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S§5=0 | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and Implement written
policies and procedures that prohiblt
mistreatment, heglect, and abuse of resldents
arid misappropriation of resident propey.

This REQUIREMENT is not met as evidenoed
b -

v
Baged on medlcal record review, staff infetview,
and review of policy and procedures, tha faciiity
fafled o implement procedunes related 1o
reporilng and investigation for 1 of 4 incidants
reviewed. The findings were!

Review of an addendum fo the facility's
abuse/neglect paiicy dated 11/972000 showed,
the administrator, director of nursing or
designated representative would notify
designaled offices inciuding the siate survey
agency anc adult protection agenoy within 24
hours of an allegation of abuse, naglect or
rnisappropn‘atf gsident funds. The

, X4 D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTION | 61
i PREFIX (EAGH DEFICIENCY MUST PE PRECEDED 8Y FULL PREFX [RALH CORRECTIVE ACTION SHOULD BE GOMBLETION
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) hE CAOSE-REFERENCED TO THE AFPROPRIATE DATE
DEFIDIENGY)
F Qo0 | INITIAL COMMENTS F o0
The following sommon abbreviations are uged F 226
throughot this docurnent: This facility will follow our abuse/neglect
"y - policy that ensures we will protest the
LF'N'* Licansed practioz| nurse Resident when an nllegation of abuse s |
: identified, notify the Office of Healthcare
BON: Dlrector of Nursing jconsing apd Surveys (OHLS), investigato L
RN; Renistered Nurse the allegations of Resident abuge, and
‘ formally report to OHLS and adult
GDM; Certified Dletary Manager protective services. This will be
accomplished by:
Lese commonly uzed abbrevistions will be ‘
annotatad in each deficisncy whene usad, A) Residem #25 was discharged
226 483.13() DEVELOP/IMPLMENT F 228 12/21/2010. Adult protective services

was called and notified of concerns for
Kesident discharged to home.

B) Any Residem identificd for allegation
of abmsg of spouse, family, etc. will be
reporied according to Life Care Center
of Caspsr’s policy.

C) The Executive Director will provide an
in-service to the department managers
and staff regarding appropriats
repotting of atlegations of Resident
abyse and review the policy.

D) A quality improvement wonitoring tool
will be developed to track the
appropiate reporting of allegation of
abuge of outside petsons to OHLS. The
results of the tracking will be reported
tnonthly for ninety days to the facilitics
petformance improvement cominittee

by the Executive Director. 01720720611
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procadures further showsd, an Investigation of
the Incident including & written summary of the
findings would be provided to the above agencies
no later than five working days after the repotted
oocurmence along with any cormective sotlons

F 228

necessary-in-agseordance-te-siate-and-foderms
laws. The following congerns were identified with

F 362
58=0D

-adharanse-tedhis-polisy-and-grosadure:

a, Review of nursing notes dated 12/7/10 at
7:45 PM showed resident #25 wags possibly being
verbally abused by higfher family member. The
hote showsad, the family member was "...awazring
and trying o force pan In [the resident's] hand o
sign medicare check, He was ufllizing varbal
explicatives.,.”

b. lnterview on 12/15/10 2t 12:46 PM with the
faciity's social service director revealed she was
not aware of the incldent, After reviewing the
nurse's note, the social service director went on
to say if she had been aware of the inoldent she
would have confacted adult protective services.

&, Intenview on 12/16/10 at 1.45 PM with the
marketing directar who was functioning as thy
administrator at the fime of the Incident, revealed
the nurse had reported the Incident to him when #
happened and he inferviewed the tesidant, At that
time, he decided there was no threat and diki not
follow ithe policy fo nofify any agencies or
compigte any investiyation or written report,
483.35(¢) MENUS MEET RES NEEDS/PRER IN
ADVANCE/FOLLOWED

Menus must meet the nuirflonal neets of
resicents In accordance with the recommendead
dietary llowances of the Food and Nutrition
Board of the National Research Councll, National
Acadermy of Sciences; be prepared in advance;
and ba followed,

