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F 151 | 483 10(a) 1)&(2) EXERCISE OF RIGHTS F 154 All resident will be free from interference |
S8=E _ or reprisal and able to freely exercise his |
The resident has the right to exercise his or her or her rights. On 8/17/06 at approximaiely
rights as a resident of the facility and as a citizen 1800 the signs above the thermostats were
of resident of the United States. changed to read as follows: Please leave
‘ thermostats at 75 degrees. If thermostat is
The resident has the rightto be free of set lower, the air conditioner compressors
interference, coercion, discrimination, and reprisal freeze up and the air conditioner fails.
from the faciiity in exercising his or her rights. Thank you for your kind cooperation. On
. ) . #/18/06 the maintenance department head
This RE.“QUREMENT is not met as evidenced received an in-service on resident right to
by, be free of interference , cosrcion ,
Based on observation and staff interview, the discrimination, and reprisal from the
facility failed to ensure an environment free from "1 facility in exercising his or her rights by
written reprieal andior coercion. The facility fhe DON. Included in the in-service was
vensus was 34. how the residents might feel the wording

of the sign is coercive and threatening
B) All dept heads will monitor for any
reprisal and / or coercion while

Observation on 8/15/08, 8/16/08, and 8/17/08,
revealed signeposted above the thermostats in
the resident lounge and near the centrally located

nurses’ station. The signs stated the foflowing performing specific J ob duties

posted message: "If you keep on playing with this, C) At stand-up meeting of all department

{ wil fix il 30 you don't jword don't was underined; heads 9-5-06 an in-service for all

have air." The signs were in large print; visible (¢ department heads regarding resident right

residents, visitors, and staff. Thermuoslats at the .| to be free on interference, cogreion, )

end of each patient hall were specifically discrimination and reprisal from the

adf'"essw t staff and stated, “Staff DO NOT facility in exercising his or her rights

adjust thermostats.” ) At stand-up meeting, 9-05-06 a new
. \ . olicy for all signage posted in the

Canfidential intarview with two stalf members on ?aci!ity— All Signage must be approved by

BM7/06 at 11:45 AM revealed the residents’

i he DQ ministrator before being
would not speak up if their rights were bain b -
vioksted ? i RS EECON  CERTIFIED MAIL.
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- | three-sample residents who utilized restraints,

gyhis REQUIREMENT is not met as evidenced
Based on observation, staff interview, and
medical record review, the facilily failed to ansure
least restrictive davices were use for one (¥#9) of

The findings were:

| Observation on B17/06 at 9:51 AM reveaied
resident #0 was seated in a wheelchalr oulside
the activity room. The observation revealed the
resident wore 3 "Wanderguard” and used a lap
pelt. A second observation at 10:18 AM on
BM7/06 reveaied staff had released the lap belt in
order to assist the resident to the toilet and then
to bed. As staff preparad to leave the room, a full
siderail was ralsed. interview at that fime with
cerlified nurse aide (CNA) #11 revaaled the
resigent coukd not release the lap belk. The CNA
stated the side rail was used as a "precaution.”
The CNA further stated the reskient's mental
cagnition had dectined and the CNA was unsure
whether or nat the resident wolid try 10 get up.
Observation from 6:04 PM tc 6:18 PM on 8/17/06
revealed the resident had the lap belt ont while
ealing at the assisted dining tabla. Observation
on B/18/06 at 8;11 AM ravealed the resident was
seated in 3 wheelchair at a table. A CNA assisted
 the resident with eating and the tap belt remalned
on. The foliowing concems were noted related to
the use of the lap bell and side rail

5. Reviaw of the medical record revealed a

A) Ali other residents will have pre-
restraint assessments prior to their use.
‘| (Assessment tool included). Pre-
restraint assessment will be completed
by nurse or therapist

B) On Sept 12, 2006 a restraint
committee will be in place consisting
of the DON or designee, social
services, and the MDS coordinator
and meet to review monthly, all
residents with physical restraints,

C) This commitise will ensure that
least restrictive measures are being
employed, adequate assessment for
need has been documented, care
planning for proper restraint
utilization is in place and that family
has been informed of these findings
and has consented to their use.
Minutes will be kept and attendance
documented.

Alpalint

#
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D)The findings of this committee will |
be reviewed at each guarterly CQI
meeting, next scheduled for the first
week in October.

Sept 12" and ongoing,
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: Al residents will be properly assessed
F 221! 483 13(a) PHYSICAL RESTRAINTS 224, for the. need and use of restraints
55=D : including :
The resident has the right to be free from any resident #9. Pre-restraint assessment
physical restraints impoaed for purposes of was completed on resident #9 on Sept. . 7
discipline or convenience, and not required to LAY ,w‘ﬂj) i i inedd. AAG %% Z‘ %fi 7
ident i AL A ‘ A ‘
treat the resident’s medical symptoms. Jgul AL mmuequ G oan,
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Continued From page 2

resident assessment protocol (RAP) module
dated 8/0/06 for restraints that documented the
resident used the lap belt to prevent unsupervised
ambulation and wandering. There Jacked :
evidence that other methods were tried.
Fusthermore, the review failed to reveal any
information related to the use of te siderail for this
resident
b Review of the most recent care plan and the
previous care plan failed to reveal any
documentation related to the restrainis. .

¢. Interview and record review with the director
of nursing {(DON} on 8/17/06 at 6:40 PM revealed
the siderall should no longer be usad, Atter
reviewing both the current medical record and
purged record, the DON stated she was unable to
find information or a caze plan related to the use
of the {ap beil.

483.13(c) STAFF TREATMENT OF RESIDENTS

The facility must develop and implernent written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and miseppropriation of resident property.

This REQUIREMENT Is not met as evidenced
by:

Hased on observation, resident and staff
interview, and review of the medical record, the
fecility failed to ensure resofution related to
misappropriation of property for 1 (#28) of 9
sample residents. The findings were;

Medical record review showed that according to
the face shee!, resident #28 had diagnoses

F221

E 29 F 224 483.13 (¢) Staff Treatment of
Residents. The facility will ensure that
al} residents will be treated with
respect and dignity.

A) Staff will properly utilize written
policies and procedures that prohibit
mistreatment, neglect, and abuse of
residents and misappropriation of
resident property. In regard to

. resident #28, resident’s missing cane
was found in the equipment storage
garage on 8/17/06 and returned to
his/her room for use. Resident was
informed of finding his/her cane and

given the cane, ‘

L
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F 224 | Continved From page 3 F 224! B) Direct care staff will be inatructed

| stated she remembered looking for it. However, it

nciuding blindness and Parkinson's disease.
Further review revealed the regident had
undergone surgery io remove the second foe an
the ieft foot on 3/10/06, Interview with resident
#28 on B/15/06 at 3:17 PM revealed the rasident
was missing his/her cane, and wanted it back.
The resident, who had difficulty communicating,
made a motion demonstrating the use of a cane
to clarify the statement, Review of o physician's
progress nole dated 6/13/06 showed "PT [patient]
siates someone stole [his/her) cane wold ke
another one.”

Review of {h facility's policy on abuse reporting,
reviewad on 5/89, showed "any alleged violations

‘|to report missing resident property
immediately to charge nurse and
social services. Charge nurse will
prepare appropriate report upon
notification.

C) An in-service will be presented to
all staff on Sept 11, 2006 regarding
misappropriation of resident property.
The facility “Theft/Loss Monitoting
‘Report” will be reviewed at that time
and the criterta for its use and
dispersal discussed. A social services
communication book will be created

involving...misappropriation of resident property,
must be promptly reporied, The following
concems were noted with the facliity's response
regarding the missing cane: -

a, interview with the social service director
(SSD) on 8/18/06 at 4:06 PM revealed she was
unaware the resident used a cane or that there
was a missing cape. She further stated the
resident was probably saying “keys.” not “cane.”

B, Interview with the director of nursing on
B/17/06 at 10:40 AM revealed the resident had s
cane, and a couple of months ago if was lost. She

was never found or replaced. When asked if
there was any documentation concerning (he
resident’s missing property she responded that
there was not, She further revealed the S8D
should have been involved, and there was a form
that shouid have been filed out. A blank copy of
the form was provided, and it was titted
*Theft/Loss Monitoring Report.”

in which all social service concerns
among the residents will be entered on
a PRN basis. This book will be
available for daily inspection by the
social services director.

