset was signed
10r28/04 and corfirted via fax from the
physiclan's office, The only medizétion the
résldeit racaivéd from that tine weis Marphine
Sulfaté (paii médication). RN #80 was
iRterviewed &n 2/1/05 at 2:00 PM. When shiown
thy 1/8/05 MDS, the émployee stated, "That's a
rriisteke,”

7. Révigw of the migdical record for resident # 99 Reﬁid;ht #9, sectioh EA-5 will be

. Révi Thistioal re dén ified to 1 S hehavinke o
révesled he/she Wa admitted with diaghoses e e o0 Refiect both befmviots afd .
including Alzhelmer's Dissags and dementia, ‘ © care pian, 9/51/0 )
Reéview of the intardisciplinaty treatiment (IDT) 3/21/05

notes dated 1/41/06 at 3:30 PM revealed the
resident was aggrassive. IDT notes dated 1/3/05
&t 9:45 PW revealed the residght was wandering
and had ahgry outbursts. Review of the 1/13/05
initial MDS assessment revegled the resident had
o bekaviors, Inferview with the MDS coordinater
of 2/3/05 at 10:10 AM conifirmed tighaviors
shouid heve baeh coded on the MDS

assassment,

8. 'RéYi%dej"tl}:‘a rﬁe‘dicg! reccér‘tl ftql: gasident #104 Resident #104 — Section P.4E will be
revealéd-He/she was admitted with disgnoses modified to reflect proper codir
including convulsions and Algheimer's Dementla, ¢ proper coding for

Obeervation oh 2/2/05 frorm 3:30 PM to 6 PM and rostratut.
Ot 2/3/05 frofh 8 AM to 11 AM revesled the 3/#/05’
résident had & lap buddy restralit (& cushion

attached to the wheeglchair té pravent the resident
from risitig) in place, Review of the physiclan's
orders dated ©/12/04 revealgd an order for & lap
buddy, Review &f the signifiant changs MDS
assessrmisiits dated 9/27/04 and 10/19/04

FORM CMS-2887(02-98) Pravisus Varéishs Obsolele Bvant [D: XO3G11 Faolity Iy WY0013 If continuation shas( Page 1d of 28
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wilh'thé WMD$ cubtdiriator ob 2/3/05 &t 10:10 AM
confitiried restraifts sfiould htive been codet on
e MDS assEssment. ,
9. Revigw of fie medicyl recard for regident #112 Resident #112 — MDS will be thodified
revédlad hefshe was adrmittet with disgnoses in S¢etion P.4E to reflect use of restraint,
inéluding Alzfisimer's Disg&se, dstentia with :
beRaviers, Brd petsonalily disorder, Obeervétion :;/g ,/b 57
oh 2/2/05 from 3;30'PM to 8 PMand on 2/3/05 1
from 8 AMfo 11 AM revealed the résident had a
I&ip buddy T‘ééfdfﬂiﬁt ih-P‘ﬁC’% R?‘Vf@t‘;ﬂ gg the Completetiess and accuracy will be
physician's orders revesled & ldp buddy was o sh atar g
ordéred or 4/30/04. Review of tfie significant mof’_l.t"fedquggh fﬁag‘_i”d’% of °§‘“§
chahge MDS assessment dated 8/0/04, and two meeting. I rends will be reviewed by
duarerly MDS assassthants dated 11/2/04 and QA Committee and changes made as
1124106 revesled the resident had ho restrainte. nesded.
Interview with the MDS cootdinator on 2/3/05 at 3/21/038
10:10 AM coiifirtnied restraints should have been
stided on the MDS #sesssmant,
F 281 | 483.20(k)(3)()) RESIDENT ASSESSMENT F 281
584D {
The services providad or arrarged by the facility
must ihesét profassional slandards of quality, 281
This REQUIREMENT is notrnet as evidenced 1,2,3: This facility will ehsure that the
by ' facility tegts profossional standards,
Based on observation, staff ivterview, and revisw All nurses will be inserviced ot the
of policies -S']ﬁ'd procaduras, the faci}lty fallad to importance of toeidng the med cart and
assUre Metlicatlon storage met professionsl ; +aan 19 secure and out of
staritatds of practice, One of three medication onsuring m“’:‘ém-aﬁm 18 secure
carts in the rvialh dining. rom was left unlocked reach of residents.
with medigdtions available to residents, In .
addifion, one treatmant cart was left unlotked, DON, ADON to fihitor.
The findlrigs were; /a /o ¥
1, Obsetvation of & metlication gass on 1/31/06 at
512 PM showsd a réglstered nurse (RN,

