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Areceriification and licensure survey was
conducted on 10/31/16 in addition with complaint
Intakes WY2283 and WY2278. It was
determinad, bases upon the findings of the
survey team, that no deficiencles were Identified
pertaining to the complaint investigation.

The following common abbreviations are used
throughout this document:

ADL Activities of Daily Living
CAA Care Area Assessment
CNA Certified Nurse Alde
DON Director of Nursing
MDS Minimum Data Set

RN Reglstered Nurse

Less commonly used abbraviations will be
annotated-n each deficiency.

F 221 483.13(a) RIGHT TO BE FREE FROM F 221
s8=p | PHYSICAL RESTRAINTS

The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenlence, and not required to
treat the resident’s medical symptoms.

This REQUIREMENT s not met as evidenced

b

gased on observation, resident and staff
interview, and medical record review, the facility
failed to ensure residents were free from
unnecessary restraints for 1 of 3 sample
residents (#18) with lap belt devices. The findings
were:
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F 221 | Continued From page 1 F221| Quarterly MDS assessment for 12+ e w
Review of the 10/27/16 quarterly MDS resident # 18 is closed and cannot be
assessment for resident #18 showed dlagnoses altered. Another order from
g}at ggluq:edm!:aridn:ion's disease themc,! b}golarhad Resident # 18’s primary physician
sorder. Further review showed the resident i “
a BIMS (Brief Interviaw for Mental Status) score e abtadred o e
of 8/15 (Indicating moderate cognitive heelchai .
impalrment), used a wheelchalr, required wheelchair to prevent falls®. A
extensive assistance for transfers, and had a consent by Resident # 18's
history of falls. The MDS did not assess the designated power of attorney for the
resident as having a physical restraint. The use of the lap belt / seat belt was
following concemns were Identified: obtained on 11/03/2016 and is in his
om0 frpoan 138 howed the | chart,
m roug 8 . s .
resident was seated upright, had a lap belt in Resident #. 18’s care plan will be
hisMher wheelchair, and was able to self-propel updated to include:
the wheelchair. The resident's movement was
limited to sitting In the wheelchalr, and s/he was “Nutrition Status” -
Uﬂag‘eéo gtand. nterview on 1112116 at 11:08 mechanically altered diet
. During an In n : : ~
AM, CNA#1 stated the lap belt was in place due (se? tm caltime ?1‘;1“) & sttiaﬁ
to the resident's history of falls related to assistance Wi eating
galf-transferring. The CNA further revealed if the required
resident was having a “good day,” s/he was able
to unfasten the belt buckle; however, If the “At risk for falls and injury”
rebs‘l:lzlt wgs;;davl&g %n ;f:ff day,” s/he was not — use of fall mat, lap belt /
a unbuckle the be .
c. Interview on 11/2/16 at 11:15 AM with CNA seat belt, and alarm
#2 revealed the resident often attemptad to « . "
self-transfer and had a history of falls. She added Incontinence” — approaches
the resident was usually not able to unbuckle the to improve and maintain
!ap"bett, stating “on good days yes, but mostly continence
no. :
d. Interview on 11/2/16 at 11:30 AM with RN . :
41 revealed the resident had a history of falls A pre-restraining assessment wil be
from attempting to self-transfer. She stated the P sidents  who
lap beit was an intervention to reduce the number currently have a seat belt / lap belt
of falls. She added the resident did well with and for all Residents for whom a
routines, and It was "best to just keep an eye on seat belt / lap belt is being
[him/her]." She stated she did not think the considered.
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resident was able to release the belt buckle due
to hand tremors,

a. Observation on 11/2/16 at 12:09 PM
showed the resident In the hallway sitting in the
wheelchair with the lap belt secured. RN #1
asked the resident to unfasten the buckle on the
lap belt. The resident attempted, was
unsuccessful, then asked the nurse to do it for
him/her.

f. Interview on 11/2/16 at 12:18 PM with the
resident revealed s/he was unable fo release the
belt buckle, The resident stated It was "not
working today.” Observation at that time showed
the resident positioned his/her hand on the
buckle, but had hand tremors and did not
squeeze the buckle to release It.

g. Review of a fax correspondence form
dated 4/11/18 showed the facllity contacted the
resident's physiclan for an order "for lap belt (self
releasing) for safety concemns.” Further review
showed no evidence this request was
acknowledged by the physiclan,

h, Review of the medical record showed no
evidence an assessment was completed for the
use of a lap belt as a physical restraint, including
safety or medical symptoms that warranted the
use of the device. Additionally, there was no
evidence of signed consent by the resident's
designated medical power of attorney for the use
of the device.

1. Review of the resident's care plan, dated
40/5/16, showed no evidence the iap belt was
part of the resident's plan of care.

} Interview with the DON on 11/3/16 at 8:30
AM revealed she did not consider the lap belta
restraint because she had seen the resident
remove the device before. She acknowledged
there was no consent for the use of a lap belt,
and verified there was no evidence of an

FORMAPPROVED
D SERVICES 0. 1
{X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING ZS
} 535050 B. WING
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
4 NORTH FORK ROAD
MORNING STAR CARE CENTER FORT WASHAKIE, WY 82514
4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
BEFICIENCY)
A polity regarding e use of
F 221 | Continued From page 2 F 22¢| restraints will be put in place. ‘2“2 | o

All residents who corrently have a
seat belt / lap belt will have a chart
review to ensure they have the
following in place:
Physician order
Signed consent
Pre-restraining assessment
Care planned for seat belt /
lap belt use, alarm, fall mat
etc.

All nurses will be educated about
restraints, required consent,
physician’s orders, and pre-
restraining assessment.

A quality improvement monitoering
tool will be implemented by the
DON and charge nurses to ensure
that a pre-restraining assessment, a
physician order, and a siguned
consent are in place before anyone
has a seat belt / lap belt (restraint).
All residents with seat belts / lap
belts will have a chart review on or
about the time of their scheduled
MDS assessments to ensure all
requirements have been completed.
Results will be reported quarterly at
the QI meeting.
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F221 éonﬁnued Frompage 3
3 ntre!atedtbﬁiedwce.TheDONalso
confirned the faciiiy falled fo have a policy ' )
regmdhgusaofrestraim
F 225| 483.13(c){1){)-(@), (c)2) -4
gs=E | INVESTIGATE/REPORT The facility will ensare a
AU.EGATIDNSIINDMDUALS

The!acﬂnymustmtemp!nymdivldualswhohave
been fotind guilty of abusing, neglecting, or
;m;eaﬁngmﬂdemsbyacmntoﬂamorhave
had a finding entered into the State nurse alde
stry concetiing abuse, néglect,

reg: mistregtment
of residents ormisappmpﬂaﬂcnofﬂ\drpmpem

and report any knowledge it has of actions bya
court of law against an employee, which would
indicate unfitness for service as a nurse alde or
other facllity staff to the State nurse aide regisiry
onlicensing authorities.

The faciity must have evidence that all alleged
viclations are thoroughly must
premntfuﬂherpmenﬂa!mmma
investigation is in progress.