D) At quarterly CQI meeting all
Theft/Loss Monitoring Reports will be
reviewed for recovery or replacement
of resident lost items.

re/2/0
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F 226 | 483.13(c) STAFF TREATMENT OF RESIDENTS F226 F 226 483.13  Staff Treatment of
$8=D Resident. The facility will ensure that

The facility must develop and jmplement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by

Bazed on obeervation, resident and staff
inferview, raview of facility policy and procedure
and medical record review, the faciiity faited to
ensure policies and procedures wers -
implemanted for 2 (#22, #26) of 8 sample
residents refated to the misappropriation of
resident property and réporting injuries of
unknown origin. The findings were;

Review of the facility policy and procedure on
abuse reporting last reviewad 9/99 showed, "Al
personnel must prompliy report any incident or
suspected incident of rasident abuse, including
injuries of unknown source and misappropriation
of residend property.” In addition, the procedure
for the person who discovered the injury showed
they were to report the injury to the charge hurse

‘and complete an incident report. The charge

nurse then would provide an assessmeant of the
resident and photograph the injuries. The nurse
would then finish the incident report and provide
the report to the director of nursing (DON). The
DON was then responsibie to notify the proper
authorities, and conduct the invesfigation,

The following concerns were noted with the
implementation of this policy and procedure;

. Medical record review showed that according

fo the face sheet, resident #28 had diagnoses

all residents will be treated with
respect and dignity.
A) Staff will properly utilize written

policies and procedures that
prohibit mistreatment, neglect,
and abuse of residents and
misappropriation of resident
propetty. In regard to resident
#28 , resident ‘s missing cane was
found in the equipment storage
garage on 8/17/06 and returned to
his /her room for use. Resident
was informed of finding his/ her
cane and given the cane. In
regard of resident #22 an incident
report was completed on 8/17/06
with family notification.
B) Direct care staff will be instructed
to report missing resident property
and any injuries discovered
immediately to charge nurse and
social services. Charge nurse will
prepare appropriate report upon
notification
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. C) An in-service will be presented to
F 226 | Continued Fr 5 F .
om page 881 7 411 staff on Sept.8 2006 regarding
inciuding biindness and Parkingon's disease. misappropriation of resident
s:sehe' feview "::?omggg;:fx:;:::  1oe on property and reporting injury/
the left foot on 3/10/08, Interview with resident bruising, The facility “Thef/Loss
#28 on 6/15/06 at 3:17 PM revealed the resident Monitoring Report” and Incident /
was missing hisfer cane, and wanted it back, Injury Report” will be reviewed at
The resident’s left foot was observed to be that time and the criteria for their
:megu The m:gt. m:?::rt?:ntﬁk?"e use and dispersal discussed. A
’ ' . » . N
using 8 cane 1o caryIne sttement. Review o social sorvices communication
physician's progress note dated 6/13/06 showed 0% Wi Do created i Which &
"PT [patient] states someone stole [his/er] cane social service concerns among the
wiould like another one.” The following problems residents will be entered on a
were holed; PRN basis, This book will be
ailable for daily inspection b
a. Inferview with the social service director (SSD) e i b oY
oh BIG6/0G at 4:05 PM revealed she was not
aware the resident used a cane or that one was . .
-missing. D) At Quarterly QA meeting all
b. Interview with the: director of nursing {DON) on Theft/ Loss Monitoring Reports
8/17/06 2t 10:40 AM revealed the resident had a ' and Incident/ Injury reports will
cane, but it was lost a few months before, The be reviewed
DON said she remembered looking for it.
However, it was never found or replaced. When , .
asked if there was any other documentation E)("Sept 8 and on-going
concerning the resident’s missing property, the
DON responded that there was not. She further
revealed the S50 should have been Involved, and
there was a form that should have been filed out.
A blank copy of the form was provided, and it was
titied “ThetWLoss Monitoring Report™.
2. Medicat record review showed according to the
face sheet, resident #22 had diagnoses including
" [ quadriplegia and was totally dependant on stait
for activities of daily Eving, Observation on
8/16/06 revealed the resident required elaff
assistance hy CNA #11 and #14 for incontinence
FORM CME-2687(02-99) Previous Versions Ohtolats Event I LENZ11 FacMiy ID: W7 If continuation sheet Page & of 32
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A resident has the right to reslde and receive
services in the facliity with reasonable
accommodations of individual needs and
preferances, except when the heaith or safely of
the individual or other residants would be
endangered.

This REQUIREMENT is not met as evidenced
by: :
Based on observation, resident and staff
interviow, and medical record review, the facility
faited fo provide reasonable accommodations i
locate or replace & personal mobility aide for 1
{(#26) of 9 sample residents. The findings were;

Medical record review revealad that resident #28
had diagnoses including blindness and
Parkinson's disease. Furthermore, the resident
had surgery to remove the second toe on the left

individual or other residents
would be endangered

B) Staff will implement and
follow written.procedures to
provide reasonable
accommodation to locate or
replace lost mobility aids or
other items. In regard to
resident #28, resident’s missing
cane was found in the
cquipment storage garage
on 8/17/06 and returned to ]
his/her room for use. Resident
was informed of
finding his/her cane and given
the cane.

STATEMENT OF DEFICIENCIES £41) PROVIDERI®'  JERICLIA [X2) MULTIPLE CONSTRUCTION (X3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT  IUMBER: COMPLETED
A BUILDING
535050 5 WING - 08/18/2006
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
CENTER P O BOX 853
MORNING STAR CARE CEl FORT WASHAKIE, WY 62614
(X4) 10 SUMMARY STATEMENT OF DERICIENCIES i PROVIDER'S PLAN OF GCORRECTION )
PREFI (EACH DERCIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRIATE DATE
DEFICIENCY)
F 226 | Continued From page 6 F226
care and dressing. As the observation continued,
staff removed the resident's shit which was
soiled. The observation revealad the resident had
a large (approximately 3 X 2 inch) black/brown
bruise to histher left anterior upper arm. inferview
with both CNAs at that ime revealed neither had
prior knowledge of the bruisa. interview with the
director of nursing on 8/18/06 at 9:33 AM
ravesled she was unaware of the bruise on the F246 4
resident’s arm, and had not received any incident 83.15 (e) (1)
report. interview with LPN #2 on B/18/06 at 8:50 Accommodation of Needs
AM reveated she had baen lold about the bruise A) Staff will properly utilize
on either 8/14/06 or 8/16/08, but was just filing written policies and procedures
Out the incident report on B/16/06. to assure reasonable
: accommodations of individual _
F 246 | 483.15(e)(1) ACCOMODATION OF NEEDS F246]  needs and preferences, except
58=D when the heaith or safety of the
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| resident's missing property she stated there was

foot on 3/10/08, and the foot was still healing.
The following concemns were noted:

a. Interview with resident #28 gn 8/15/08 at 3:17
PM revealed sfhe was missing a cane, and
wanted it back. The resident had difficulty
communicating and made a motion as if using a
cane to clarily histher statement.

b. Review of a physician's progress note dated
€/13/D6 showed "FT [patient] states someone
stole fhisfher] cane would like another one.”

¢. Interview with the social service director (8SD)
on B/ 1G/06 at 4:05 PM revealed she was unaware
the resident used a cane or that a cane was
missing. B
d. Interview with the director of nursing on 8/17/08
at 10:40 AM revealed the resident had a cane
and jost it 2 couple of months before, She
remembered looking for It; however, the cane
wag never found or replaced. When asked if
there was any documentation concerning the

none, She alse slated the SSD should hava been
involved.

€. Observation on B/16/06 at 9,33 AM revealed
the cane was leaning on & bedside table near the
head of the resident's bed. At this time the
resident stated s/he used the cane to transfer info
and out of bed. According ta the DON on 8/18/06
at 8:35 AM, the cane was located in the garage
behind the facilify.

4

instructed to report missing
resident property and any

injuries discovered immediately

to charge nurse and social
services. Charge nurse will

prepare appropriate report upon

_ notification.