FORM CM$-2567(02-08) Ptavious Versione Obsoldte

Evant 1D: XO5G11
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e nursss station. Licensed steff were not

efriployes #60) left the fiedioation vart uhlocked
and administérad madications to resident #80,
who wiis segted in the malh dining roorm. While
this BN a8ministered the medications, her back
wab to the rhadication cart for one minut, Ih
addition to ledving thie oart uniocked, the RN feft
bottles of Mapap 500 milligréns thg) and
Caloium with Vitamin D 5600/200 mg on top,
Furthermore, the RN &drrinistered medications to
othir résidents at 8:14 PM, 6:16 PM, 5:18 PM,
524 PM, and 5:26 PM; each fime the carnt was
out of sight of the nurse and left unlocked with
feglcations on top. The cart remained
oohtihiuously uriocked with mediestions within
teach of regidonts ih the dinifg rsotmh from 512
PM te 5:30 PM. ,

|
2. On 211106 &t 10:05 AM observation showed the
treatmight cart on Unit 2 was Jeft uniocked while at

alwdys at tha degk and the caff contained multiple
dreartis and olitirisits (madlcations) and hand
sanltizérs which wers labgled "For external use
only.” Irtérview with RN#57 oh 2/1/05 at 1.60 PM
ravealed the tradtinent ¢ant was usually uniocked
wheti stored 4t the hurses' station,

3, Révigw of the Tasility's undéted polioy and
prosedury, Medication Storaga & Secutlty In the
Facilify, shiowead "Medisation rooms, carts, and
rmadication supplies are logkad or attendad by
patsons with authorized access.” Interview with
the director of nursing on 2/2/05 &t 5:40 PM
révealed her expectation was that the caris be
kept locked, Oh 2/3/05 4t 800 AM the corporate
nurse sonsultént confittivad that locking the carts
was a stdiidard of practice, According to the 2004
3rd edition of "Nursing Intarvéfitions & Clinical
Skills" by Elkin, Perry, and Potier, the medication

Tnservice 1:1 all licensed nurses regard
med oart secyrity sitid proper, storage of
medicationjﬁad ¥ neods 4o be in
direct line of vision if wilocked,

Yoo |

Nurses will be in serviced on t.héne‘:ed 10
lock treatient chrts whien not in Wse .

DON and ADON will ¢heck treatﬁfgpt

and med carts daily on romqs. N}xfses

will be in setviced or diseiplined if an

unlocked treatment and/ot med catt 18

found, Trends will be reviswed by ‘thg_

QA Cormittee and addressed ag needed,

3/21/05 Yon)os
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cart should be kept locked whsnh inot in use.
318 | 483.26()(2) QUALITY OF CARE F aqg| F218
$S=E _
Based on the comprehensive asséssment of a The facility will ensure that & resident
réSidérllt. }he faoility m?‘et erlfaura that a resident with limited range of motion receives
with & lihlted range of motlon repeives appropriate tredffiteiit and setvice
Bppfopriate treatmenit aid setvices to Incresse PPIop thitent and setvices to

range of motion and/er to prevent further
decrsase in range of rotlon,

;I;his REQUIREMENT is not mst ag evidenced
y: ;

Based of observation, staff ibterview, medicsl

record tevigw, ahd review of policies and
procsdures, the facllity falled {6 avsure etaf
provided restorative services 4§ ordered for five
of flve ssifmple residants (47, #36, #74, 478, ¥17)
ahd ons hon-sample resident g#s'i) who were on
restorative progiams. In addition, restorative
services for thres sample regidents (#25, #30,
'#408 weére disoontinugd withauk éh order, The
findings were; ;

1. Review of thie ahnual 8/22/04 and quartetly
12/3/04 Minimurn Data Set (MDS) assessments
revealed residsnt 74 had functional Iimitation in

range of ristion on bioth sides With partial foss of -

voluntary movement in the afm, shoulder and
elbow, inthe leg, hip snd knee, and 1n the foot,
arkle aind toes. Review further revesled the
residenit had imitation in oha hand Including the
wrist @nd fingers with partial logs of voluntary
moveitient, Réview of the 8/22/04
Rehgbifitation/Restorative Trahsfer Form
revealed thi regident had restorative tharapy
ordered five times per wesk, The rastorative
program included heat packs {0 both shoulders

increase range of motion and/or to
prevent further deorease on range of
motion.

The Restorative Program has been
evaluated and the following chafiges
implemented; |

1) A new Restorative Nutse has been
hired anid will be oriénted in-house
and in the Cheyetins Life Care
facility.

2) Restorative Aides will be
evalustad and trained in-House and
in the Cheyerine Life Cate fucility.

3) A new Rehab Therapist has been
appoitited ay the referral thetapist
and attends meetlfigs to assess
residents and recomthend changes,

4) If RNA's are needed to work on
the floor in an emergency, the
Restorative Nurse will make
alternate arrangenients to meet the
resident’s restorative noeds.