F 363
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hag F 36. F 363
This REQUIREMENT is not met as evidenoed This facility will ensure that Residents
hy: recetving pureed textured diets will be
Based on obeervation and staff interviaw, the provided the planned menu portions. This
fawility failed to ensure 2 of 2 rasidents will be accomplished by:
- | {NON-saMmple resident #36, and sample resident__|. N -

T T [#71) wha were observed to receive puresd A} Residents #36 and #71 are reaciving
textured diets were provided the planned men.._ the.appropriate meny-portens-&
porions. The indings were: pureed textured digts,

By  All Residents menu portions with
_ pureed textured diets will be sudited to

Duﬂng chaarvation of the l'l?ld"dﬂy mesl service assute they have the appfopn'atc
on 12/14/10 at 11:36 AM, dietary alde#1 began portions served.
to dish up the food for residents, At that time, the C) 'The CDM or designee will provide
alde verlfied the scoop sizes in the purced ecucation a1 the next distars A

\ - ¥ meeting
spaghetti, mest sayce ard the vegatables were of the importance of portion size of |
#10 scoops (equivalent to 2/5 cup). Review of the ures té,ﬁmd diets P d how ¢ Dl
planned menu for that menl showed the scoop 5] ¢ cormect sooom o and how to select
size for each of thess items should be = #5, D) A “H oclscoop size.
equivalent to 1/2 eup. Continued obsarvation A e proveitient moitoring
revealed twu residents, #71, #36 had orders for tool will be developed to audit the
pureed dists and wers served their meals using correct scoap size for the purce
the unplanned serving size. Intarview with the textured diet menus. The tracking will
CDIM on 12/14/10 at 11:48 AM verified the wrong | be performed by the CM or designee.
portion size was served, She cortectad the scoop The tesults of the monitor will be
size to be appropriate for the remainder of the repotied monthly for ninety days 1o the
residents who were served puraed dats. facility’s performance improvement

F 371 483.35(l) FOOD PROCURE, F ayi committee by the CDM. 01/20/2011
sg=F | STORE/PREPARE/SERVE ~ SANITARY

The facfity must -
{1} Protura fond from sources spproved or
considared satisfaciory by Fedaral, State or loca]
guthorifies; and
(2 Stora, prepare, distribute and serve food
under sanitary conditions

EORM ChMS-2507(02-09) Previous Yorions Obsolete

Evenl 10: Ko7 1
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;I'hla REQUIREMENT is not met a8 evidenced
¥:

Based on abhservation and staff interview, the
Sfacilityfalled to.ensure-stef practiced-acseptable—
hand hygiene, and food equipment was kept
clean.and sanltag.The-fndingswere:

Li*E CARE CENTER OF CABPER
CASPER, WY 82601
X 1t SUMMARY BTATEMENT OF DEFIGIENCIES It PROVIDER'S PLAN OF CORRECTION oy
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F 371| Gontinued From page 3 F 371

F 371
This facility will ensure that seaff practice
acceptable hand hygiens, and food
equipment iz kept clean and sanitary. This
will be accomplished by:

——a e —eefs .

AY _The stand mixer, can opener, and ive

. | not claan, thena was dried food splatiersd on the

Observation durlng the fritial kitchen tour on
12113110 at 1:17 PM revealad the stand imixer
locatedt in the preparstion area of the Kitohen was

underside of the mixer arm. In addltion, the tabla-
mounted can opaner rad food build-up on the
blade. Finally, the joa machine located in tha
kitchen was not sanitary, On the inside of the joe
machine there was a white plastic plece where
the Ive, once made, fell down intn the halding
cantainer, This white piece was soiléd with a
yellowish, slimy substance the antire width of the
plastic piece. Observation on 12M4/10 at 10:48
AM revealed thess pleces of squipment remained
in the same un-cleaned conditian, Interview wih
the CDM on 12/14/10 at 11:36 AM revealed the
maintenance staff "sanltized” the lea machine
twice & year. She was not sure what the yellowigh
substance was, nor was she aware of the last
time the machine was cleanad,