The results of &l Investigations must be reported
o the administrator or his designated .

rap:esentaﬁveandtooﬂzarnmda!shmdame
Mﬁ\Statelaw(mc!udingtumaS!atemeyand
ceriification agency) within & working days of the

comprehensive system is in place to

track all required new hire
employees. Human Resource
Department will inform all

Department Managers in writing
that ne new hire employees may
begin work wmtil appropriate
references, background checks and
State Nurse Aide registry has been
received by the facility. This will be
monitored  weekly by  the
Administrative  Assistant  and
monthly by the Business Office
Manager. This procedure will be
completed with a monthly written
audit. Facility will ensure employees
attend monthly In-service trainings
regarding Abuse and Neglect.
Inservice training completion will
be reviewed every two months to
ensure completion.
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Continued From page 4

Incident, and if the alleged violation is verified
appropriate corrective action must be taken,

This REQUIREMENT s not met as evidenced

by:

Based on medical record review, staff interview,
employee record review, state survey agency
incident log review, and policy review, the facllity
falled to ensure an adequate system to prevent
unsafe hiring practices was implemented for 4 of
5 sample employees (CNA#3, CNA#4,
Housekeeper #1, LPN #1). In addition, the facility
falled to ensure 2 of 5 sample incidents (Involving
residents #14, #17, #18) which involved
allegations of abuse were reported to the state
survey agency. The findings were:

The following issues conceming background
checks, reference checks, and CNA registry
checks were identified for 4 new hires.

1. Review of the employee file for CNA#3
showed a 7/12/16 date of hire. Further review
showed no evidence reference checks were
completed prior to hire. Additionally, there was no
evidence of a background check being completed
prior to hire. Further, there was no evidence the
alde was entered into the State nurse aide

registry.

2. Review of the employee file for housekeeper
#1 showed a 10/3/16 date of hire and start date.
Further review showed no evidence reference
checks were completed prior to hire. Additionally,
review of the background check showed it was
completed on 10/27/16, 24 days after the

employee began work.

F 225
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3. Review of the employee file for CNA#4
showed a 10/26/16 date of hire. Further review
showed no evidence reference checks were
completad prior to hire,

4. Review of the mployee file for LPN (llcensed
practical nurse) #1 showed a 8/15/16 date of hire.
Eurther review showed no evidence reference
checks were completed prior to hire.

5. Interview with the administrator and DON on
11/3/16 at B:45 AM revealed background checks
should have been completed when the
employees were hired. Additionally, they added
reference checks were completed on the
employees by the department supervisors, but
they were not documented and kept in the file.

8. Review of the policy titled "Abuse and Neglect
Prevention,” undated, showed the process for
screening employees for abuse included "... b.
The Department of Health, Office of Healith
Licensing and Surveys Is checked on all potential
employees applying for CNA positions to identify
if the Individual has been placed on the registry to
substantiated abuse, neglect, or misuse of
Resident's property. c. All potential employees will
have reference checks completed. d. Criminal
background checks will be completed on all
potential employees..."

The following issues were identified conceming
allegations of abuse:

1. Medical record review showed resident #14
had diagnoses which included convuisions or
seizures and other intellectual disablliies. Review

F 225
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of the 10/28/16 social service progress note
showed: "It was reported to SW [social workar]
that another resident hit [the resident] and kicked
[him/her] on 10/27/16. SW notified the RN, DON,
ADON [assistant director of nursing}, [the
rasident's family], and the BIA [bureau of Indian
affalrs]. [The rasident's] family reported no
concems. The BIA came and talked withis other
resident about that behavior. SW aiso notified the
Ombudsman of the Incident. SW and SS ast.
[soctal services assistant] will monitor and
support as necessary.” Review of the complete
medical record, and review of the stata survey
agency incident log, showed the facllity falied to
notify the State survey agency of this incldent.

2. Review of the 10/27/48 quarteriy MDS
assessment showed resident #18 had dlagnoses
that included bipolar disorder, Revisaw of the
7/1/16 nurse's note showed the resident became
upset when resident #17 attempted to throw a
napkin on him/her. Resident #18 then hit the
other resident in the nose before the two
residents were separated. Further review showed
the resident's physician and family were notified.
Review of the stats survey agency incident log
showed the facility failed to notify the State survey
agency of this Incldent.

3. Interview with the DON and administrator on
14/3/18 at 11:25 AM confirmed the facility falled to
notify the State survey agency regarding the two
incidents of alleged resident to resident abusa.

According to the undated facility policy titled,
nAbuse and Neglect Prevention” under
Reporting/Response was documented the
following: "Any ALLEGED mistreatment,
misappropriation of Residents property
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F 225 | Continued From page 8 F225| The facility will notify the State

Survey Agency of the following
incidents:

Resident to resident incident
on 10/28/2016 involving
resident #14

Resident to resident incident
on 07/01/2016 involving
residents # 17 and # 18

All nursing staff will be re-educated
about incident reporting

All nursing and administrative staff
will be re-educated on incident
reporting to the State Survey agency

Facility will review and update
policy on abuse and peglect
prevention

Interdisciplinary team will review
all incident reports weekly to ensure
all incidents have been reported to
the proper persons/agencies
appropriately.

Results will be reported quarterly at
the QI meeting.