FORM CMS-2867(02-89) Proviguy Vetelons Obsolate
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for 16 mihuteg prior to treatmént, upper exiremity
exercisds, and passive rangé of motlon to both
Upper extrenities in all plvits, Review of the
restorative flow shesty and notes ravealed the
fesident did not receive restorative therapy as
drdared during the mohths of Septermbar,
October, November, &nd December 2004 and
January 2005. Thee foliowing concerms were
identified: ,

a. O 9/26/04 the reason dosumented for not
providing restorétlve therapy was due to a heavy
casé lody,

b, In Ottober, 2004, the resident did not
recelva rastirative gs ortsred on 10/8/04,
10/21/04, and 10/22/04 bacause the restorative
nuige-aidi (RNA) was "pulled to the floor" to
wotk, On 10/28/04 the restorgtive notes
docurierted therapy was not done dug to & heavy
cads logd, _ ' _

o, In Novainbér, 2004, restorative therapy
Wwas hot provided on 11/1, 11714, 1117, and
14/30 betauge thé restorative nurse aida (RNA)
wits eltfier reasglynid to other non-restorative
duties oF the case load wais (oo heavy,

d. I Détermbyar, 2004, the rasident did not
recalve rastorative therapy ot 1212, 12/8, 1213,
12115, 12130, and 12/31 becausi the RNA was
reassigned to non-festorative duties or hecause
of a héavy case load,

8. In Janudry, 2005, restorative therapy was
not provided on 1117, 1/24, and 1/31 hacause of a
hetivy cage load or becduse the RNA was
reassigtied to non-restorative duties,

2. Obgervation on 2/1/05 at 8:10 AM showed
regidsnt #7 required extensive sssistance of staff
to be repositioned Iin bed, During the obsétvition
the residant was able o fiiove his/her head, the
firgt two fingars and thurmb of the left hand, and

lower extremity exeroises will be
done as a grovp to allow staff to
better utilize tifhe and to ificrease
the benefits of the program by
providing a soclal sétting,

New forms have been
implemented to better track the
restorative program and to provide
aocuirate information for MDS
coding.’

Caseload wis evaluated and
adjustthients made actording to
resident naeds,

Staff CNA’s will be ingerviced on
maintenance therapy after referral
from Restorative Nursing,

6)

7

8)

9) All residents will be evaluated to l

1:1 progratn or group progath Be
—their ability-to-participate-in-the-g
3/21/08

g ut»w[/’/
(lf e, ikt
,zu&f// e

O

B,
Py & . 4
ensure they are appropriate for either a é //‘37

2 i o A
&é-%ﬁzMZfM Ak’ 2
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the left aim, Review of the 3/1/04
Rehabilitation/Restorative Tranalar Forms
showed rastorative steff were to perforrn lower
extrémmity axarcises five to six times per week and
upper extreriity exercless six times a week,
Howaver, review of the dosumentation in the
restorative slow sheet from July 2004 through
January 2005 showad &taff never pefformed the
axaroises five to gix fimes per wask a8 ordered,
The nuthber of tirias per waak staff performed
the exarcises varisd from ong to a maximum of
four, with an average of three, Further review of
the docuinértation revealed rultiple instances
where the profjram was not done due to a heavy
c&ise load or the RNA was rédssigned to
non-restorafive duties. Ifiterview with the
restorative nurse on 2/3/08 &t 8:28 AM revéaled
the restotative dsoumentation was ascurate, The
nurse also confirvad no othar JRformation was
avallable, !

3. Revigw of the 11/2/04 restoralive progress
notes showed the ubpaér extrefhity exercise
progiam for résident #38 ws to be done three
times per weegk. Fuither revigw of the notes
showed ambulation and "NuStep" were added
four times a weelk on 11/28/04, Revisw of the
Destinber, 2004, and January, 2005, restorative
documentatioh showed the regldent was not
offéréd ambulation and "NuBtep” four times s
week. In addition, the docurnentation showed
staff did not offer upper extremity exarcises to the
resident three times a week during during
Datofiiber, 2004, and Janudry, 2005, as the RNA
wa$ pullad to the floor four times during each
trorth. Interview with the restorative nurse on
2/3/05 af 8:28 AM revealed the restoralive
dooumentation wae acourate,

Faie

F318

Residents #7, 36, 74, 76, 77, and 91 will
be evaluated as to restotative nesds and
program impletented and monitored by
the Restorative Nurse for compliahce,

i

o

Resident #7 was evaluated by thetapy
and restorative and is in & program. Her
upper and lower extrémity function has
remained the same since adwmissiof.
Care plan reflects the updated restorative
plan. Residents #30 and #25 order
obtained from thetapy and physician to
discontinue restorative setvices,

3/21/05 ¥
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4. Revisw of the medical record Tor resident #76
révealed hefshe was gdmilted with disnoses
in¢luding verabral vascular accident (stroke) with
hemiplégia (paralysls), abnormal galt, muscle
weskness, and history of hip fracturs in 2/04,
Raview of the significant change MDS
segessihent (uhdgted) completed sometime i
5104 and the quartsrly MDS asssssments dated
11/17/04 and 1/27/05 fevealgd hé/she had
limitatioi if range of motion In the right arm,
hand, ahd leg with partial logs of voluntary
ifiovernent, Review of the 10/18/04
Refabllitatiofn/Restorétive Transfer Forth
revealad the resident had restorative therapy
ordéied three timés par waek, THe rastorative
prog i Insluded ambutaticn with & fromt wheeled
walker, knse-extenslons, end sit to stand
exerdiges, Raview of tha restordtive flow sheels
and hotes revealed the rasident did not recelve
festorative therapy as orderad dluring the months
of October, Novernber, and December, 2004, &nd
January, 2008, bectuse the cass load was t00
hagvy of the RNA was reageigned to
non~réstorative duties.