FORM CMIS-2567(02-89) Previcus Varsions Obsolate

Bvent ID: L&N211

Facikly 0

C) An in-service will be
presented to all staff on Sept 10,
2006 regarding
misappropriation of resident

. property, reporting

injury/bruising and
accommodation of individual
needs. The facility “Theft/Loss
Monitoring Report” and
“Incident/Injury Report” will be
reviewed at that time and the
criteria for their use and
dispersal discussed. A social
services communication book
will be created in which all
social service concerns among
the residents will be entered on
a PRN basis. ‘This book will be
available for daily inspection by
the social services director. All
resident personal items will be
inspected for ownership
marking and if not marked will
be marked.
D) At quarterly CQI meeting
all Thefi/L.oss Monitoring
Reports, Incident/Injury and

[
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The facility must provide medically-related sociat
services {o altain or maintain the highest
practicable physical, mental, and psychosocial
weli-being of each resident.

This REQUIREMENT s not met aa avidenced
by:

Based on observation, medical record review,

and resident and staff inlerview, the facility failed
to ensure communication and documentation was

services to be provided for residents who required
these services, As a result, social services were
not provided for 3 (#8, #22, #28) of 9 sample
residents with identified social service needs. The
findings were;

1. Medical record review revepled resident #28
had diagnoses including blindness and
Parkinsan's disease. Further review revealed the
resident had undergone surgery (o remove the
second tos on the left foot on 3/10/06, Interview
with resident #28 on 8/15/06 at 3:17 PM revealed
the resident was missing his/her cane, and
wanted it back. At the time of the interview it was
noted the resident had a bandaged left foot, The

a motion as if using a cane to clanfy his/her
statement. Reviaw of & physiclan's progress note.
dated B/13/08 showed "PT [patient] states
someone stoke [hsfher} cane would like another
one.” The following concema were noted
regarding the lack of social service's involvement:

a. Interview with the social service director
{SSD) on 8/16/06 at 4.05 PM revealed she had
been working in the facllity since November,

resident, who had difficulty communicating, made -

. psychosocial weli being of each

shared in order to enable medicaliy-retated social |~
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F 250 | 483.15{g)(1) SOCIAL SERVICES F 250. ” P ITR.
soor . A) It is the policy of the facility to

ensure all residents arc provided
medically related social services to
attain or maintain the highest
practicable physical, mental, and

resident. In regards to resident # 28
missing cane was found in the
equipment storage garage on 8/17/06
and returned to room for use. In
regard to resident #22 an assessment
was done on wheel chair by OT and
restorative nurse and deem safe for
use at this time. In regard to resident
#8 an assessment of psychosocial
needs was done in regards to the loss
of her granddaughter and no services
needed at this time.

B) Direct care staff will be instructed
to report missing resident property and
significant changes in psychosocial
needs to social services and charge
nurse immediately. Therapies will
report specialize equipment needs to
social services as they arise,
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F 250 Gontinued From page 9 F250; C) An in-service will be presented to

2005. The SSD stated that she was unaware the all staff by Sept.8 2006 regarding

resident used a cane or that one was missing. Theft /L.oss monitoring report and the

She further stated the resident was probably | criteria for its use and dispersal

saying "keys, not cane.” ) 1 Social services will provide grief

b. intarview with the director of nursing (DON) | consulting to all residents who

on 8M7/06 at 10:40 AM revealed the resident had
a cane, and 3 couple of months before it was lost,
The DON stated she remembered looking for it;

experience losses in their personal
life. A social service communication

however, it was never found or iepiaced. She book will be created in which all
further revealed the SSD should have been social service concerns regarding the
involved. ' residents will be enter on a PRN basis.

This book will be available for daily

2. Medical record review revealed resident #22 . " _ . :
inspection by the social service -

had diagnoses inciuding quadriplegia and

contractures orjoinm_ Obgervation on 8/15/06 at director. A form for therapies will be
3:50 PM revealed the resident utilized a custom created (o report needed specialize
wheelchait. However, a lever was disconnected equipment and submitted to social
from the hydraulic mechanism under the seating services PRN.

platform of the wheeichalr. Interview with CNA #3
ang CNA #13 at the time of the abservation

revealed the wheelehalr no longer reclined and [) At quarterly QA meeting Theft/

was missing half of the lap beit. CNA #13 stated || Loss monitoring reports, residents
the wheelchair had been broken for psychosocial needs, and specialize
approximately a year, and the resident needed equipmentngeds will be discussed.
the reclining option and lap belt since the resident : 3
mﬁse\;ere contractiures and required specialized on going.
oning. Interview and chservation with the . .
occupational therapist (OT) on 8/17/06 at 9:25 e gbing  seaarred Yo tirern
AM showed the resident used the wheelchair, F. " : and “%
The OT confirmed the whaeichair was broken. 4 , et
She further stated that due to the resident's - . Lol 2 whkdh

weight gain, his/her positioning was no lnger
approgriate, and the chair was now too small.
Inteeri'ew with the resident's family on 8/16/06 at
4:45 PM revealed the custom whaeichalr was '

several years oid. The family member stated she : , Vial RATESY
was aware the facility was frying to get a new 0 el - - il
| wheelchair because the resident’s positioning was

FORM CMS-2567{02-08) Prévious Versions Obisolata Event {0 LEN21% Facilty 1D: (Lre . ¥ canlinuation sheet Page 10 of 22 Lo
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no! good, However, the family member was
unaware the chair was broken, and had not heard
anything regarding the new wheelchair, excapt
that the facility stlli needed funding in order to
purchase the new chair.

The following concerns were noted regarding
the lack of involvement by social services in
acquiring a new wheelchair for this restdent:

a. Medical record review showed a physician's
order for the new wheelchair was daled 3/28/08,
However, there was no mention of the reason &
new wheelchair was needed.

k. There was no evidence In the medical
record that safely or positioning assessments
were done, and no evidence that social services
was invalved. Interview with the DON on 8/17/08
at 10:40 AM verified safely and posttioning
assessments were not completed. As far as the
progress toward a new chair, she stated the 850
was “working on it.” Interview with the S8D on
8/16/08 at 5.08 PM confirmed she was working
on getting funding for a new whealchair for the
resident, and so far was unsuccessful. She
further confirmed there was ne documentation
regarding her efforts to get this resident a new
wheelchair, She then stated it should be
documented ”

3. interview on 8/16/06 at 12:30 PM with RN #6,
revealed resident #8 had lost her granddaughter
two days prior in a "bad” motor vehicle accident,
The nurse stated the resident's daughter who was
the mother of the accident victim was a staff
member at the facility. The mother was at work
when nofifiett about the accident.

Review of the medicat record revealed no
mention of the recent death. Interview with the
SSD on 8/17/06 at 11.10 AM revealed she was

FORM CMS-2587{02-88) Previows Versions Chaolese Even! ID; LEN211 Faclity it WY o017 If continuation shest Page 11 of 32
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“unaware” of the death in the family. When asked
what her role would be to the resident in this
situation, she responded she would provide grief
counseling. She further stated there was conflict
betwean herself and the nursing staff. The conflict
resulted in poor communication, and at times,
"keeps me from doing my job." She went on to
gay, the conflict was so great, whan the evening
staff came on at about 3 PM, she igolated herself
to her office instead of being out with the
residents. Interview with the director of nursing on
B/17/05 at 10:40 AM confirmed she was aware
there was difficulty with communication between
the SSD and nursing, and it was something they | °
were working on. She further agraed this death of
a tlose family membear should have been
documented in the medical record.
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253
58=D

| burnt out, insects were accumisiated in Jight

1. Observation on 6/16/06 from 11 AM fo 11:48

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, resident intorview, and
staff interview, the facility falled o ensure routine
housekesping and maintenance. Light bulbs were

fixiures, and seating surfaces needed repair
and/or cleaning. The findings were:

AM reveled an accumuiation of dead insects in
several overhead hallway plastic light covers in
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the foliowing locations:

a. in the east wing next to resident room #2413
and next to tha janitor's closet door.

b. tha entrance haliway next to the facility
living room and next to the entrance to the public
men's room,

©. the back hallway naxt the clean linen
skrage door .

d. the west hakiway next 1o resident rooms
#106, #111, and #112,
interview with the facility director of housekeeping
on 8/17/08 at 10 AM confirmed the ceiling lights
should have been cleaned.