12/16/1
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F 225 Continued From page 7 F 226
(exploitation), physical, mental, verbal, or sexual
abuse...Is to be reported to the proper
authoritiss...Report alleged Incidents as required
to all local/statefederal agencies within 24 hours
of the allegation.”
F 263 | 483,15(h)(2) HOUSEKEEPING & F 263
gs=E | MAINTENANCE SERVICES
The achy must provkde ousekeeping and N iowiog. aes . oo 213
rsnanitary orderly, and comfortable interior. nea cloget doors, b, room 211 closet door,
' ' ¢. 1oom 206 inner bathroom door, and
e. toom 106 inside bathroom kick
This REQUIREMENT is not met as evidenced plate will be sanded, painted, glued or
by: , replaced to maintain a sanitary,
Based on observation and staff interview, the ordesly, and comfortable interior.
faclitty falled to ensure 3 of 3 resident areas (100 A2) Floors in the following arcas a.
Hall, 200 Hal, Dining Room) were clean and in east wing hallway in front of room 213
good repalr. The findings were: and exit door, b. room 210 under sink,
Observation on 11/3/18 from 7:61 AM through c. room 205, d. cast wing 200 hall by
8:45 AM revealed the following environmental fire doors, e. west shower room hall
issues: 100 between shower floor and room
floor, £ dining room by exit door, and
1. The following Issues conceming doors and g. dining room will be cleaned,
door frames were Identifled: grouted, sealed or will be replaced
a. In room 213, & 24-inch wide area on the with now tiles, h. room 201 wall by
closat door from the ground to 14 inches high, closst and wall by bathroom will be
and a second door from the ground to 8 inches cleaned, patched and painted.
high, were scraped and In poor repalr. P
b. In room 211, a 24-inch wide area on the
closet door from the ground to 18 inches high,
was scraped,
c. In room 208, the Inner bathroom door, from
the kick plate to 16 inches high, was scraped.
d. In room 411, the kick piate of the entrance
door had a 16-inch by B-inch area pulled loose.
e. In room 108, the inside bathroom door kick
FORM CMS-2587(12-08) Previous Versions Obsoleta Event 13, 88RH1 Facitly I0: WY0017 If continuation sheet Page Bof35
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F 263 | Continued From page 8 F253 <
B) All residents and staff could be
plate had & g-inch by 1/2-inch pulled loose. affected if infection control isn’t
2, ':'lge follo;uéingﬁlﬂs::as concerning floors and gztag:isﬁ:ﬁ ‘;noiim hﬁ zed ﬂlZ‘;’:c‘
walls were identified: . ~ .
a. In the hallway by raom 213, a 42-inch area could cut residents or staff. Residents
o o e ot ook notbe B o Maponance ad
a surface could no [++) e iternor. aintenance an
effectively cleaned. , Housekeeping will observe and audit
b. in room 210, three 12-inch by 12-Inch tiles all of the facility once a month and
under the baattximom slnmd one chip each, the then repair. .
largest was 3-inch by 1-inch, which created a C) Environmental Services Manager
surface that could not be effectively GleanEd. will in-service housckccping and
c. 1h room 205, a 12-inch by 12-inch tile hada maintenance  staff on  services
&tn&h byt L-elmg cctt‘]‘e;;h ‘fh q::ted a surface that necessary to maintain a ssanitary
could not be effe cleaned. - a >
d. In room 201, the wall by the closet from the orderly, and comfortable interiot
paseboard to 21 Inches was scraped. The wall by D) Environmental Services Manager
the baﬂwr;:gt from the baseboard to 25 inches ;ﬂl mef.;l“ observations and audits to
was scraped. e ality Assurance Committee at
e. The floor by the 200 hatl fire door had threa the QAPI meetings. ‘ é/ % I&)
42-Inch by 12-inch tiles which were cracked. /
£. In the 100 hall tub room, the 31-inch
division between the tiled shower fioor and room
fioor had a 2 1/2-inch by 1/2-inch and 8 24nch by
1r2-inch cracks in the tile,
g. In the dining room, the floor near the exit
door had a tile with a 1-inch by 1-inch crack,
which created a surface that could notbe
ly cleaned.
h. In the dining room, & 5-inch by 1 1/2-inch
area covering two 12 inch by 12 inch tiles were
chipped, and a 12-inch by 12-inch file had a1
3/d-inch by 1/2- inch chip, which created a
surface that could not be effectively cleaned..
3. Interview with the maintenance director on
1473/16 at 9:03 AM revealed he performed audits
and prioritized maintenance Issues. in touring the
faciiity with the malntenance manager, he
FORM CM5-2507(02-05) Previous Visrsions Dbsoleis Event ID; BBRH11 Faciity 1D: WYO017 If continuation sheet Page 8 of 35
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confimed the Issues with building damage and
cleanliness,

483.20(b)(1) COMPREHENSIVE
ASSESSMENTS

The facility must conduct inltially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each residents
functional capacity.

A facllity must make a comprehensive
assessment of a resident's needs, using the
resident assessment Instrument (RA!) specified
by the State. The assessment must include at
jeast the following:

\dentification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Vision;

Mood and behavior patterns;

Psychosocial well-being;

Physical functioning and structural problems;
Continence;

Disease diagnosis and Health conditions;

Dental and nutritional status;

Skin conditions;

Activity pursult,

Medications;

Special treatments and procedures;

Discharge potential,

Documentation of summary information regarding
the additional assessment performed on the care
areas triggered by the completion of the Minimum
Data Set (MDS); and

Documentation of participation in assessment.

F 263

F272
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This REQUIREMENT is not met as evidenced

by:

Based on medical record review and staff
interview, the facliity falled to ensure the
comprehensive assessment of resident needs in
a variety of areas for 7 of 8 open sample
residents (#14, #15, #16, #17, #18, #19, #22).
The findings were:

1. Review of the 5/10/16 annual MDS
assessment for resident#14 showed triggered
areas which required additional assessment
included: Delirilum, Cognitive Losz/Dementia,
Communication, ADL Functional/Rehabilitation
Potential, Urinary Incontinence/indwelling
Catheter, Activities, Falls, Nutritional Status, and
Psychotropic Drug Use. Review of the CAAs
showed analysis of data to support the care plan
decision was lacking In each of these areas.

2. Review of the 9/26/16 annual MDS
assessment for resident #15 showed triggered
areas which required additional assessment
included: Cognitive Loss/Dementia, ADL
Functional/Rehabilitation Potential, Psychosoclal
Well-Being, Falls, Nutritional Status, and
Psychotropic Drug Use. Review of the CAAs
showed analysls of data to support the care plan
decislon was lacking in each of these areas.

3, Review of the 3/14/16 annual MDS
assessment for resident #18 showed triggered
areas which required additional assessment

included: Cognitive Loss/Dementia, Visual
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Funetion, Communication, Urinary Incontinence,
Psychosocial Well-Being, Activities, Falls,
Nutritional Status, Dehydration/Fluid
Malntenance, Dental Care, Pressure Ulcer, and
Psychotropic Drug Use. Review of the CAAs
showed there was no analysis of the data to
support the care plan decision for these areas.

4, Review of the 2/12/16 MDS annual
assessment for resident #17 showed triggered
areas which required additional assessment
Included; Cognitive Loss/Demetia,
Communication, ADL Functional/Rehabilitation
Potantial, Urinary Incontinence, Mood State,
Nutritional Status, Dehydration/Fluld
Malintenance, and Pressure Ulcer. Review of the
CAAs showed a lack of analysis of the data to
gupport the care plan decision for these areas.

5. Review of the 1/18/16 annual MDS
assessment for resident #18 showed triggered
areas which required additional assessment
Included: Cognitive Loss/ Dementia, ADL
Functionel/Rehabliitation Potential, Urinary
Incontinence, Psychosocial Well-Being, Activities,
Falls, Nutritional Status, Pressure Ulcer, and
Psychotropic Drug Use. Review of the CAAs
showed no analysls of the data to support the
care plan decislon for these areas.

6. Review of the 3/28/16 annual MDS
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F 272 | Continued From page 11 Ferz| The  facility  will  ensure
comprehensive, accurate,
standardized reproducible

assessments of each resident’s
functional capacity as required.
CAA’s for residents 14, 15, 16, 17,
18, 19, and 22 are closed and cannot
be altered. Going forward, CAA’s
for triggered areas will be complete
and will include an analysis to
support the care plan decision.

A new MDS Coordinator started full
time in October and has received
MDS training at an AANAC course.
An interdisciplinary team will
review all newly completed CAA’s
monthly and assist the new MDS
Coordinator to the best of their
ability. The new MDS Coordinator
will review facility resource book
“Care Area Assessments” (ISBN
978-160146-881-9) for more
information/training on completing
comprehensive and accurate
resident assessments.

Results will be reported quarterly at
the QI meeting.

assessment for resident#19 showed triggered - A . f
areas which required additional assessment Y #"f)m“") gy 17, %Zm [ )Q’? e
included: Cognitive Loss/Dementia, ADL will keve uyfedd (APS U \231ab
Functional/Rehabilitation Potantial, and Falls. ﬁo;wi aled I feu ¥
Review of the CAAs showed analysis of data to Bl sk o AL
support the care plan decision was lacking in Seoh] e ety
each of these areas. T 2‘:{3\{)&?% ci }ega,&,m G e
1&1 ( >
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7. Review of the 10/17/16 admission MDS
assessment for resident #22 showed triggerad
areas which required additional assessment
included; Communication, ADL Functional/
Rehabilitation Potential, Uﬁnary Incontinence,
Falls, Nutritional Status. and Pressure Ulcer,
Review of the CAAs showed no analysis of the
data to support the care plan decision for these
areas.