8, Reviéw of the 10/7/04 annual MDS
assassment and the quarterly 12/26/04 MDS
askegsment for resident #77 revealed he/she had
limited ROM In crie arin with partial loss of
voluntary fovemenit, Review of the 10/27/04
Rehabllitation/Restorative Trensfer Form
reveaigd the resident had restorative therapy
ordered three timies per weak, The restorative
prograrh included balance (standing) exercises,
hegt pEoks th the left elbow and upper extremity
exerblses, Revisw of the resttrative transfer form
datsd 14/15/04 revealed restorative therdpy was
incretsed to Tour timet per week and included
ambudation with & front whegled walkér and
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Continuéd From page 16

"NUStEp" exercises to bith lower extremities,
Review of the restorative flow shéets and notes
revealid the résident did not raceive réstorative
thérapy &s drdered during the moriths of October,
Novetbdr, and Dacember, 2004, and January,
2005, because the RNA wes pulled to the floor or
thé ¢aise load was tod haavy. _

6. Review of the 7/21/04 restorative progress
fotes showed staff wére o provide non-sample
residerit #91 with upper extremily exarcises six
tifies a week. Futth&r réview showet NuStap,
level 3, for 15 Hilfutes and Armbulatist with a front
whséled walkér was adted six times per week on
7/29/04, Review of the restorative doturigntation
showdd staff did riot offer the program six times
pér week during Sgpitsimber, Ottober, November,
and Dacembeér, 2004, and Januaty, 2005. Many
of the docuthented raasohs for fivt providing the
prograrh were "hedivy case load," "working the
Tloor," &nd "dus to a meeting."” Intarview with the
restorative hufsé oft 2/3/05 at 8:28 AM revaaled
the restorafive docurnertation was ascuryte,

7, Réview of the restorative notes and orders
shaiwed the resfBrative programs for the following
residents were diseshtinued without orders:

a. Review of the 6/4/04 restorative notes
showed résident #30 was fo receive NuStep,
balance, and uppsr extremity exercises two times
& wéek, Further review showsd a note dated
10/5/04 whilch doturnented the resident only
paiticipated twice during the menth and would be
evalugtéd for distontinuing the program. No
further Inforthétion was available. Interview with
the restordlive nurss on 2/2/04 at 5:20 PM
révealed restorative must go through therapy
before discortinuing a resident from the program.
The nufse further stated resident #30 was not

F318

7-A&B:

New Restorative Nurse lias been
inserviced on the appropriate
discontinting procedure and will
monitor the process for accuracy.

3/3{/03 )
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discussed or evaluated by therapy prior to
discontinuing the program. Interview with the
director of nursing (DON) on 2/3/06 at 8:25 AM
confirmed the lack of a physician's order o
discontinug the program.

b. Review of the resterative notes daled
B/4/05 showed resident #25 was to recsive
passive range of motion exergises four to five
times per week. There was no further
doecumentation untll "BC [discontinue] restorative
program" was written on 10/12/04. However,
according to the January, 2005, physiclans's
ordars, the resident was to receive restorative
gxercises as previously described. On 2/3/05 at
8:25 AM the DON cenfirmed thg program was
discontinued without an orgder, and no further
Infermation was available.

¢. Review of the resterative nursing notes
dated 6/4/04 for resident #40 indicated staff were
to offer restorative services threg times per week.
Raview of a progress note dated 10/20/04
revealed the resident was discontinued from the
restorative program on 10/20/04 after meeting
with occupational therapy (OT). Interview with the
restorative nurse on 2/3/05 at 8:45 AM revaaled
no meeting minutes existed between the two
programs (OT and Restarafive) and no physiglian
order existed documenting the decision to
discontinue restarative services. The restorative
nurse stated the decision to discontinug
restorative services was based upon the
resident's refusal to cooperate with the restorative
program.

8. According to the facllity's undated policy and
procedurs, Life Care Centers of America
Restorative Services, "Restorative nursing
selvices are provided seven (7) days per week."

F318| All residents who have reached their

restorative goals or have plateaned will
be reviewed at the monthly |
R_estorative/Rehab meeting prior to
dischatge and an order will he obtained
as appropriate.

3/21/05

Restorative programs will monitor

through Standards of Care Committee.

Any trends will be reviewed by QA

Comumittee and changes made as needed.
3/21/05

Resident #40 is no longer in the facility.