According to Food Code 2009, U.B, Publle
Health Service: 4-601.11 Equipimen,
Faod-Contact Surfaces, Nonfood-Contact
Surfaces, and Ltensils. (4) FEQUIPMENT
FOOD-CONTAGT SURFAGES and UTENSILS
shall be clean to sight and touch,

Aacortding to Foad Code 2009, U.S. Public
Heaith Service: 4-601.11 "(A) Equipment
food-contact surfaces and utensils shall be clean
to sight and touch. (B) The food-contact surfaces

machine were cleaned 1271472010,
Cook #1 and dietary aide #1 will be re-
educated regarding propet hand
washing technique.

Dietary staff will clean the stand mixer
and ean opener to sight and wouch after
gach e, The inside of oo machine
will be de-limed monthly by Distary
stafl and Maintenance will de-lime alt
parts of machine quarterly.

The CDM, Staff Development
Couordinator, and/or designee will re-
educate all dietary staff to proper hand
washing technique according to the
Food Code 2009, monthly and as
needed. The CDM will educate all
distary staff the impottance and
tachnigue of cleanliness of non-food-
contact and equipment food-contact
surfaces,

A quality irsprovement monitoring
tool will be developed to audit the
¢leanliness of the stand mixer, can
opener and ice machine. The CDM
will monitor the cleanliness of distary
equipment and report io Bxecutive
Director (D) weekly and report to the
performance improvement commities
monthly for minety days.

B}

C)

D)
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F 37

Continued From page 4

of cooking equipment and pens shall be kept free
of encrusted grease deposits and other soll
accumulations. (G} Nonfood-gontact surfaces of
equipment shall be kept free of an accumulation
of dust, dirt, food residue, and other debris."

F 271

———

Handwashing:

F 406
85=D

-t on handwashing tachnigues, The COM atated

During the observedion of the midday mesl
service on 12/14/10 from 10:46 AM 1o 11:48 AM,
took #1 and dietary side #1 falied to use
approptiate hand washing techniques on multiple
vecasions, Both staff members wers obsarved tn
wash thelr hands at the handwashing sink and
turn off the manusally operated faucet Handies with
thelr clean hands, The staff mambars falled to
use a paper towel or simifar clean barrier to avold
re-contaminating their hands when tuming off tha
fauoets. Interview with the CDM on 124410 at
2;15 PM revealed the staff had all been educated

education was done at least quarterly and as
neaded, Sha further stated turning off the faucels
with a paper towel was the expactation, Accoreling
to Food Code 2009, L5, Public Heaith Service,
2-301,12 "{(C) To avoid recontaminating their
hands or surrogate prosthetie devices, FOOD
EMPLOYEES may use disposable paper towels
or similar clean barriers when touching surfaces
slach a8 manually operated faucet handlas on &
HANDWASHING SINK or the handle of 2
restroam door,

483.45(a) PROVIDE/QOBTAIN SPECIALIZED
REMAB SERVICES

If speciaiized rehabifitative services such as, hut
not limited to, physical therapy, spesch-language
pathology, ocoupational therapy, and mental
health rehabiltative services for ments! lliness

F 406
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¥ 408 Continued From page 5 F 408

and mental retardation, are required in the F 406

resident's corprahensive plan of care, the faciity This fa‘"‘imly ‘”’;ﬂ nsure ﬁp“.iaﬁmd llhc;‘.apy
must provide the reguired servises: or obtain tha services related to a swallowing svaluation
requirad servioes fram an outside resource fin will be qbtained as ordered.. This will be
accordance with §483.75(h) of this part) from a accomplished by:

e — | rOvider of apectalized_rehabllitatve services, — —_—
hrov} P A)  Residont #73 had a swallowing