8. Intarview with the DON on 11/3/16 at 11:25 AM
confirmed the CAAs reviewed by the survey team
were not comprehensive.

F 274 | 483.20(b)(2)(Ii) COMPREHENSIVE ASSESS F274
§S=D | AFTER SIGNIFICANT CHANGE

A faciiity must conduct a comprehensive
assessment of a resident within 14 days after the
facllity determines, or should have determined,
that there has besn a significant change in the
resident's physical or mental condition. (For
purpose of this section, a significant change
means a major dacline or improvement in the
resident's status that will not normally resoive
liself without further intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact on more than
one area of the resident's health status, and
requires interdisciplinary review or revision of the
care plan, or both.)

g’hls REQUIREMENT is not met as evidenced

Based on medical record review, Resident
Assessment Instrument (RAl) manual review and
staff interview, the facility falled to ensure a
significant change in status assessment (SCSA)
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F 274 | Continued From page 13 F274| The facility will ensure a
was performed for 1 of 1 sample residents (#13) comprehensive assessment of a
with 8 eignificant changs. The findings were: resident will be done within 14 days

ﬂ h . -
Review of physician's orders dated 5/6/16 after the facility determines that
showed resident #13 had orders for hospice care. f condition. A sienific ge
Review of the hospice meeting/care plan update of condition. A significant change of
form dated 8/10/16 revealed the resident had a status assessment for resident # 13
revocation of hosplce care on 8/9/18 per family will be completed. Going forward,
g“n:! mnttr:hqueet RWI%IS“ MDS records for significant change of status
ent showed an assessment was assessments  will
conducted on 4/1/18, and a quarterly MDS within the 14w'da b;indc:: pletz;il
assessment was conducted on 7/2/18. There wes residents wh Y : :
no evidence an SCSA was conducted for elther ents who are currently on
the placement of hospica care or the revocation hospice will have a chart review to
of hospice care. interview with the DON and ensure an SCSA has been
administrator on 11/3/18 at 11:26 AM revealed the completed.
:vnt?s coiom‘:‘nator cwhaa.;l not avallable to rasponm
why a significant ge was not 5 An i s Te .
DON was not aware of the reason a significant . mterdm.'p linary team ';"“
change was not completed review all residents who are being
’ admitted or discharged from

Review of the Long-Term Care Facliity Resldent hospice at their weekly meeting to
Assessment Instrument 3.0 User's Manual ensure that the SCSA assessments
Version 1.14, October 2016 showed "A SCSA s are being completed.
required to be performed when a terminally
reaident enrolis in a hos ram
e o Soriied of Stata-loorsed hoepioa Results will be reported quarterly at
provider) or changes hosplice providers and the QI meeting.
ramains a resident at the nursing home. The ARD
must be within 14 days from the effective date of
the hospice election (which can be the same or
later than the date of the hospice elaction
statement, but not earlier than), A SCSA must be
performed regardless of whether an assessment
was recently conducted on the resident”... "A
SCSA s required to be performed when a
resident is recelving hospice services and then
decides to discoritinue those services (known as

, revoking of hospice care). The ARD must be
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F 274 | Continued From page 14 F274| The facility will ensure assessments
within 14 days from one of the following: 1) the accurately reflect the resident’s
effactive date of the hospice election revocation status.
(which can be the same or later than the daga of
the hospice election revocation statement, but not :
earlier than); 2) the expiration date of the g’l:_c r:f;:::?:i l;*;DS ;s:s;:snents
certification of terminal liness; or 3) the date of an are
the physician's or medical director's order stating closed and cannot be altered. .
the resident Is no longer terminally ii". Going forward, the facility will
F 278 | 483.20(g) - () ASSESSMENT ensure the MDS  assessments
ss=D | ACCURACY/COORDINATION/CERTIFIED accurately reflect the condition of
the resident,
The assessment must accurately reflect the
reskdant's status. An interdisciplinary team will
Aregistered nurse must conduct or coordinate review a random sample of
each assessment with the appropriate completed MDS assessments for one
participation of health professionals. month and then quarterly after that
to ensure they accurately reflecting
A registered nurse must sign and certify that the the resident’s status.
assessment is completed.
Each Individual who completes a portion of the Results will be reported quarterly at
assessment must sign and certify the accuracy of the QI meeting.
that portion of the assessment. '}g\kx\b !
Under Medicare and Medicaid, an individual who \ 1'273/1//]#6
wilifully and knowingly certifies a material and
false statement in a resident assassment is
subject o a civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual
to certify a material and false statement in a
resident assessment Is subject to a civil money
penalty of not more than $5,000 for each
assessment.
Clinical disagreement does not constitute a
material and false statement.
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This REQUIREMENT Is not met as evidenced

by:

Based orn record review, and staff Interview, the
facillity failed o ensure the MDS assessment
accurately reflected the condition of 2 of 9 sample
residents (#13, #18). The findings were:

1. Review of the 10/27/16 quarterly MDS
assessment showed resident #18 had diagnoses
that Included Parkinson's disease and anemia.
Further review showed the residant had 1 fall
resulting in minor Injury and was not at risk for
developing pressure ulcers. The following
concems were identified:

a. Review of tha nurse's notes showed the
resident had falls on 3 separate occasions since
the previous assessment, 8/17/18, 10/5/16, and
10/9/16.

b. Review of the "Pressure Ulcer Risk
Assessment,” dated 10/13/16, showed the
resident was identifled as being high risk for
presstre ulcers.

2. Review of the quarterly MDS assessment
dated 10/2/18 for resident #13 showed the
rasident had no falls since the previous MDS
assessment, and was not at risk for developing
pressurs ulcers. The following concerns ware
identifled:

a. Review of progress note dated 8/4/16 at 8
PM showed the resident had suffered a fall. This
fall was In between the 7/2/16 and 10/2/16
assessment dates.

b. Review of the pressure ulcer risk
assessment/prevention intervention protocol
sheet dated 10/1/16 showed the resident had an
accumulative score of 16. A score of 12 or above
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Continued From page 16
was considered high pressure ulcer risk.

3. Interview with DON and administrator on
14/3/16 at 11:25 AM revealed the MDS
coordinator was not avallable to respond to why
the documented fall and pressure risk weren't
recorded in the quarterly assessments for these
residents, The DON was not aware of the
Inaccuracy in the assessment.