Ongoing advertising, hiring and
retention of staff is in effect to ensure

. g RNA’s will not be pulled to work the
floor. DON to monitor. QA Commitiee
will review trends and changes made as

Further review of the policy showed the gppropriate. | 9'4’//0,
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£330
88wp

Coritinued #rafh paige 16
restorative 218e "is a detisetsy Member of the

| aaivices" who "will riot p’él"fb’n‘h routing CRA
[Gartified viurse aida) aciivities duato shortage of

CNA& vidthin tha Tacillty without the Epproval of the
Ditisetsr o Nursing." Intarvisw with an RNA
(8ipityse #24) on 2/3/05 ! 1,056 PM revealed

the réstorative program was fraguently not

gibvidac whish they were shoft staffét, The RNA
instructisd by the DON. to leave the rastorative
Brogréfn ey work as 4 CNA,

48525000 QUALITY OF CARE

Edch rasidents drug ragimen must e fias from
untieEssEry dfugs. An uhnetBgssly drugis any
diug wheh used I excessive dyss (ieluding
duplicate tHErdpy); of fol excessiva duration; 6¢
without adequate mofitoting; or without adequate
Intfieatiotis for its use; of ik the presence of
dtiverse cohséquences which Indicate the dose
should-Ye feducad or discontinugd; or any
toribinations of thié regsons gbove,

Iﬁié REQUIREMENT 1§ niot rivgt a5 evidenced
by,

Baked on rosident and staff intsrviews, medical
record review, ang revigw of policias and
procetiues, the Tacility falled to agsure ohe of one
SHMPIS rasldEnts (#36) who raceived a hyphotic
(beychistiapie medlcation used for sleep) did not
reéceive it untiecasaatily. The findings were:

[nf&rviw on 2/2/05 #t 2245 PM revealat rasident
30 rédaived & "vieghing plii' so s/is could get"a
good hight's slaeh." Reviaw of the physiclan's
orars revasied B milligrarms (Mg) of Amblen (a
Hypnotic) weis ortErsd mightly on 9/13/04,

Fa1s

F 328

F329
The facility will chsure that the

nequities.

Resident #36;: The Ambien was de’d
and Trazadone was injtiated as

Pharmacist will review and report any

recomrhended by Consultant Pharthacist.

The Consultant Phatissist will be

insetviced on importance of completing

a thorough drug review and reporting
Irregularities to DON and physician,

ON will monitot for discrepancies,
rends will be identified by QA

3, .o%.h

ommittes afid changes made as fieeded.

vl
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F 320 | Continuet Frorm peige 19 F 320 }“B phartnzcist will fax the
Accitdiiit o the medication administration ‘.S]‘;?fﬁf‘"‘“es_ to the physician atid DON
racottls (MAR), it was given from that date Will tollow up to ensure physician
throulih 2/1/05. Revieéw of the entite mdical documentation for appropiidtencss is in
record fallkd to show phiysiclan documentation place.
gxplaining why ttie hypriotic medication was . 3/21/05
prescrised for micfe than shoft term use and why i A
altefhative methiods of slesp Intuction, a All residents on psych meds will be
decreaséd toes, or differant medicatiohs were evaluated through. standards of care.
het atternpted. 11 sddition, the facility failed to Trends will be reported by QA
Insomnia {e:g., deprassion, pain, noise, light, cottpleted as peeded
cafféing,) were eliminated, iitervisw with the . ,
direttor of nursing (DOKY, the assistant DON, and 3/21/05
the corpérats purse consultant on 2/3105 at 10:65
AM revedled the psy&hotropic medication was
missed Jn e standards of care corifatances.

They each corifirthiéd the lack of physitian
tJocurnentation which supported continued use of
the meticatioh of documented that the bengfils of
daily gongecutive use for over four months
cutweighéd the risks, According to the facility's
Lingated Psychotropic Divg Use Policy, hypnotics
"will be usad otily If other causes for insomnia
(depression, pain, nolse, light, ctiffeing,
incontinence) have been ruléd out..." and dally
use "will ot exesed 10 days..."
I 368 | 483,35(F(1)«(3) BIETARY SERVICES F 358
88=E s -
E&eh rasidant recelves gnd the facillty provides at This facility will ensure that residents
feast thiree mésls daily, et regular tifmes recerve meals at regular tirhies that will
corriparablé to normzl rrealtimes in the follow the 14~hout rule, |
community, - s .
There rijust be no riiste than 14 hours between a
substantial evening meal and breakfast the
followity dédy, except as provided below,
_ The faollity must offer shacks &t bedtithe daity. _
FORM CMS-2867(02-60) Previous Verélone Olisslate Evenl ID; XO5G11 Facllity 100 WYDQ13
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Bvening Méal and breéakfast the followiry day if a
resident group agréesto this meal spai, and a

! by«:

When & nourishilng shack I8 provided at bedtite,
Upte 16 hours may elapse batween a substantial

nourishing snack is setved,
This REQUIREMENT is not tet as evidenced

Based ofi réview of the posted meal tises and
staff Ifterviews, the ‘faciitty failed to assure staff
offéfed residents hourlshing shécks at bedtime
when meal tiras were schaeduled ity excess of 14
hours, At the time of the sutvey the census was
112, The findings waére;