2. Observation on 8/16/06 from 1 PM to 1:48 PM
revealed 4 burned oul light buibs in the overhead
eiling lighis in the rexident dining room. The
observation revealed 8 bumed out hight bulbs in
the overhead cailing fights in the resident living
room. Intenview with the director of holsekeaping
on 8/17/08 at 10 AM ravealed the light bulbs
shoukd have been replaced, )

Observation on 8/15/06 at 5:10 PM and B/17/08
at 8:35 AM revealed the upholstered lolinge chair
in ropm #104 was solled with a while colored
substance. The soil was notad In thres areas
with the Jargest spot being approximately 3x4
inches in diameter. interview with resident #18 on
BA7/08 al 9:36 AM, revealed s/he had noticed the
chalr in his/her room was dirty and was unaware
of the last time it was cleaned. Observation on
£8/16/06 at 9:30 AM revealed an upholstered chair
in the activity room was soiled with several areas
of a white colored substance.

Observation at 3:25 PM on 8/15/06 revealad
resident #26 utilized a wheelchalr for mobility. The

F 253 Morning Star Care Center will ensure a
clean, safe, and secure environment for all
residents and employees.

A)Housekeeping staff will monitor alt B /__)b/éd
overhead plastic light covers in the building
bi-weekly and will clean the covers upen -
inspection. Light bulbs will also be checked 8%/3/&{,
weekly and replaced as they burn out.
C.N.A.s will monitor wheelchairs on a
schedule night shift and clean chairs
according to schedule. C.N.A. will report
in the Maintenance log all resident’s
chairs needing repairs. All repairs will be
completed the next working day,
Maintenance director will report all
potential problems regarding chairs to
administrator if parts are unavailable.
Replacement chair be offered..
C) Housekeeping Director will in-service
housekeeping staff on procedures and
“ schedules for light covers and the cleanipg—""
of the changing of [ight bulbs, C?/%‘C\/bb
Maintenance director will complete Ry
- maintenance monitoring log of chairs
needing repairs and report problems lo
Administrator,

D) Housekeeping report to administrator
monthly and log problems io be reported
in Safety Committee, 7h&.

&/m,c)d//a& :
‘mﬂu(@ﬁw

Gruatthdy M
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observation revealed the right arm of the
wheelchair had missing vinyl, exposing the
interior foam.
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OMB NO. 0938-0391

& compsehiensive, accurate, standardized
reprociucible assessment of each resident's
functionat capacity,

A facifity must make a comprehensive
assessment of a resident's needs, using the RAI
specified by the State. The asseasmant must
include at feast the foliowing:

Identification and demographic informatton:
Customary routine;

Cognitive patterns;

Communication:

Vision;

Mood and behavior pattems;

Psychosocial wellkbeing;

Physical functioning and structural problems;
Conlinence;

Disease diagnosis and health conditions;

Dental and nuiritional status;

Skin conditions;

Aclivity pursuit;

Medications;

Special {reatrments and procedures;

Discharge potential;

Documentation of summary information regarding
the additional assessment performed through the
resident assessment protocole; and
Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by

Based on observation, medical record review,
and staff interview, the facility failed tv assure
completion of comprehensive assessments in
various areas for & (#B, #9, #22, #28, #29) of 8

B}

ETATEMENT OF DEFIGIENCIES  HIXT) PROVIDEFUSU | A MULTIFLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATR 5&-.».:&' o FTRUG (m)g(?lﬁfgrﬂsfy
_ A BUILDING
B. WING
5360850 DB/18/2006
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE, ZIP CODE
F O BOX 858
MORNING STAR CARE CENTER
FORT WASHAKIE, WY 82514
{Xayip SUMMARY STATEMENT OF DEFICIENCIES 4] PROVIDER'S PLAN OF CORRECTION
PREFiX (EACK DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLATION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE PATE
DEFICIENCY)
F 272| 483.20, 483.20(b) COMPREMENSIVE F272| F-272
S$5-E | ASSESSMENTS
A} Each resident will receive an
The facility must conduct initially and periodically )

initial and periodic
comprehensive, accurate
standardized and reproducible
assessment of their functional
capacity. Resident #22 will
have a w/c safety and
positioning assessment
completed by therapies.
Resident #8 will have a bowel
and bladder assessment
completed with a toileting plan
develop. Resident #9 has had
a restraint assessment
completed. Resident #28 will
have an accurate dental
assessment completed . @WW
Resident #29 will have “Bond ol 1
assessment for cognitive loss/ ‘e LAY
dementia and communication
and care plans developed.

RALI assessments for all
residents will be reviewed by
an RN for accuracy and
corrections made at that time.

;

LV&,
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F 272

-| beneath the seating platform of the wheelchair,

Continued From page 1§
sample residents. The findings were;

1, Medical record review showed resident #22
had diagnoses inclding quadriplegia and
contractures of joints. The resident was totally
depandant on staff for activities of dally living
{ADLs). Observalion on B/15/06 at 3:50 PM
revealad regident #22 utliized a custom
wheelchair, A lever was observed 1o be
disconnecied from the hydraulic mechanism

Interview with CNA #3 and CNA #13 at that time
revealed the wheelchair no longer reclined and
was missing ha¥f of the seatbalt, CNA #13 stated
the wheeichair had been broken for
approximately a yesr, but the resident needed the
reclining option and seathelt since the resident
was severely contracted and required specialized
postioning. interview and observation with the
occupationa therapist {OT) on 8/17/06 at B:25
AM confirmed the wheek:hair was broken, and
stated due to the resident's weight gain, the
resident's positioning in the whaelchair was no
ionger appropriate. The OT stated she war
unaware of an assessment for the positioning.
Medical record review showed no evidence of a
safety or positioning assessment. Interview with
the DON on 8/17/06 at 10:40 AM confiemed
neither a safety nor a positioning assessment was
completed for the resident's use of the
wheelchair, )

2. According to the 1/10/06 significant change
Minimum Data Set (MDS) assessment, resident
#8 triggerad for urinary inconfinence. According to
Section V of that MDS assessment, the
comprehensive information wae located in the
12105 alde stmynaries. These aige summaries

F272 C) The comprehensive
assessment will be reviewed
by an RN after completion by
the MDS coordinator

D) Random comprehensive
assessments will be audited
’ monthly and a report made to
Quarter QA meeting

Wnd ongoing
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Continued From page 16

were hot available; however, Resident
Assessment Protocol (RAP) for the resident's
urinary incontinenance was done. Review of this
RAP revealed it was nof a comprehensive
asseasment. Interview with the director of nursing
{DON) on 8/16/06 at 10:40 AM verified that there
was no additional assessment information,
Futhermore the DON stated the facility should
have developed a tofleting plan for this resident,

3. Observation on 8/17/06 at 2:51 AM ravealed
resident #9 ulilized a seatbelt while seated in 3
wheelchair, Other abservations at 6:04 PM to
€:15 PM on B/17/06 and at 811 AM on 8/18/06
revealed the resident had the seatbelt on while
eafing at the assisted dining tabie. In addition, a
full side rall wag used when the resident was
assisted fo bed on 8/17/06 at 10:18 AM. Interview
at 10:18 AM on 8/17/08 with certified nurse side
(CNA) #11 revealed the resident was no longer
able ) release the ssatbel. The CNA stated the
side rail was used as a "precaution.” She further
stated the resident's mental cognition had
declined, and the CNA was unsure if the resident
would even try to get up. Review of the medical
record ravealed a significant change RA) dated
7728/08. Review of Section ™V" revealed the
resident triggered for additional assessment
information for physical restraints. Review of a
festraint RAP module dated 8/9/06 ravealed the
resident used the seatbelt to prevent
unsupervised ambulation and wandering. A
thorough assessment documenting afernative
interventions or how to use the restraint in the
least reskriclive manner was riof found. The
review failed to reveal any information related fo
the side rail and its use. Interview and record

review with the director of nursing (DON) on

F 272
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DON stated she was unable to find further

-However, 8 RAP was done for ADL function but it

8717106 at £:40 PM revealed the side rail shoukd
no jonger be used. Then, after reviewing both fhe
current medicat record and purged record, the

information related to the use of the lap belt and
side rafl,

4, According to the 7/14/06 annuat MDS
assessment, resident #28 triggered for ADL
fuaction, and dental care. Acgording 1o Section V
of thal MDS assessment, there was no location
listed for the ADLs or dental information.

was not comprehensive. [nterview with the social
service director on B/18/08 at 12:15 PM revealed
she was responsible for the arez of dental cars,
and an assessment was not completed.