483.20(d), 483.20(k){1) DEVELOP
COMPREHENSIVE CARE PLANS

Afacllity must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facllity must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosoclal
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and

ps | well-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 is not met as evidenced
by:
Based on obsarvation, staff interview, and
medical record review, the facliity falled to

F278

F278
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develop comprehensive care plans based on
resident needs for 2 of 8 sample residents (#18,
#20). The findings were:

1. Review of the 10/27/16 quarterly MDS
assessment showed resident #18 had diagnoses
that included Parkinson's disease, bipolar
disorder, anemia, and urine retention. Further
review showed the resident required extensive
assistance for transfers and tolleting and limited
assistance with eating. Additionally, the resident
had frequent bladder and bowe! incontinence,
had a history of falls, and had a
mechanically-altered diet. The following concems
were Identified:

a. Observation on 10/31/16 at 4:64 PM
showed the resident in the dining room with the
meal served In bite-size pleces. A staff member
was assisting the resident to eat. Observation on
11/2/16 at 11:38 AM showed the resident in the
dining room being assisted with eating by a staff
member. Review of the "Nutrition Status” care
plan, dated 10/5/16, showed the resident's goal
was to have minimal weight loss, with the
approach being to provide high-calorie,
high-protein supplements. The care plan did not
show the resident's need for mechanically-altered
foad or staff assistance with eating.

b. Observation during the survey from
10/31/6 through 11/3/18 showed the resident
had a fall mat next to his/her bed, utilized a lap
belt while In the wheelchalr, and had an alarm on
the back of the wheelchair which at times was
clipped to the resident's shirt. Interview with the
DON on 10/31/16 at 5:01 PM revealed these
Interventions were dus to the resident's history of
falls. Review of the "At risk for falls and injury”
care plan dated 10/5/16 showed the resident's
goal was to remain safely In the facllity without
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preventable complication, with approaches
inciuding education for the resident on safely
awareness and use of the call light, educate staff
on the resident's fall risk, and keep the room free
of clutter and with adeguate lighting. The care
plan did not address the resident's use of a fall
mat, alarm, or lap belt.

¢. Review of the "Incontinence” care plan,
dated 10/6/16, showed the resident's goal was
wyill be continent.” The approaches listed
included providing Incontinence care, protective
skin barriers, and observing skin. There were no
approaches to Improve or maintaln the residents
continence,

2. Review of the admission MDS dated 10/13/16
showed resident #20 had diagnoses that Included
Alzheimer's disease, and was moderately
impalred with cognitive skills for dally decision
making. Observation of the resident periodically
from 10/31/16 to 11/3/46 showed the resident had
a tabs alarm which was in use while the resident
was in his/her wheelchair. The following concemn
was Identified:

a. Review of the resident's care plan for falls,

dated 10/11/16, did not show the intervention of
using a tab alarm.

3. Interview with the DON and administrator on
11/3/18 at 11:25 AM revealed the MDS
coordinator was not avallable to respond to the
development of the care plan. The DON also
confirmed the care plans did not reflect resident
specific interventions, and added she was unable
to provide additional information regarding the
care plans. She further revealed the MDS
coordinator would be In charge of developing
care plans with the assistance of other
disciplines, to make them more comprehensive.

comprehensive care plan for each
resident will be created and
updated.

The new MDS Coordinator and
interdisciplinary team will update
the care plans for resident’s # 18
and # 20.

A quality improvement monitoring
tool will be implemented by the
DON to ensure comprehensive care
plans for all residents will be
relevant and up to date. Care plans
for all residents will be reviewed by
the MDS  coordinator  and
interdisciplinary team every two
months and PRN.

Results will be reported quarterly at
the QI meeting.

12/16/1
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F 282 | 483.20(k)(3)(1) SERVICES BY QUALIFIED
ssap | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced

by:

Based on observation, staff interviaw, and
medical record review, the facility falled to ensure
the care plan was foliowed for 1 of B sample
residents (#17), The findings were:

Review of the admission face sheet, dated

included spastic hemiplegia affecting the right
dominant side. Review of the 8/14/16 quarterly
MDS assessment showed the resident had the
swallowing disorder of coughing or choking
during meals or when swallowing medications,
and was recelving a mechanically-atered diet.
Review of the resident's care plan, dated
10/42/18, showed staff were to “follow meattime
plan from SLP [speech language pathologlst]".
Review of the "Mealtime Plan," dated 10/16/18,
showed the SLP recommended a liquid
consistency of *nectar thick liquids presented
from a teaspoon.” The following concerns wers
identified:

a. Observation on 11/2/16 at 11:50 AM
showed CNA#5 assisting the resident with the
noon meal, The CNA used a scoop to add
pawder from an uniabeled plastic tub to a cup of
coffee and a cup of "caramel mocha". The aide
did not measure the powder but added several
scoops of powder a little at a time to the cups.
Interview with the CNA at that time revesled the

8/15/16, showed resident #17 had dlagnoses that

F 282
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F 282 | Continued From page 20 g2s2| The facility will ensure that services
powder was a thickening agent used to thicken provided are by qualified persons in P 9)
liquids. The alde stated there were no sat accordance with each resident’sy ‘
measurement to use to achieve the right written plan of care. All nursing
ﬁsi:tfgﬁvé:}dnda:ft vfozp‘gq.%igc onif g\taa'mhgﬂ s staff will be re-educated on liquid
% NO! B d]"'BfB ] . “ . -
of powder. CNA #6, who was assisting ancther e et “"“gl\f[hed. ﬁG“‘."d‘“"“
resident at the same table, agreed and added "i or Consistency MV 0Cl cation of
depends on the tamperature, you have to add Foods and Liquids’ and by the
lot” Continued observation showed the thickened facility RD.
ooﬁeewaemaconalstencyofhoneyandﬂ\a
caramel mocha was the consistency of pudding; Charge nurses will monitor daily
both were thicker and more restrictive than the ¢hat the mealtime plan is being
care-planned nectar-thick liquids. followed and that liquids are bein
b, Intsrview with the DON on 11/3/16 at 10:30 thickened quids g
AM revealed the nursing staff, Including nurses ckened correctly.
and CNAs, wers responsible for thickening liquids
for residents. She p *Guldelines for Results will be reported quarterly at
Conslstency Modification of Fooda and Liquids,” the QI meeting.
which she stated was the basls of the education
provided, but was unable to provide evidence the
edumﬂonhadbeenprovidedtostaﬁ. 12/16/
F 283 | 483.20(1)(1)&(2) ANTICIPATE DISCHARGE: F 283
ss= | RECAP STAY/FINAL STATUS
When the facility anticipates discharge a resident
must have a discharge summary that includes a
recapitulation of the resident's siay; and a final
summary of the resident's status to inciude iterns
in paragraph (b)(2) of this section, at the time of
the discharge that is avallable for release to
authorized persons and agencies, with the
consent of the resident or legal representative.
This REQUIREMENT s not metas evidenced
by.
Based on staff interview and medical record
review, the facility falled to ensure a discharge
mm«mmmw Event ID:88RH11 Fachity 1D: WY0017 f continuation sheet Page 21 0f35
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F 283 | Continued From page 21 283 > The facility will ensure that any
summary with recapltulation of stay was residents discharged from the
completed for 1 of 1 closed records reviewed facility will have a discharge
(#38). The findings were: summary  which  includes a
Review of the medical record showed resident Ecap't“hm" of the resident’s stay.