This REQUIREMENT {5 not met as evidencer] . B)  The Unit Manager or designee will

by: apcertain physician’s orders for

Rased on medical record review and staff awallowing evaluations will be
interview the facility failed to ensure spesialized referred to the Therapy Department
therapy services related to 3 awallowing upon receiving the order.

evaluation was obtained for 1 of 1 sanple C)  The Director of Nurses will educate all
resldents (#73) with ordere for these services. nuising staff on the importance of
The findings were: commumicating orders to the

appropriate ancillary departments,

A quality improvement monitoting
tool will be developad to wonitor the
efficacy and expediency of nursing

Review of 2 physician communication dated D)
1171910 showed the resident was having '
diffisulty with choking durlng mesls. The note alsn
shrowed the resident received a modified diet

texture, and had been evaluated hy sperch compliance with communicating

therapy in July 2010 and was noncompliant with Physician orders with ancillary

the strafegles and exgrcises recommendad. In departments. The results of the

rasponse Yo this, o 11422110 the physician momitor will be teportod monthly for

crdered another speech tharapy bedside 'Eime-.ty days to the facility performance

swallowing evaluation, Review of the medical \mprovement committee by the

record revealed there were no results of this Prector of Nursing. (1/20/2G¢ 1

swallowing evaluation documented. interview with

the: DON on 12/15/10 at 2:50 PM verifled the

evaluation had not been completed, She stated

ghe was ungure why the evaluation had not heen
one.

F 441 | 483,85 INFECTION CONTROL, PREVENT F 441

g5=p | SPREAD, LINENS

The facility must establish and maintain @ﬁ
Infection Gantrol Program designed to provide a
safe, sanitary and comfortable environment and

d —
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to help pravent the development and transmigsion E-441
of disease and infeatlon, This facility will ensure nursing staff follow
(@) Infection Contrel Program appropriats infection cantrol practices
The faallity must establish an Infection Cortrol related to hand hygiene during medication

| | Program under wehloh it - passes, This will be sccomplished by: | -
(1} investigates, controls, and prevents infections

. _Uin the facility: o e dEEE). Nurses will follow accepted hand |

""" (2) Decldes what procadures, such as isclafion, hygiene practices at all times during
shauid be applied to an Individual resident; and medication pass, i
{3) Maintwins a record of ingidents and comective C)  The Staff Development Coordinator
actions related to infectlons. (SDC) will educate all nurses about