Review of the postad meal fimes showeéd the
evenirg neal was schaduled to begin at 4:30 PM
and] breakfast was seheduled af 7:00 AM the next
morning, & time Japss of 14.5 hours, On 2/2/04 at
5:45 PM the adffitistrétor and directtr of nursing
corfirhed izdls were sérved &5 scheduled, In
gddition, the Sdministrattr stated the Kitthen
provided nourishing sriagks to esch unit, but she
was not sulé if the riursing staff offergd the
snatks td the residerits. Interview with the distary
suparvisor on 2/3/05 &t 1:12 PM revedled the
kitch@r sént nourishing $niatks 10 ¢ach unit every
gvéning and hursifig passat the smacks to the
residents. This was confirmed by the dietary
Kanager on 2/3/05 4t 4:20 PM. However,
inteiviews with three evériing certified nurse aides
(employees #17, #10, ¥28) or 2/3/05 4t 3:07 PM,
3:10 PM-and 3:12 P révealed they did not offer
snacks 1o all residents. Each CNA stéted she only
gave shacks {0 thoge residents who réequested
them,

The meal times will Ye changed to 6:45
and 4:45 to ensute that the 14-hour tithe
lapse is meet.

3/1/9.’) :

Designated diabetics, weight loss, or
special snacks will be delivered as
needed, Extia snacks will be availabje
on the floor for residents. DM and: I
ADM will monitor theal times to ensiire

the 14 hof;uple ismet,__ Tz mdlq il A
) A 3121705 A Py
e pptece 7, 05 LQ A (Q?-;M (s

(2.0
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facility falled to ptévide sanitary conditions for the

The facilty must store, prapars, Histibute, and
setve food under sanitéfy cotdifions.

This REQUIREMENT is net met as evidenced
by: '
Based on S¥aff iftarvisw and sbsetvation, the

storage of food and sating utenslls. The findings’
were;

1. Ot 1/31/06 at 2 PM during the initial tour of the
facility kitcheén, the bin containing clean eating
ufénsils for residents had an accumulation of dirt
and crufiibs at the Botiom. Further observation of
the bin on 2/3/05 at 8:55 AM revealed the same
armount of dirt antd crumbss sfill present, On 2/3/05
at 8:56 AW thé assistant suparvisor of the kitthen |
stétad that tha bins comtained clean sliverware for
usia in the dinfng room.

2. On 1/31/05 at 2:15 PM during the initial tour of
the WIK in réfrigerator, the following was
obiserved:

a. An Gpetiad box of vanilla Health Shakes
¢ontalning individual $2tvings of shakes did not
have & Usturerited thaw date, Clearly ptinted on
the box was "kelep frdzen 4t 0 degrees or below.”
Tach individual container stated it was to be used
within 14 days of thawirig. Ih atidition, observation
of the refrigérator on 2/3/05 at 9 AM revesled one
box of 75x4 1l 62 of choctlate Health Shakes, one
box of 75x4 fl oz of vantila Health Shakes ang
one box of 50x5 fl oz of vanilla Mealth Shakes,
None of the three boxes had a thaw date,

b. An opengd box containing Individual 8 fluid
ouhce containérs of Glussrng stated on eaich
cohtdingr "use by the date on end of contalner”.,

F371

The facility will ensure that food is
stored, separated and distributed under
sanitary conditions.

|

+ -~

The bins containing clean utensils were
cleaned and will be put on a routine
cleaning schedule. DM and ADM will
review weskly and trends will be
reported to QA Conumittee.

3/21/05

Shoo]

I
All outdated food was desiroyed the day

of the sutvey, Staff will be itserviced
on tl§e policy and procedure for
monitoring outdated food. DM and
ADM will monitor the walk-ix 2
times/week to ehsure all food dates riest
_th'e standatd. Staff will be insetviced on
anportance of dating health shakes ag
they are taken out of the freczer to

- e i - =
monitor fi cshncss#j _,/l}lﬁ,//éj ,,,aucM_..A

Qprgriaredlely

A

Aileuned ,ﬁ;jfsmfos BA Sy
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Confiriued Froit page 22
The date was 1Feb2004.

. One uriopenet] guzirt carton of buttermilk
listed "sell by 12/20." In addition, the carton had
bElloonsd outward.

d, Two 80 oz, cartons of ricofta cheese listed
an expliration daté of "13Jan08."

. A five pound jug of sour cream liste
"Jan24" ds the expiration déts,

£, The expiration d&te on all 3 four-quart
containars of coficeritrated orange juice was
"Dec13.” In addition, one of the containers was
lraking ditd orange juice concentrite covered the
bottom of the container and the shelf grate
beneath it.

. An openad Box of bolégha slices had hand
writfen on it "12/13/04 pulled {61 12/17/05 dinnes."

h. A covered tofitalniar of olives if julce had
writieh of the cotitainer "1/14/05."

Irtefview with the kitehan supatvisor on 2/3/06 at
8:60 AM reveslad that the date oh the top of the
contalngrs teprasbnted ths défs the ltem was
opened. Inaddlition, the supervisor stated the
shelf life of all opeiay food items was three days,

3. Observation of the dish msekive temperature
log for the mntfi of January, 2005, revealed the
wash and finsé tafhparatures for the dinner
dishes were 1ot lisied. Interview with the
employee who was washing dishes revealed thay

hé wag résponsible for posting the breakfast and

lunch teriparatuies, but he did not know who was
responsible for the dinner postifg. Interview with
the consultamt registerad digtitian on 2/3/05 at 2
PM rgvedled that fallure to post dinmer
temperatures wids "cleafly umaccaptable

acsdrding to facility policy.”