#38 was admitied to the facility on 1/8/15 and was n regards to resident # 38, he was
discharged to another skilled nursing facility on discharged from the facility on
B/5/18. Further review showed no evidence a 08/05/2016 and no further actions
discharge summary with a recapitulation of stay can/will be taken. Moving forward,
was completed. all residents being
Interview with ward clerk #1 on 11/3/18 at 11:08 diset iarged/transferred from the
AM confirmed the facllity could not produce a acility will have a discharge
discharge summary. summary which  includes a
F 323 | 483,25(h) FREE OF ACCIDENT F 323| recapitulation of their stay. All
88=D HAZARDS/SUPERVISION/DEVICES nurses will be educated about the
; discharge planning process.
The facllity fiiust ensure that the resident
e e e e Al resdents rfered for discharge
adsquats supervision and assistance devices to will be reviewed by  the
prevent accidents. interdisciplinary team and results
will be reported quarterly at the QI
meeting,
Tbl;:ls REQUIREMENT is not metas evidenced 12/16/1
Based on observation, resident and staff
interview, medical record review, and review of
policles and procedures, the facllity falled to
ensure Interventions were developed and
implemented related to falls for 2 of 3 sample
residents (#18, #20) who had falls. The findings
were:
1. Review of the 10/27/16 quarterly MDS
assessment showed resident #18 had diagnoses
FORM CMB-2567{02-69) Previous Versions Obacisle Event D;88RH1 Facitty I0: WYD017 if continuation sheet Page 22 of 35
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F 323| Continued From page 22

that included Parkinson's disease, anamia, and
blpolar disorder. Further review showed the
resident had a BIMS score of 8/16 (indlcating
moderate cognitive impairment) and required
extensive assistance for transfers and toileting.
Additionally, the resident had a history of falls and
utilized & wheelchalr, Review of the resident's
care plan for falls, dated 10/6/18, showed the
resident was at risk for falls due to diagnoses and
an unsteady gate, and nesded commonly used
personal items In reach and education on safety
awareness. The following concerns were
Identified:

a. Observation on 10/31/16 at 5:01 PM
showed the resident was seated In the wheeichair
with a lap belt secured over his/er lap. An alarm
was on the back of the wheelchalr, but was
clipped to the back center of the wheelchalr and
not onto the resident. Additionally, a fall mat was
on the floor next to the resident's bed. Interview at
that time with the DON revealed the lap belt and
alarm were interventions used to reduce falls, and
the fall mat was used to reduce injury from falls.
She further stated the resident often attempted to
self transfer.

b. Observation on 11/2/16 at 2:45 PM showed
the resident was seated in the wheelchalr In the
dining room, with the alarm again clipped fo the
back center of the wheelchair. Interview at that
time with the resident revealed s/he did not like
the alarm, and occasionally unclipped it from
his/er clothing. The resident further stated s/he
could not reach the back center of the wheelchalr,
and that staff "might not have put it on” when s/he
was assisted Into the chalr.

¢. Review of nursing notes from 2/16/18
through 11/1/16 showed the resident had fallen
on 23 separate occasions. Review of the

F323

"ncident/Accident Report” forms showed a form
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F 323 | Continued From page 23 Faz3| The facility will ensure that
was completed for 16 of these falls. Further interventions are developed and
review of the incident forms showed no evidence implemented related to falls for
the falls were analyzed to determine causes or residents # 18 and # 20,
B ot o it e DON on 11/3/1
. Interview aDONon1 6at8:30 . . . .
AM confirmed the alarm, fall mat, and lap belt Falls will be reviewed immediately
wera not on the care plan. Additionally, she stated by the charge nurse. Charge nurse
the clip alarm should have been in place at all will implement immediate
times, and she was unsure how It got clipped to interventions as needed. All falls
ﬁ\e;ga::; o; tht?“wheg::h;l;tlhnsﬁead oaf! ogtg' the will be reviewed weekly by the
resident's clothing. She further revealed the interdiscipli
facllity did not do an investigation or analysis of ::elﬁliﬁlp;nuzg t«:&n intxo I :ddr:s;
falls beyond what was reported on the Incident/ p . . plemente
Accldent Report forms. interventions will be addressed in
the care plan.
2. Review of the admission MDS dated 10/13/16
showed resident #20 had short term and long Care plans for all residents will be
term memory problems and was moderately reviewed by the new MDS
impaired with cognitive skills for dally decision coordinator and interdisciplinary
making. The following concems were identified: N h P
a. Observation on 11/2/16 at 12:02 PM eam every two months and PRN
showed the resident was seated at a dining room with results being reported
table eating. S/he had a tabs alarm clipped to the quarterly at the QI meeting.
back of his/her shirt, and the main unit of the ; ’3\
alarm was piaced in a pocket on the back of the 3\3
wheelchair which prevented the magnetic device &27‘3171
from disengaging when pulled. The resident was
observed to stand up, causing the ciip on his/her
shirt to come off without setting off the alarm,
b. Observation on 11/2/18 at 12:02 PM with
CNA#7 showed that tab alarm mechanism was
in working order, as she was able to pull the
magnetic device off of the machine which set off
the alarm. The CNA, after demonstrating the tab
alarm, placed the device back into the pocket on
the back of the wheelchair, which again
prevented the magnetic device from working
properly.
FORM CMS-2887(02-99) Previous Versions Obaciets Evont ID;B8RH11 Fachity I0; WY0017 1f continustion sheet Page 24 of 35
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Continued From page 24

3. Review of the faciiity policy and procedure titled
*POLICY Related to Falls,” revised 8/19/12,
showed: "... Fill out incident report as soon as
possible, Care Plan will be updated with fall
assessment within 72 hours of fall, review care
plan to assess for any special needs or
equipment, Needed protection equipment will be
put in place ASAP [as soon as possible]... Assess
resident for potential causes of fall also for any
environmental Issues or undeflying clinical
conditions and functional decline that may be a
risk factor for falls..."

483.25(l) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug Is any
drug when used in excessive dose (inciuding
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverss consequences which indicate the dose
should be reduced or discontinued; orany
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facllity must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs recelve gradual dose reductions, and
behavioral Interventions, unless clinically
contraindicated, In an effort to discontinue these

drugs.

F 323

F 320
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F 328 | Continued From page 26 Fa29 Ths: facility will ensure that all
residents who are on an
antipsychotic medication have a
‘ GDR review by their physician at| -
E“is REQUIREMENT Is not met as evidenced their scheduled 60 day appointments
Based on staff interv!i:g/ and medltc:él record and PRN.
review, the facliity failed to ensure the medication .
regimen for 1 of @ sample residents (#18) was Nurses and ward clerk will be
free from unnecessary drugs. The findings were: educated on the GDR process.
Review of physician orders for resident #18 Interdisciplinary team will audit all
showed Og 51261 5.ma féangpsychm[ﬂc) 80 mg residents who are on antipsychotic
once per day was orde r "depression.” ,
Further review of the medical record showed no meds every / fwo “;:Pths and PRN
evidence a gradual dose reduction (GDR) was with  res ing  reported | L e
attempted, nor documentation from the physician quarterly at the QI meeting. e [ape
1o Indicate a GDR would be contraindicated. % )9 Nien hedl
interview with the DON on 11/3/16 at 8:30 AM , Al
revealed she was unable to locate any additional A(G‘" ) 31716
. | documentation related to the antipsychotics ,
medication. 365 J¥ )"H’
¥ RM TO MEET
ngg ﬁg&sg’&(ﬁa Z%ggsm FO A) The Container for the thickener
will have the manufacturer's
Each resident recelves and the facility provides instructions for thickening liquids
food prepared in a form designed to meet posted to it.
individual needs. B) All residents who have a
mechanicaily-altered diet with a
recommended  liquid  consistency
g‘;ls REQUIREMENT s not met as evidenced could choke. Dietary Manager will
Basad on observation, staff interview, and observe and andit weekly for one
medical record review, the facility falled to provide month and then once monthly that the
thickened liquids at the prescribed consistency for | mavufacturer’s  instructions for
1 of 1 sample residents (#17) with orders for thmkcmnwdgfe toit. Y D e fC
thickened liquids, The findings were: . M ~ % ol (5%2,,, v‘} 0
‘ -p . wAd 2 Vortamg L )
Review of the admission face sheet, dated 0{" 25! }‘3““"% Wk k . gj,f‘/
shg Moo ¢ ebbe fp fued e
Event ID:SBRH11 uation sheet Page 23 of 35
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F 365 | Confinued From page 28 F 365
" 8}5/16, showed resident #17 had diagnoses that .
Included spastic hemiplegia affedting the right C) The Registered Dietitian and
dominant side. Review of the 8/14/16 quartery Dietary Manager will in-service
MDS assessment showed the residenthad the Dietary and Nursing staff on liquid
ng disorder of coughing or choking consistency and how to prepare those
du?!g meals or when swatlowing medioaﬁggi, liquid consistently.
receiving echanically-altered i .
B o e D) Dy Mg il o