8. On 8/16/06 at 5.30 PM observation of resident
#29 revealed sihe had a difficult time speaking
and making his/her needs known. Review of the
madical racord revealed an anhual 2ssessment
RAI dated 2/12/06 in which the resident triggered
for additional essessment information for
cognitive loss/dementia and communication on
Section V, Ne tocation for additional assessmernt
information was listed. However, a RAP summary
was attached for the these two areas. Review of
both RAP summaries revealed each was blank,
Interview with the DON on 8/17/06 at 10:48 AM
revealed the additional assessment information
and summary would have been documented on
the attached RAP summary .
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TAG -REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 7O THE APPROPRIATE DATE
i DEFICIENCY)
F 272} Continuved From page 17 F 272

FORNM GMS-2587(02-99) Previous Versions Obaolete

Event ID: LEN211

Fagality @x WY 0017

If confinuation sheet Page 13 of 32




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAIl F  ES_

STATEMENT OF EFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER). ALIER/GLIA
{DENTIFICATION NUMBER:

535080

{%2) MULTIPLE CONSTRUCTION
A, BUILDING -

B. WING

HPRINTED: 08/01/2006
FORM APPROVED

OMB NO. 0938-0381

{X3) DATE BURVEY
COMPLETED

08/18/2006

NAME OF PROVIDER OR SUFPLIER
MORNING STAR CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
P O BOX 850

FORT WASHAKIE, WY 82514

{*4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

p PROVIDER'S PLAN OF CORRECTION X8}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG GROSS-REPERENGED TO THE APPROPRIATE DaTE

DEFICIENGY)

F 278
§5aF

483.20(g) - (j) RESIDENT ASSESSMENT

The assessment must accurately reflect the
resident’s status,

A registerad nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
agsessment is completed,

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment,

Under Medicare and Medicaid, an individual who
willfully &nd knowingly certifies a materia) and
faise statement in a resident assessment is
subject to a civil money penalty of not more than
$1.000 for each assessment; or an Individual who
willfully and knowingly causes another individusl
to certify a materia) and false statement in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assesament,

Clinical disagresment does not conslitute a
material and false statemment.

This REQUIREMENT is not met as evidenced
by

Based on observation, medical record review and
staff interview the facllity failed to ensure the
accuracy of infarmation contained in the Minimum
Data Set (MDS) assessments for 9 (#5, #8, #0,
#16, #20, #22, #28, #29, #32) of 9 semple
residents, The findings were:

F278

FORM CMS,2567{02:89) Frevious Versions Dtsolgle EventiD: LEN211

FosdRy ID:  WYOUST H continuntion sheet Page 19 of 32




" ~ZENTERS FOR MEDICARE & MEDICAID SERVIGES

+URM APPROVED
OMB NO. 0938-0391

1. Review of the medical record for resident #16
revealed the resident was admitted 1o the facility
on 5/1/06, and an admission MDS assessment
was missing. Interview with the director of nursing
{(DON) on B/17/06 at 5:15 PM stated the 5/18/06
14-day Medicare assessment should have also
been coded &e an admission assessment,

Gomparing the 5/16/06 Medicare 14-day, and
the 6/2/06 Medicare 30.day MDS assessments
{18 days apart) for resident #1€ revealed the
following concems:

& The resident declined from having no memory
problems, and being independant in cognitive
skills and decision making to having memory
problems and moderately impaired cognitive
skills.

b. The resident declined from needing mited
assistance with acfivities of daily living (ADLS) to
needing total dependence of staff for ADLs with
the exceplion of eating.

c. The residant declined from being continent of
bowe! to being frequently incontinent. the resident
declined from "occasionally” incontinent of
bladder to "frequently” incontinent

d. The resident declined from having adequate
vision, to having highly impaired vigion.

Medical record review showed no acute
medical problem or other indicators of deciine in
status during this period, Interview with the DON
on 8/17/08 al 5:15 PM revealed a nurse who was
no longer working at the facility, had completad
the 6/2/06 assassment. She then confirmed it
was grossly inaccirate. She statad she had never
known the resident to be totally dependent on
staff for any activities of daily fiving , and the
resident had always had highly impalred vision,
Review of the 8/11/06 quarterly MDS assesament
showed the regident was mostly independent with

facility will ensure that each
resident receives an accurafe
assessment and a RN will ceitify
its completeness.

A) Each resident will receive an
| assessment that accurately
reflects the resident’s status.
Resident #16 will have
necessary correction made for
ADL’s, cognition, continence
and vision. Resident # 28 will
be accurately coded for
existing surgical wound.
Resident #22 will have location
of assessment information
listed and care planning
decisions indicated. Resident
#29 will have location of
assessment information listed
and care planning decisions
indicated, Resident #8 wiil
have location assessment
information listed and care
planning decisions indicated,
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F 278 | Continued From page 20 E 278 Resideni #5 will have location

of assessment information

ADLS, requiting no more than "limited” listed and care planning -

assistance, This assessment revealed the

resident was continent of both bowe! and bladder. decisions indicated. Resident
: #32 will have location of
2. Review of section M of the the 7/14/06 annual assessment listed and care

MDS assessment for resident #28 failed to code lanming decision indicated
2 surgical wound that was present at the time of | planning decision indicaled.
the assessment. Interview with DON on 8/17/06 Resident #9 will have location
zt 1:?:40 AM,‘”:"‘"“"‘; g‘;;“igfj’glgg“lhad a of assessment information and
ealing surgical woun a oe Jannine decisions
amputation, and the cading was inaccurate, care planung d _
¥ " indicated. Resident # 20 will

3, Review of section V for the following MDS have location of assessment
assessments showed they were lacking the ; iati d care plannin
location of the information for the additional nformation an P &
assessments that were triggered, and/or did not
indicale care planning decisions for same of the

decisions indicated.

Viggered areas: B) RAI assessment for all

f; &:eﬁig‘mos assessment, dated 4/26/06, restdents will be reviewed by
b. On 8/15/06 at 6:30 PM pbservation of an RN for accuracy and

resident #29 revealed s/he had a difficult ime corrections made at that time.

-speaking and making his/her needs known.

Review of the medical record revealed an annual C) The comprehensive

RAIl dafed 2/12/08. Review of Section V revealed . .
cognitive loss and communication were areas in assessments will be reviewed
need of further assassment. No location for by an RN after completion by
additional assessment information was listed. In the MDS coordinator

addition, Section V did not list 2 care planning .

decision for any of the triggered areas, including:

cognitive loss/dementia, visual function, [ D) Ran_dom comprehensive will be
communication, ADL (activity of daily living) audited monthly and a report
function, urinary incontinence and indweliing - made at the Quarterly QA

catheter, nutritional status, and pressure uicers. ing
¢. The significant change MDS assessment, meeting

dated 1/10/06, for resident #8.
d. Review of the medical record for resident #5 EY Oct 2™ an) ongoing
revealed an admission RAI, daled 6/10/06,
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Review of Saction V revealed the care planning
decision for cognitive loss was not determined.

e. The significant change MDS assassment,
dated 7/26/08, for resident #32 was missing
locations for additional asgessment information
and care planning decisions,

f. Review of the medical record for resident #¢
revealed a significant chanpe RA, dated 7/28/06.
Review of Section V revealed the resident
required additional assessment information for
nutriticn. The location of the additional
apsessment information was blank. Further
racord review revealed a nutritional assessment
in the dietary progress notes. Review of Section v
revaaled no documentation regarding a care
planning decision for identified problem areas
such as cognitive lossidementia, sommunit:ation,
behavioral symptomns, nutrition, and activities.