483.40(S)(1)&(2) PHYSICIAN SERVICES

F 371

F 387

qA]l dietary staff was inserviced ofi the
impottance of monitoring dish machine
temperatures and docutrenting. DM abd
ADM will monitor weekly and
document. Staff will be inserviced or
disciplined as needed. QA Committee
will review trends.

3/21/05

3/21/05
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The resident must be sgen By 4 physician af least
onte every 30 days for the first 90 days after . ‘ ~
admission, and at least once every 60 days Wl ti e, onilodcs
thereafter. s a4
Residetits #30, 65, 74, 75, and 76, will b

A physician visit is congigderad timaly If it ocours reviewed and physician appointinents
hot later thatt 10 days after the date the visit was | scheduled to epsure they meet the
reguired. requirements of 60 day visit. DON,
This REQUIREMENT is not met as evidenced scheduler, and MRS will monitor.,
Based on meadical record review and staff
int&tview, fhe fatllity falled to assure physician ‘
visits occurred at least every 60 days. Five (#30, Medieal Records will audit
#55, #74, #75, #76) of twerlty sample residents st plvsi -az - -Elfba:: it t:“?; hm; for -
did not recelve visits from their physiciars at 80 :ast piysiclan visiis, both outside an
déy Intervalg, The facility census was 112, The irside facility.
findings were:

_ Bach physician will be notified by letter
1. Review of the physidian's entrias In the whenli):hg visit is due 4
progress hotes showed & physician visited ' T '
resident#30 oh 8/4/04 and 12/2/04. Raview of the e e e
fiurging notes revealed an entry relstsd to a If a trend is identified of noncompliatice,
physicidin visit on ﬁmm. Trj{_ese physician vislits the QA Cortimiitee will notify our
wefe over 4 months apart. The director ¢f nursing Medical Director who will con :
(DON] reviewed the record on 2/2/05 at 5:16 PM individual‘ I siciar?sre ;Fﬂ'f: tat?t the
and confirthed there was no further infsimation o p Y gatdmg the
related to physiian visits, Irterview with the noticompliance.
ihedicd! records dirsctor on 2/3/05 4t 10:00 AM
revedled she had contécted the physician's office, Van Scheduler will be inserviced on
but they had no additional Inforrmation, On 2/3/05 importance of schieduling appointments
at 11:09 AM thé DON énd corporate nurse d hedul _ ki
consultant confirthed there were only three an resg sduling those appointrents
docurhentsd physitian visits frorm 3/26/04 to cancelled.
213/08,

) ‘ DON, ADON ED to monitor.
2. Review of the physiclan's progress notes
revealed (g last time a physician visited resident _;a/& 7/
#57 was 7/27/04 (over 5 months elapsed time). /o
FORM CMS-2567{02-88) Pravious Versions Obsolate Bvani tD: XO5@14 Facllity ID:  WY0013 If conlinuatiﬁn sheglt Page 24 of 28




B3/18/2805 @A9:32 3972348934
DEPARIMENIT Ok HEAL I H ANL HUMAN SERVICEDS

CENTERS FOR MEDICARE & MEDICAIL _SRVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTIQN IDENTIFICATION NUMBER;

LIFE GCARE CENTER

 PAGE  18/19
FORM APPROVED
__OMB NO, 0938-0391_

535049

(X2) MULTIPLE CONSTRUCTION
A, BUILDING

(X3) DATE SURVEY
COMPLETED

B. WING

D2/03/2008

NAME OF PROVIDER OR SUPPLIER
LIFE CARE CENTER OF CASPER

4041 SOUTH POPLAR STREET
CASPER, WY 82801

STREET ADDHESS, CITY, STATE. 2P CODR

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(BACH DEFICIENCY MUST BE PRECEEDED BY PULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S FLAN OF SORKECTION

1D (%) .
PREFIX {EACH CORREGTIVE ACTIGN SHOULD HE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

F 387

| progress rictes revedled the physictan visited on

Continued From page 24

The resident was séeh as an outpatient at the
16¢dl hospital on 10/18/04 for an xsrdy
examingtion. It was uncertaln if the resident was
geen by a physician et that time.

3, Reviéw of the medlcal record for resident #74
revealed he/shé was admitted with disgnoses
including séhile démentia and hypertsnsion,
Medical record review falled to reveal physician
visits occurred every 80 days, Physiclan's orders
and proyrass hotes revesled the physician visited
on '5/3/04 ghd on 1/28/05 (242 days later).
tnterview with tegistered nurse (RN) #80 on
2/3/05 &t 10:30 AM févealed there was no other
evidenite of physician visits.

4, Raview of the rmetdical record for residant #75
revealed Me/she was adiitted with diaghoses
including peptic ulcer disease, coronary aery
disessé, and-ehid Stage renal disesse, Medical
record réview Tailad & reveal physician visits
otturted every 60 days. Physiciat’s orders and

3/17104 and on 9/16/04 (182 days later). Interview
with RN #60 on 2/3/05 &t 10:30 AM revedled no
othier evidente of physician visits.