.| observations and audits to th i }
0112116, showed staffwere fo follow mealtime e tmaitee ot e O )3 o

plan from SLP [spesch ianguage pathologisi]". meetings
Review of the "Mealtime Plan,” dated 101818, gs.

Identifigd:
a. Observation on 11/2/16 et 11:50 AM i
showedc;NA#Sasslsﬁngmeresldthmﬂ)e ' : i
noon meel. The CNA used a scoop to add k
powder from an uniabeled plastic tub to a cup of ) 1
coﬁeeandacupof’cmamelnmdjé”.maaﬁa
didno%measureﬁxapmderbtnaddpdsevaral
afpmvderamﬂeataﬁsne;oﬂmmxps.

|ntarviewwithﬂxecNAatﬁxatmreveaiedma
pmdarwasaﬁﬁckm&umemmdmﬁm ;
Bqlﬂds.ThaaIdestamdﬁmmnoset i
meammmmusamadﬁevemeﬁght
cons!ajtency.andﬁ:atdspaﬂ'mgonﬁmaﬂquid
washotorcold.shewouldaddﬁfferamgmoums
of powder. CNA#8, who was assisfing another
residentatmeaametabl&agtmdmdadded”&
dependsmmetemperaim.ymlhavetoadda
fot” Continued chservation showed the thickened
wﬁeewasmeconsistenwnfhmeyandma
caranwlmochawasmemnsisienqofpxndm;
bomweret!ﬂdmrandmoramsh'icﬁvamanme
mﬂwmdnm-mbkmda

b. interview with fhe dietary manager onl
1112116at3PMre\;ea!edﬂxepwdetedﬁﬁgl@\er
wasdeﬁvexedmalagebag.mdthepbwder

" FORM GMS Z56702:35) Previous Vecklons Otesicle T EventEREBRHN Py 1D WYOD17 # confiouation eheet Page Z7 of 36




DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICAID-SERVICES | i e e st
{X1) PROVIDER/SUP (X2) MULTIPLE CONSTRUCTION
ENTIFIGATION NUMBER: A BULDING
i 535050 BWING _
TNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4NORTH FORK ROAD
:‘.Monums STAR CARE GENTER FORT WASHAKIE, WY 82514
(4) ID SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF GORRECTION
PREFIX (EACH DEFICIENCY-MUST BE PRECEDED BY FULL FREFX {EACH CORRECTIVEAGTION SHOULD BE COMALENON
A8 REGULATORY OR LBG IDENTIFYING INFORMATION) TG CROSS-REFERENGED TO THEAPPROPRIATE naE
F 365 | Continued From page 27 : F 365
‘wouild be distributed into plastic containers for
staff to use. Atthat time, she was unaware ofthe
brand name of the thickener or its instructions for
use.
¢. Interview with the DON on 11/3/16 at 10:30
AM revealed the nursing staff, including nurses
and CNAs, were respansible for thickening liquids
for residents. She provided *Guidelines for
Conslstency of Foods and Liguids,”
which éhe stated was the basis of the education
provided, but was unable to provide evidence the
education had been provided to staff.
d. Interview with the dietary manager on
44/3/18 at 11:05 AM stated she found the
manufacturer's instructions for thickening fiquids
&paﬂtaawa!lhﬂmldwhmne)dmﬁ\esewing
window. She further revesled CNAs did nothave
access fo those instructions when mixing
thickened Hquids.
F 371 483.35(1) FOQD'PROCURE, Far
so=£ | STORE/PREPARE/SERVE - SANITARY
The facility must -
(4) Procure food from sources approved or *“3 All 3 rodent glue traps a. pantry
considered satisfactory by Federal, State or local under food storage cart, b. below food |,
end processor under food preparation table
(Z)Store,prepare,disﬁibutaand serve food and c. under the three-compartment H/ﬁ)\w
- ynder sanitary conditions sink will be removed.
A2) All'S air vents will be cleaned in
the following areas: a. over the ice
machine, b, two over the food p l
tables, ¢. over the coffee machine, al‘;g ”/ L‘ ) b
This REQUIREMENT Is not met as evidenced 4 oyerthe steam table.
by:
Based on observation and staff interview, the
faciiity fatled to ensure food wes prepared and
served under sanitary conditions in 1 of 1 food
Emtm;mm Facity 10; WY00T7 # continuation shest Page 28 of 35
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F 371 | Continued From page 28 F 371
preparation areas (main kitchen). The findings
were: : B) All residents and staff could be
affected if infecti isn’
1. Observation on 14/2/18 from 8:40 AM through ected if - infection control jen’t
maintained from under sanitized
42 PM showed the maln kitchen had three conditions. Maintenan 4 Di
uncovered rodent glue traps in use In the i - enance and Dietary
following locations: will observe and audit once weekly for
a. In the pantry under the food storage cart. one month and then once monthly the
b. Below the food processor under the food kitchen for rodent glue traps and air
preparation table, vents for grease and dust. Any wrong
¢. Under the three-compariment sink. findings will be corrected.
C) Environmental Services Manager
Service: 7-208.12 “Rodent bait shall be contained Dietary and Maintenance staff on how
in a covered, tamper-resistant balt station. to store, prepare, distribute and serve
2. Observation on 11/2/16 at 11:50 AM showed Tood nder snitary conditions.
the following celling air vent covers were )  Dietary Manager will report
darkened with grease and collecting dust: observations and audits to the Quality
a. One alr vent cover over the ice machine. Assurance Committee at the QAFI
b. Two alir vent covers directly over the food meetings. P %))l
prep tables.
¢. One air vent cover over the coffes
machine.
d. One air vent cover over the steam table.
3. Interview with the dletary manager on 11/2/16
at 12 PM confirmed the facility currently used
uncovered rodent glue traps In the pantry and
food preparation areas. Further, she confirmed
the celling air vent covers were not routinely
cleaned and were not on a cleaning schedule.
F 431 | 483.80(b), (d), (e) DRUG RECORDS, F 431
ss=E | LABEL/STORE DRUGS & BIOLOGICALS
The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
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F 431 | Continued From page 29

controlled drugs In sufficient detall to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconclled.