. _ appropriate hand hygiene during
(&) Preventing Spread of Infaction medication pass.
(1) When the Infaction Contral Program D) A quality improvement monitoring
determines that a resident needs isolation fo tool will be developed to audit the
prevent the spread of infection, the facility must nurses hand washing technique. The
isolate the resident. SDC will monitor nurses’ compliances
(2) The fadility must prohfblt employees with a - : i
: ; : with appropriate hand washing
communicable digease or infected skin lesions technia . "
; ; nique via random visual sudits and
from direct contaet with reskdents or their fuod, if .
direct sontact will trarsmit the diseass. the results will be reported ta the
(8) The tacility must raquire staff to wash their performa?ca Empro:ament commitiee
hands afier each direc: resident contac for which monthly fot ninety days. 01/20/2011
hand washing Is Indlcated by accepted
profsssional practice,
fc) Linens
Personnel must handle, store, process and
transport linens so as o prevent the spread of
infecikn.
This REQUIREMENT s not met as evidencad
by, {
Based on observation and staff imerview, the
facility failed to ensure staff followed appropriste
infection control practices ralated to hand hygiene
FORM CM3-2887(07:09) Pravialia Versions Obaplate Evont 00 KIvMT 1 Faclity 1D: Wyno1s It continurtion shast Page 7 of 9
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F 441 | Continued From page 7 F 441
during 1 of 4 medication passes, The findings
werg;
Observation during a medication pass on
12/13/10 &t 4:30 PM showed RN #1 failed to
o —— — |-ReIFOmM hand byglene after baying ditact resident —
contact and prior o preparing medication for
anather resident. Interview at that tire with, RN -
#1 revealed she was aware hand washing sheuld
have been dona after the resident contact,
F 502 483.75(])(1) PROVIDE/OBTAIN LABORATORY F 802 F 502
88=p | SVC-QUALITY/TIMELY This facility will ensure laboratory services
will be obtained to meot the needs of its
The facility must provide or obtain laoratory Residentz. This will b Yished by
services 1o maet the needs of its residents. The © accomplishad by:
ge;c;ll!]iéysig mgggnslhle for the quality antl fimeliness %) Resident #15 laboratory test was
. drawn 12/16/2010 which resulted
) withit normal limits,
. ) All Residents who refuse laboratory
i g;:is REQUIREMENT s not miet 25 avidenced e stir!g'will be re-approached, and the
' Based on medical record review and staff g‘;y‘mm“. E’rde"’"g.f‘.ha laboratory
interview, the facility falled to ensune laboratory . ting will be notified of the refusal,
services wers obtained in a timely mahner for 1 of ) The Staff Development Coordinator
24 sample residants (15). The findings were: (SDC) and/or Unit Manager (UM) will
provide cducation to murse staff
Review of physician orders for resident #16 regarding refusal of laboratory testing,
revealed = biood test for Hempglobin A1C (a test re-approach, and reporting to physician
fo measure long term glucose control)} wes of situation,
ordered on 114180, Further recond review ) A quality impmvemant'monimring
showed results of this laboratary best wene not tool will be developad to track
availabla, Interview with LPN #1on 12/14/10 at physician ordered labotatory testing
8:05 AM verified the results were not part of the which will include refusals, re-
record, and she would call the [ab to detarmine I approaches, and yesults received. The
the service had been providad, At 8:30 AM the DON ar designee will audit lab
LPN revealed the tast was not done because, tracking and report to the facitities
when attempled, the resldent was combative, performance tm i1t
per] Nprovement cominittee
Furiher review of the medical record showed the monthly for ninety days - ob/20/2011
physician was not notlfied and the lab was rot ' At R
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F 502 | Continued From page 8 F 802

re-atiempted, The LPN further acknowledged the
resident's physician should have been noiified.

F 607 | 483.76()2)(iv} LAB REPORTS IN RECORD - F 507
ga=lz | LAB NAME/ADDRESS

s — - — L Thafaciiyemust fle-n-the residents.clinical - .
record laboratory reporta that are dated and
oantgin-the-name-and-address-of the-tasting

sbaratary.
This REQUIREMENT is not met as evidenced P 507
by: ) This facility will ensure Iabosatory fest
!aa‘:egi on melacsl': ‘rl.ﬁaql'd dr?vlew andlstgﬂ’ , results will be available in the medical
interview, the fao lled to ensure (aboratory tecord, ‘This wi i :
test resuits were avallable in the medical record will be accomplished by:
for 4 of 24 sample residents (#40). The findings ) Resident #40 laboratory test
were: results wore obtained and

L : Placed in the medical record.
Medlical racord review for sample resident #40 - ;

' revealed |ab tests for a CBC (complete blood 5)  All Residents who raceive laboratory

testing will have results placed in thejr

caunt) and PT/PTT (prothromibsin tme and partial medical record,

thromboplastn time) were ordered on 12/6/10. i
Further rr;c:mrd review showed the lab results b The Statf Development Coordinator
ware not found in the medical record. Intervew | (SDC) and/or Unit Manager (UM) will
with the DON on 1211610 at 8:20 AM showed the provide education Lo nurse staff

labs were drawn o 12/8/10 however, the results regarding tracking laboratory testing to
ware not obtalned and placed in the resident's ascertain availability of testing results
medical racord, in the Resident medical record.

D) A quality improvement monitoring
tool will be developed io track
physician ordered laboratary testin I
which will include testing results
received. The DON or designee will
audit lab tracking and report to the
facilities performance improvement

cominittes monthly for ninety days. oLb2011
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