5. Revidw of thve imadisal record for resident #76
revedled he/she was atdmitted with diaghoses
ineluding Serebral vascular accidént (stroke) with
paralysis, muscle weskness, diabétes, and
hypertension. Medical record review falled to
revesl physiclat visits oeeurrad every 80 days.
Physician's orders and progress notes revealed
the physigian visitad on 3/15/04 and on 9/3/104
(171 days later), Interview with RN #80 on 2/3/05
at 10:30 AM révealed no other evidence of
physiclan visits,

F 387
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froifi the pharmacist oh the October, 2004,

The pharmacist must teport any Irrefularities to
the attendiniy physician and the director of
nursing.

This REQUIREMENT s ritt met as evidenced
by:

Based on medical record review, staff Intsrviews,
anid réview of réparted Irfeégularities, the facliity
failed to assure the pharmacist repsited an
irregulgtity for ot of oie samiplé residents (#36)
who recélved Hypnotic (sleeping) fedications.
The findings were:

[RtERviEw oh /205 &t 2:45 PM ravealed resitient
#36 recelved & "sigeping pill" so s/ive could get "a
good nighit's sleep." Review of the physiclan's
ordérs revealed 5 milligrame (imy) of Afmbien (&
hypnotic) was Grderad nightly of 8/13/04, Review
of the rhedication administration records (MAR)
showed it was given from that date through
211105, Review of the pharmacy drug regimen
review notes déted 10/10/04 showed
"Recommend to committee 1o try DC
[discontinue] of Aimblen...” Further revigw showed
a note datéd 11/7/04, "Apparently committae
refused suggestion to DC Aribian., " , and on
12121104 the pharmacist wrote,"Continues on
Affiblen dally - not appropriste, Recormmend DC
of Ambien..." Mowaver, ori 2/3/05 at 10:65 AM,
intarview with the dirctor of nursing (DON), the
assistant DON, and the corporate nurse
cohsultéint revezled they Mad no recommendation

Irregularities report (o discontinus the medication.
In gddition, tlj'? asgistant DON stated there were

no irregularlhes reported for November, 2004, |
and the Décermber, 2004, répoit did not address |

F42%

The facility will ensure H]att
phartacist will reviewgind repot any
itregulatitiey to the attendmg phiysician
and the DON.

M»’ﬂ .

Resident #36: Tlie Ambien was de’d
and Trazadone was initiated as
recommended by Consultant Pliafmacist.
The Consultant Phariviacist will be
inserviced on importance of completitie
a thorough drug review and reporting
irregularities to DON and physician,

DON will monitor for discrepancies.
Trends will be ideéntified by QA
Committee and chahges made 48 needed,

Yoy
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the hypiotic, Réview of the répened irregularities
for Qetober dmél DEcErmber 2004 confirmed no
recoffiméndation to discontinue Ambien.
F 465 | 483,70(H) PHYSICAL ENVIRONMENT F 465 o )
The facility will enstre a sife,

§8=D

The fagility Hust provide & séfe, functional,
sanitdry, and comfertabie environmerit for
residents, $tdff and the public,

This REQUIREMENT is not met as evidensed
Based on obsarvativis sid $aff and rasident
riterviews, the facility failed to gssure a sife
environment In S&verdl IGegtius Tor rasidents,
staff ind vigitors. The findings wera:

1. Observation 6i 2/3/05 at 2,05 PM revealed the
water softener tank contained liguid, The tank did
not contain any salt péllets, On the floor next to
the tarik was one sack of salt péliets, Interview
with the facility maintenance supervisor on 2/3/05
at 1:30 PM revéaied Te 1&d bgen in his position a
few moriths and was still learning the job
réquirements.

2. Observation on 1/31/05 at 5:30 PM and again
on 2/1/05 at 7:50 AM révealed the extetior grale
was missing froifi ohe of fwo tigaters in the
speclal care unit dinirig room (on the north wall).
In addition, both hedters ¢sntaingd an
accumulation of dirt, leaves, and debris baneath
their interior gratés.

3. Obsérvation of the kitéhen on 2/3/05 at 8:50
AM rgvealed a large box fan sitting on the hand
washing sink. The fah was plugged into an
electric outlét and operatitg at the time of the

2.

Grates have been repaited and heater
cleaned. Maintenance to place on daily
maintenarce list and motitor during -
daily rounds. ) ff ot wecices
Al g

3. A0 preealld’

tl
u

msetvice and/or discipline asa needed.

DM, ADM and staff were ifserviced oy

furictional, sanitary and comfortable
environment for residents, staff and the
public.

The salt pellets were installed in the tank
the day of the survey. Maintenance
Supervisor has been itiserviced on need
to mohitor and maintain the tank. QA
will teview trends and make chariges as
needed.

%%f

3/21/05

G 2

ij?/{?‘jyc\‘j'

he danger of placing the fan i an
nsafe place. DM/ADM to minjtor and
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