8. The annual MDS assessment, datd TRIDE,
for resident #20 was missing the location for
additional assessment information for coghitive
dechne and care planning decisions,

F 278
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[ wheelchair back to the resident's room. Medical

A facility must use the results of the assessment
to develop, review end revise the resident
comprehensive plan of care. :

The facility must develop a comprehensive care
pian for each resident that includes measurabie
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attein or maintain the resident's
highest practicable physical, mental, and
psychosocial welk-being as required under
§483.25; and any services that would otherwise
be required under §483 25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT s not met as evidenced
by

Based on observation, medica| record review and
staff intesview, the facility failed to develop a care
plan that addressed a physical restraints for 1
{#16) of 3 sample residents who utllized physical
restraints. The findings were:

Qbservation on 8/17/06 at 4:24 PM revealed
resident #16 whesled out to the nurses' station.
As LPN #5 passed the resident, the resident
piiied on the iap beit restraint and said “Let me
Ioose.” The LPN reached down and unbuckied
the restraint. The resident propelled the

STATEMENT OF DEFICKENCIES {X1}) PROVIDERIY LIE A X2} MULTIPLE CONSTRUCTION . . {X3) DATE SURVEY
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410 SUMMARY: STATEMENT OF REFICIENCIES [1v] PROVIDER'S PLAN OF CORRECTION [1.15)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FIAL PREFIX (EAGH CORRECTIVE AGTION SHOULE BE COMPLETION
TAG REGULATORY QR LS IDENTIFYING INFORMATION} TAG cgoss.ngpgngggga I-g; g{g}g APPROPRIATE DATE
|
F 279 483.20(d), 483.20(k}{1) COMPREHENSIVE F2re| 279 483.20 (k)(1) .
§8=D | CARE PLANS Comprehensive Care Plans: It is

the policy of the facility to ensure
that the assessment will be used to
develop the comprehensive plan
care.

1 A) All residents will have

- comprehensive plans of care
developed, reviewed and
revised based on the resident’s
assessments. Resident #16
care plan will be revised to
reflect the use of restraints -

B) Care plans for all resident s
will be reviewed by an RN for
accuracy and completeness
with corrections made at that
time

-C) The resident care plans will be
reviewed by an RN afier
completions by the MDS
coordinator, An in-service on
proper use of restraints will be
conducted for all nurses and
CNA’s on Sept 25, 2006
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F279 | Continued From page 23 F278 D) Random care plans will be
;(:tﬂfd re;iew smsfzg;ﬁg HTS:%S"BM for rf?e lap audited monthly and a report
was done on . The assessme oy
showed the restraint was used to prevent the made to the quarterly QA
resident from gedting up and walking without meeting
assistance. However, review of the rasident's
cutrent care plan revealed the physical restraint Det 2" and ngoing
was not mentioned. lnterview with the director of | F(z
hursing on 8/17/06 at 6:15 PM confirmed the use F323 483.25 (h)(1) Accidents: It
of the lap restraint should have been addressed is the policy of the facility 1o
in the care plan. . ' ”.
ensure a accident free environment
' for all residents.
F 323 ; 483.25(h){(1) ACCIDENTS F 323
$8=D| ° _ A) The resident’s
The facility must ensure that the resident ~ environment will remain
environment remains as free of accident hazards : d
as is possibie. as free of accident
hazards as is possible.
This REQUIREMENT | evi Resident #22 received a
b:'s QUIREMENT is nat met as evidenced safety evaluation for her
Based on observation and statf and family .W/c on 8/30/06 which
interviews, the facilily failed to ensure the safaty included OT and
of a wheelchair for one (#22) of one sample restorative nurse. The
resident who utilized a specialized wheelchair, lap belt was deemed
The findings were; . , - .
intact and functional and
Medical record review revesied resident #22 had is presently performing
diagt:g?;% iﬂcl;l?irl%s G%ﬂﬁplggéﬁ at"d otz the task of intention
contractures of joints. The resident was totally SR
dependant on staff for activities of daily fiving which is to hold
(ADLs). The following safaty concerns were noted contacting thighs in
regarding the resident's wheelchair. seated position. The back
“a. Observation on 8/15/06 af 3:50 PM revealed of the w/c has been
resident #22 uiilized a custom specialized )
wheelchair, A lever was disconnected from the moys:d to a 90 degree
hydrolic mechanism under the seating platform of position per OT
| the wheeichair, Interview with CNA#3 and CNA evaluation, A side
FORM CMS-2867(02.96) Prewoes Varsions Ohsolele Evenl ID: LENZT1 Facifily ID:  WYG01Y if continuatian shest Page 24 of 32
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F 323 | Continued From page 24 F 323 Support 1S p lace. o
prevent right leaning.
#13 at that lime revealed the wheelchair no The chair is tightly
longer reclined and was missing half of the lap secured at all junciures
belt. CNA #13 stated the wheeichalr had been all junciures
broken for approximately a year, and the resident and deemed safe in all
needed the reclining aption and seatbelt since the manners. The hydraulic
resident was had severe contrsctures and mechanism to tilt entire
required special postioning. . ) .
b. Interview and observation with the chair is in the process of
occupational theragist (OT) on 8/17/08 at 9.25 being repaired as a new
AM showed the resident used the wheelchair, and cable must be obtained.
the OT confirmed the wheelchair was brokern. OT still beli i
She further stated, due to weight gain the _stll believes that
resident's positioning in the wheelchair was no resident #22 would .
longer appropri?ita‘t et fam y on B8 benefit from a new chair 0/\/\ u)"/,{;) » ’Y/L
¢. interview with the residents family on ; : PR ‘
at 4:45 PM revesled the custom wheelkshalr was ;nd social SB];’]CGS 15 10 UJ\@’ \[DU /f)} dj o
several years oid. She was aware the faciiity was )€ Process ol procuriig [5\59
trying to get a new wheelchair becavse the funding for it. Social : M @}
pﬂsmo“i“t% wa: rot gﬂﬂg-;(uwe'ver. she was services will keep family 053 0
unaware the chair was broken. " _ - - .
d. Further medical record review showed no gp_pnsed of progress in )}4) ‘}\} )
evidence of a safety assessment. Interview with this area A \f
the DON on 8/17/06 at 10:40 AM confirmed a 15) Lberapics will provide W !
safety assessment was not completed for the safety evaluations on all ())i 1 e Qm
resident’s wheelchair. residents with custom w/c Wq\ O
' and in an ongoing 9% W\
F 324 | 483.25(h)(2) ACCIDENTS F 324 capacity with new Vg
55D admissions
The facilty must ensure that each resident oY Th oies will provide
receives adequate supervision and assistance ) Therapies willp
devices to prevent accidents. safety evaluations on all
custom w/cs
D) Completed safet
This REQUIREMENT is not met as evidenced ) Completed safety
by: _ assstssmeqt will be
Based on observation, medical record raview, rev1e}hred in Quarterly QA
and staff interview, the facility failed 1o ensure one Wﬂfﬂ'mzﬂ
: £} Oct 2™ and ongoing
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F 324 | Continued From page 25 Faz4| F324 48325 (h)(2) It is policy of this
: . . | facility to ensure that all residents
{#29) of one sample residents &t risk for receive assistance devices to prevent

aspiration received timely care and services i

prevent aspiration. The findings were: accidents.

Observation of resident #29 on 8/15/06 irom A) Each restdent will recetve
5:;1 PM 1o 6:35 PM revealed the resident was : adequate supervision and
able to faed him/herself, consumed cegular assistance devices to prevent

liquids, and had dificulty speaking short

sentences, Observation of the lunch meal on accidents. Resident # 29 now has

8/16/06 from 12:02 PM to 12:36 PM revealed the - meal time plan being followed b tsne ot
resident consumed regular liquids from cups or _and monitored by restorative stafl amd AL W
drinking glasses. Likewise, at the evening meal - , MLttty AT MMJ.MM 7
on al‘ge’gﬁ ;‘: ﬁd:‘-1 P{H,f!he ‘nes'hdent drank reguler, B) Therapies and restorative nurse e (.fﬂi&w-
| unaliered, iquids oul of & glass or cup, : .