Drugs and blologicals used in the facllity must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

in accordance with State and Federal laws, the
facllity must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facllity uses single unit
package drug distribution systems In which the
quantity stored is minimal and a migsing dose can
be readily detected.

"l)‘hls REQUIREMENT Is not met as evidenced
v
Based on observation and staff Interview, the
facllity falled to ensure medications avallable for
use were not outdated in 2 of 2 medication carts
(East Cart, West Cart). In addition, the facility
falled to ensure medications were secured in 1 of
2 medication carts (East cart). The findings were:

F 431
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F 431 | Continued From page 30 Fa31] The facility will ensure medication
carts are locked unless they are
1. The following concems were identified attended by a nurse. All nurses will
regarding the securing of medications: be re-educated about locking
b a. 03 ’1 0’%1”8,3%3';? Pgﬂd, R';li #1{ was medication carts.
observed leaving the medication cart e o
unattanded, and upon returning at 4:18 PM was gmg%n;qa“d;igm.bf completed by
able to open a drawer without the use of a key. At e and Administrator weekly
4:23 PM the nurse left the same cart unattended and PRN for one month.
without locking it.
b, Observation on 11/2/16 at 4:55 PM showed The facility will contact Indian
the East medication cart was unlocked and Health Service to see if they will put
unattended by staff. The cart was In the hallway expiration dates on their labels. The
near the main dining area during the avening facility h trol I. di
meal service, and residents and staff were In the ty has no control over Indian
area. Interview on 11/2/16 at 4:58 PM with RN #3 Health Service and what they send
confirmed the East medication cart had been out of their pharmacy.
unlocked and unatiended, and this was notan
acceptable practice. Results will be reported quarterly at
2. The following concems were Identified the QI meeting.
conceming proper labeling of medications: y) 'ﬂ(,
a. Observations of the West and East | ¥ 7w
medication carts on 11/3/16 at 11:20 AM showed 1
the majority of medications were filled by a
federal entity. The observation showed all of the
medication containers in both medication carts
that wers filled by the federal entity falled to have
an expiration date on the label or packaging. Both
carts contalned medications from the same
federal antity.
b. At that time, LPN #2 on the West
medication cart confirmed there were no
explration dates on the medication labels or
packaging provided by the federal entity.
¢. Interview with the DON on 11/3/16 at 11:26
AM confirmed the medications filled by the
federal entity did not have expiration dates. She
stated the federal entity filled 70% of the
, prescriptions for the facility residents.
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F 441
§8=D

483.85 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and malntain an
Infection Gontrol Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facliity must establish an Infection Control
Program under which It -

(1) Investigates, controls, and prevents Infections
in the facility;

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

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facllity must
Isolate the resident

(2) The faclility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
direct contact will transmit the disease.

(3) The facllity must require staff to wash their
hands after each direct resident contact for which
hand washing is Indicated by accepted
professional practice.

{c) Linens

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

F 441
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Continued From pagse 32
This REQUIREMENT Is not met as evidenced

Based on observation, medical record review,
and staff interview, the facility failed to ensure
safe Infection control practices were followed In a
varlety of areas that Included handwashing (#23),
residents with urinary catheters (#14), and
glucometer use, The findings were;

lssues concerming handwashing:

1. On 10/31/16 at 4:42 PM CNA #1 was observed
feeding resident #23 without the use of eating
utensils. The CNA had a hamburger in her bare
hand and was bringing it to the resident's mouth
to bite it. The GNA further fed the resident sweet
potato fries by folding them In half with her bare
hand and bringing them to the resident's mouth to
bite. The CNA was observed toushing the
resident's personal water bottle, the table, and
wiping the resident's mouth with a napkin in
batween feeding the resident The CNA did not
perform hand washing or sanftizing between
contact with other surfaces and assisting the
resident to eat.

2. On 11/2/18 at 11:15 AM, CNA #2 was observed
feeding resident #23 at an assistive dining table,
The CNA, in between giving the resident bites of
food with a fork, was observed touching her own
glasses and halr, adjusting the wheelchalir of
another resident, touching the wheelchalr handles
and brakes, and touching the back of another
resident. The CNA did not perform hand washing
or sanitizing between contact with other surfaces
and assisting the resident to eat.

3. Interview with CNA#2 on 11/2/16 at 12:18 AM

revealed that hand washing should be performed

F 444| All staff will be re-educated about

infection control / handwashing,

Random dining room / feeding
audits will be completed by the DON
and Administrator for a weekly total
of not less than 5 audits and PRN
for one month.

Results will be reported quarterly at
the QI meeting,
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in between cares provided to more than one
resident and If in contact with any fluids or
surfaces,

Issues concerning urinary catheters:

4. Medical record review showed resident #14
had diagnoses which included neuromuscular
dysfunction of the bladder. Observation on
10/31/16 at 4 PM showed the resldent was
seated In a wheelchair in the lobby area. The
following concerns were identified:

a. Observation on 10/31/18 at 4:20 PM
showed the resident's urinary catheter tubing was
dragging on the floor underneath his/her
wheelchair,

b. Observation on 11/1/16 from 8:20 AM
through 10 AM showed the resident's catheter
tubing was dragging on the floor undemeath
hisfher wheelchair.

5. Interview with the DON on 11/1/16 at 4:35 PM
confirmed it was her expactation that no resident
with a urinary catheter should have the catheter
tubing dragging on the floor.

Issues concerning glucometer use:

8. Observation on 11/4/16 at 11 AM showed RN
#2 used a glucometer to complete glucose testing
for resident #23. The following concern was
Identifled:

a. After the testing, the RN placed the
glucometer in the top drawer of the West
medication cart without placing it in a container or
sanitizing it

b. Interview at that time with the RN revealed
the procedure at the facility was to clean the
glucometer once every 24 hours on the night shift

F441| All nursing staff will be re-educated

about catheter care,

Charge nurses will complete daily
audits to ensure bags are covered
and catheter tubing is secured and
off the floor.

Results will be reported quarterly at
the QI meeting.

)y)/}g
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F 441 | Continued From page 34 F441| All nurses will be educated about
with alcohol wipes. He stated there was one blood glucose monitoring
glucometer for each of the 2 medication carts, Operating procedure
and glucometers were not assigned to individual Policy / procedure
residents. Storage

¢. Interview with the DON on 11/3/16 at 11:25 Maintenance
AM confirmed the facliity routinely cleaned the .
glucometer once every 24 hours at night with Quality control tests
alcohol wipes. Demonstrated proficiency
7. Review of "Infection Prevention during Bloc:d Individual glucose monitor meters
Glucose Monttoring and Insulin Administration will be purchased by the facility to
(2012, May 2) Retrieved on 11/8/16 from eliminate carry over of blood and
hitp:/iwww.cdc.gov/injectionsafety/blood-glucose- - ry
monltoring.htm! showed *...If blood glucose infectious agents.
maters must be shared, the device should be
cleaned and disinfected after every use, per A policy for glucose monitoring was
manufacturer's instructions, to prevent carry-over implemented on 11-23-2016.
of blood and infectious agents ...."
12/16/16

>
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