Medical record review revealed a physiciar's w1!ifmeei. overy Mo‘nday 1?01 " ' of
progress note datad 6/7/05 in which the physician conference 10 ensure confinu l‘t) Q m@
noted the veskient had slurred speech without care , _dBVNL YA ’tD Lonhbvie
weakness or paralysis, intact neurological system 04/ phone caly WO Il o Mjﬂ
with "dysarthric” :speach and questioned a mild () Charge nurse and restorative nufse oAbl T My
stroke. ["Taber's” medical dictionary, 19th edition, will monitor ineal times and J

describes dysarihria as impaired to clumsy
uttering of words due e diseases thal affect the

(i Do 7
ensure meal plans are followed. M /Vg'w '
Ry

oral, lingual, o phatyngeal muscles.] Further Therapies to notify charge nurse

review of the medical record revealed nutritional of nay changes or new orders Aﬁ“ b !
progress notes dated $/8/06 which documented requested from physician so that \3; 0 7
reports by m_:rsing thvat the resident was having nursing may follow up for a‘}gjw ?q [
coughing episodes while aating. The registered expedient implementation q l ’ @x
digtitian documented a request for a speech M

therapy (ST} screen. Review of physician's orders e \ M
revealed that on B/BOB the physician requested D) ST will provide spot checks and

therapies, inchxding ST, to evaluate and treat the monthly audit at meals to verify

resident. Review-of the speach evaluation follow thru and provide report of

revesied mst:el:sider:t \;?s swg on :'JIBIDE and 8T accuracy. Audit reports will be

was requested due to the resident had "coughin ; AP .

ohserved on, thin liquids”. The svaluation showegd reviewed at quartorly QA

the residents current diet was 2 mechanical soft g 5 .

diet with reguiar liquids and the ST recommended E) Oct 2 angl on going.

a change to "nectar” thick liguids. The ST

|
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P O BOX 859

FORT WASHAKIE, WY $2514

(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFRIX (EACH DEFICIENCY MUST BE PRECEEDED @Y FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

Ha PROVIDER'S PLAN OF CORRECTION %5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMRLETION
TAG GROSS-REFERENGED TO THE APPROPRIATE hATE

DEFIGIENCY)

F 324 | Continued From page 26

documented that the resident did hetier with a
straw and had better control of intake. Further
comments from the 5T included reminding the
meal.” The nectar thick liquids and commenls
and found in the resident's medical record,

the aforementioned observations {8/15/08 and
resident continued to receive regular liguids
despite the physician order for evaluation and
"treat” A note in the medical recosd, duted
seen again on 814108 and "...did much better
meal pian.”

recommendations, a physician was required to
order the recommendations. Further record

treat. Record review of physician orders on the

no orders for a change in diet.

resident to slow down and "cueing throughout the

were developed into a meal plan, dated 8/10/08,
Although the evaluation occurred on 8/8/08,

B/1E/08, seven and eight days later) showed the

8/14/06, by the ST documanted the resident was
Iwith] nectar thick tiquids. Continue to follow the

Interview on 8/17/06 at 10:02 AM with a ST
revealsd that although speech therapy made the

review revealed a request for an order sent to the
physician on 8/16/08, six days after the developed
diet plan and eight days after tha original order to

last day of the survey, 8/18/06 at 0800, revealed

Fa2a
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FORM APPROVED
OMB NO. 0938—0391,

58=E | PREP & SERVICE

The facilily must atore, prepare, distribute, and
sefve food under sanitary conditions.

This REQUIREMENT is not met as gvidenced
by: ,
Based on observation, and staff interview, the

STATEMENT OF DEFIGIENCIES (X1} FROVIDE  BRLERAGLIA IPLE ‘
AND PLAN DF CORRECTION ' IDENTIFK SN NUMBER: (aMLTIPLE CONSTRUCTION (xmg&% SURVEY
A BULLIING LETED
B. VNG
835050 0BAE/2008
NAME OF PROVIDER OR SUPPLIER EYREET ADDRESS, CITY, SYATE, 21F COpE ]
MORNING STAR CARE CENTER P 0 Box 250 '
FORT WASHAKIE, WY 82514
P 1D SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORREGTI
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE AGTION 3&333;"&5 COMMLETIoN
TAG REGULATORY OR LSC I0ENTIFYING IKFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIBNGY)
F 371 483.35(i)(2) SANITARY CONDITIONS - FOOD F3T  The facil ity will ensure that all

facifily falied to ensure that out-dated milk was not
served. In addition, the food servics window
where trays were served was soited, The findings
were:

1. According 1o the National Dairy Counchl web
she (www.natienaldairycouncil.org), “The "sel] by"
date refers to how long the grocary store can
keep a produgt for sake in the daity case, When
properly refrigerated, mitk generally stays fresh
for 2 ta 3 days after this date,” The following
concams were notad:

Observation on 8/15/08 at 2:08 PM evealed 4
galtons of fat-free milk in the walk~in refrigerator,
Twe of the gallons were unopened and had a.seli
by date of 8/2/06. One galion was opened and
had approximately three quarters remgining with
& self by date of 7/28/06, the last gallon was
upened and had approximately one quarter
remaining, this had a sell by date of 7/12/06.

Obsarvation on 8/16/06 at 11:30 AM revealed the
milk was still in the walk-in refrigecator, and lesg
of the 7/12/06 dated gallon remained. Interview
with the diefary side on 8/16/06 at 11:45 AM
revealed only resident #26 used fat-free milk, and
she received o glass every moming, When aske
¥ she served the milk that momningm the dietary

aide stated she had. The aide indicated the gallon

residents receive safe, food and
milk product thry a clean past thiu
window

A) 1) Sell by date of milk order
will be noted and recorded on
clip board of the walk-in
refrigerator where the milk is
stored at the time of delivery
for each order. The dietary
staff will rotate the milk, the
oldest milk will be disposed of
when 2 days past “sell by”
date, . :
i) Dietary Manager will add
cleaning of past thru window
to daily cleaning task list

B) Staffto be in-serviced on

| proper handling of Dairy

| Products by Register Dietitian

r 9/13/06

C)  Dietary Manager will monitor

! milk and window pass thiy to

prevent potential illness from

' dairy products and the spread
of germs from an unclean past
thru window,

D) Dietary Manager will report
progress in Quarierly QA

FORM GMB-2607(02-99) Peaviows Versions Obsslel: Everd {0 LEN2Y
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HMEDIGARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT DF DEFICIENCIES %1 PROVIDER/S! ™ JERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT  'UMBER: : COMPLETED
A BLILDING
‘ B, WING .
535050 - 08/18/2006
NAME OF PROVIDER OR SUPPLIER BYREET AGDRESS, CITY, 5TATE, ZIP CODE
: F O BOX B
MORNING STAR CARE CENYE
RE R FORT WASHAKIE, WY 82514
X4 L | SUMMARY STATEMENT OF DEFIJENCIES D . PROVIDER'S PLAN OF CORRECTION (xs)
RREFIX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DBATE
DEFICIENCY)
F 371| Gontinued From page 78 F 3

of milk dated 7/12/06 (35 days past the sell by
date) as the source for the milt served o resident
#26 that day. Further interview with this alde and
the dietary manager revealed they were noi
aware how far past the sell by date the milk was.
The dietary manager then stated the milk was
alse used for cooking, and she usually cheaked

+ | dates once a8 week.

2, According to Food Code 2005, U.S. Public
Heaith Service, 3-305.11; Food shail be protected
' fram contamination by storing the food: (2) where
it is not exposed to splash, dust, or other
contaminalion. ..

Observation on 6/16/08 af 1:50 PM revealed
an accumudation of dirt, dust, and grime on the
skie of the food service tray window, Interview
with the facility director of housekeeping on
8/17/06 at 10 AM confirmed the presence of the
dirt and agreed the dirt rapresented a potential
heatth hazard should it fali upon resident food
being passed through the window at meal time.

F 444 483.65(b)(3) PREVENTING SPREAD OF F 444} 1 444 1t is the policy of the facility
86 | INFECTION to ensure that all residentls are
The facility must require staff to wash their hands protected again possible infection.
after each direct resident contact for which
handwashing is indicated by accepted A) The facility staff will wash
professiona practice. ‘hands in accordance with

accepted professional practice
This REQUIREMENT is not met as evidenced
by:

Based on chservation, staff interview, and policy
review, the facility failed to ensure stalf followed
proper handwashing technique after during two
random observations. The findings were:

FORM CMS-2587102-99) Previaus Versions Obsoisin EventID; LENZH Faciity I Wy oo17? _ H continustion sheet Page 29 of 32
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CENTERS FOR MEDICARE & MEDICAID BERVICES OMB NOQ. 0938-0301
STATEMENT OF DEFICIENCIES (X1) PROVIDERIS' " IERIGLIA, {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT  {umaer: COMPLETED
A, BUILDING
B WING
£35050 08/18/2008
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZIP CODE
P O BOX 858
MORNING STAR CARE CENTER
_ ¢ ! FORT WABHAKIE, WY 82514
X4 ID SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EACH DEFICIENCY MUST BE PREGEEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 444 ) Continued From page 29 F444| B) Audit by charge nurse of 3

1. Observation on B/17/06 at 9:41 AM revealed
CNA#14 threw solled items into the west hall
solied utiity room. Without washing or sanitizing
her hands, she went directly to assist another
aide in fransterring resident #22, When CTNA 244
entered the resident's room she did not wash her
hands or uke hand sanitizer hefore loushing the
resident, yeiting a clean blanket from the closet,
and moving the rasident's drinking cup.

2. Observation of resident #9 on 8/17/06 at 10:8
AM revealed CNA #11 assisted the resident with
incontinenice care. After assisting, the CNA
remaved her gloves, and then without washing
her hands, left the room and went to the clean
linen closel, used hand sanitizer, opened the
door, and retrieved a blankel. The CNA then
retumned to resident #9's raom and washed her
hands prior i leaving the room.

3. Interview with the director of nursing on 8/17/06
at 10:48 AM ravealed the expactation was for
staff to wash their hands after performing perineal
care and prior to keaving the resident's room. In
addition, staff should wash their hands prior to
exiting the soiled utility rooms,

4. Review of the facliity's handwashing policy (no
date or number) revealed "the usss of gloves
does nat replace handwashing," and "wateriess
anfiseplic solution may be used as an adjunct to
routine handwashing.”

employees weekly for
compliance with accepted
professional practice beginning
Sept 11, 2006, Immediate in
service to anyone with
deficient practice by auditing
nurse.
C) Hand washing in-service
presented by infection contro)
on Sept 8, 2006. Soiled utility
room will be reequipped with
containers that aliow for access
to the sink for hand washing
D) Hand washing audits will be
compiled on a monthly basis
and reviewed at the Quarterly
QA meeting

L E) Oct 2™ gud ongoing
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GENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB NO. 09380391

STATEMENT OF DEFICIENGIES PROVIDERISUE  RICLIA
AND PLAN OF CORRECTION o IDENTIRICATIO.  MBER: . 3) HULTIPLE CONSTRUCTION b 33.%5;’1%‘{,‘*
, A BUILDING
835050 S i 0811872006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE '
MORNING STAR CARE CENTER P O BOX 265
FORT WASHAKIE, WY 02514
{%4) 1D ] SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF GORRECTION s
PREFIX, {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING IFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 468 | 483.70(h)3) OTHER ENVIRONMENTAL Fa68| 1 468 1t is the policy of this facility to
58=8 | CONDITIONS - HANDRAILS ensure a safe environment for the
The tacility must equip corridors with fimiy residents
| secured handvails on each side. . .
A) The maintenance director will
secure handrails 8/18/06
This REQUIREMENT is not mst as avidenced B) The maintenance director and
by: R . " housckeeping will check all
Based on observation and staff interview, the handrails weekly and adjusted for
facility fanled to securely atta_ch 2 4 fout section of safety
hmdm'. to the wal. The findings were: C) The maintenance director will log
Observation on B/16/05 at 10:48 AM revealed a . any loose handrails and date the
section of handrail approximatzely 4 # in length adjustment date,
located opposite the central nurse's station and A
d;;:“:?:?:?:: a ﬁ“t‘;‘;‘f“- Themrﬁ "":3 ‘gt"se? D) Will be reported to administrator l
attache: wall, Interview with the director o : : ;
| housekesping on 8/17/06 at 10 AM verified the and in the S.: ety Ccmm'ttf' ° &@W
railing was inose. tnterview with the administrator MECtng.. . c T Aha
on 817108 at 10:30 AM revealed all handrails PULEED L 2798
should be firmiy attached to the wall. The facility 'E) On going o D
administrator also stated handrails shouki be able
to support approximately 200 pounds.,
-F 492 | 483,75(b) ADMINISTRATION F 452
88=D
The kacility must operate and provide services in F 492 It is the policy of this @Lﬁ
compliance with all applicable Federal, Stats, and SR : lations
local laws, regulations, and “and with facility t(')dfollox}i allv reglll a’uol'
accepted professional standards and principles and provide professional services,
that apply to professionals providing services in ‘
such a facility. A) Licensed staff will perform job
duties within the scope of their
This REQUIREMENT is not met as evidenced practice. Liter flow will be
by documented on the
Based on observation, medical record review, concentrator and O2 tank for
and staft mierview, the facility feiled to ansure resident #21. )
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SEP, 1. 2006 10:46AM NO. 9506 P 3B

5 ‘ . PRINTED: 08/01/2008
C::?‘:;nsn?é; c:: H:EALTH AND HU" °N SERVICES | FORM APPROVED
‘ CAR .0 SERVICES ‘ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES PROVIDER/SUPPLIER/CLIA |
AND PLAN OF CORRECTION o ms«"‘rﬂmcm%i :ejumssm OEMLTIPLE CONSTRUCTION (xmggﬁlsg%ev
A BUILDING
B. WING
535050 : 06/18/2006
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY. STATE, 2 GODE
MORNING STAR CARE CENTER P O BOX 859
, FORT WASHAKIE, WY 82514
Xd) 1D SUMMASY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PREGEEDED BY FULL
TAG. REGULATORY OR LSC IDENTIFYING INFORMATION] v CABS RET RN TN e S Ry s
DEFICIENCY)
F 492 | Continued From page 31 Fa92/B) All other residents receiving
ficensed staff performed tasks for which they oxygen will have their. tankls or
were qualified or that were within thair scape of concentrators marked in a like
g:cﬁ;z. One éﬁl’;;dm;‘mph r%algwqu oy manner. In service on scope of
1equired oxygen, oxygen adjus :
certified nurse aide (CNA) staff. The findings pr‘,w“?e for CNAS, regarding
were: adjusting the O2 liter flow on
tanks and concentrators
Observation on B/15/06 at 2:18 PM revealed
resident #21 had difficylty breathing and was . . ,
.| attended to by licensed practical nuise (LPN) #5, C) Charge murse will monitor that
At 5:25 PM on 8/15/06, observation of the liter flow is marked on O2 tank
resident revealed GNA #3 removed the resident's and/ or concentrator. If
nasal oxygen tubing, which was conpected to g : - P, .
concentrator, and applied nasal oxygen tubing res1§!ent is admitted on O2 or
connected 1o a portable oxygen tank, The CNA 02 is star t‘ed on current
then adjusted the oxygen liter flow 10 3 fiters by resident, liter flow will be
adjusling the liter flow valve. Further observation marked
revealod the fiter fiow was not marked on the .
tank. When interviewed on 8/15/06 at 5:25 PM, .
indicated she knew the rasident was suppose lo D) Monthly checks by nurse will
be onlgdlitersAof oxy{%%rse Meht;l‘ic_al‘ re::cvmq;le review be included when 02 tubing is
revealed an Augus physician order review o :
which documented the resident's axygen flow rate changed to er-l.sure fiter flow is
at 3 liters a minute or “as needed to keep the Sat marked. Staff development
{saturation level) > (greater than) 90%." Interview coordinator will monitor report
with the director of nursing on 817/06 at 10:48 and it be reviewed at the
AM revealed she was unaware of the Wyoming " :
Board of Nursing (BON) decision relted o CNAs Quarterly QA meeting
adjusting oxygen, g
) Oct 2™ And ongoing
According to the May 2001 decision by the
Wyoming BON, 2 CNA may be delegated the
task of adjusting the oxygen litar fiow if the titer
flow is clearly marked by the nurse on the
concentrator and/or oxygen fank,
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