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¥ 151| 483.10(a)(1)&(2) EXERCISE OF RIGHTS E 159| All resident will be free from interference |
S8=EF _ 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 approximately
tights as a resident of the facily and as a ciizen 1800 the signs above the thermostats were
or resident of the United Stales. 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 facliity in exercising his or her rights. Thank you for your kind cooperation. On
— ] N %/18/06 the maintenance department head
Ih,'s RE.QU‘REMENT s not met as evidenced received an in-service on resident right to
Y- X . . ) be free of interference , coercion ,
Based on observation and staff interview, the discrimination, and reprisal from the
facility failed to ensure an environment free from - | facility in exercising his or her rights by
\::nﬁ:(:;':pm;; and/or coercion. The facility the DON. Included in the in-service was
a5 28 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

Obsarvation on B/15/08, 8/16/08, and 8/17/06,
reveales signs-posted above the thermostats in
the resident lounge and near the centrally located

nurses’ station. The signs stated the following performing specific _-iob duties

posted message: "If you keep on playing with this, C) At stand-up meeting of all depariment
1 will fix it 30 you don't [word don't was underined) heads 9-5-06 an in-service for all

have air.” The signs were irt large print; visibie (o department heads regarding resident right
residents, visitors, and staff. Thermostats at the | to be free on interference, coercion,
end of each patient hall were specifically discrimination and reprisal from the
addressed to staff and stated, “Staff DO NOT facility in exetcising his or her rights
adjust thermostats.” D) At stand-up meeting, 9-05-06 & new
Canfienta ntarview withtwo sialfmembers o0 || B il g st ve pproved &
:J;;.;O({:‘; :: : 1:4‘2 A:M“l‘fhve-'.?lﬁ:dhﬁlwe re?;d:n.tsl the Dé gm iiistrator bef(}:tz being d
i Pear up I heir nghts were being postéd 9/5/06 5 v,
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' All residents will be properly assessed
F 221! 483 13(a) PHYSICAL RESTRAINTS Ea22. for the| need and use of restraints
55=D : including :
The resident has the right to be free from any resident #9, Pre-resiraint assessment
physical restraints imposed for purposes of was completed on resident #9 on Sept . .
discipline or convenience, and not required to s \Jt s oeformminedd. sj—td Sutged it Wﬁﬂd{

freat the resident's medical syrmptoms.

This REQUIREMENT s not met as svidenced
by:

Based on observation, staff interview, and
medical record review, the facliity falied to ensure
least restrictive devices were use for one (#9) of

* | threw saimple residents who utilized restraints.

The findings were:

Observation on BM17/08 at 8:51 AM revealed
resident #9 was seated in a whesalchalr ouiside
the activity room, The cbservation revealed the
resident wore 2 "Wanderguard” and used a lap
belt. A second abservation at 10:18 AW on
BIM7/06 revedled staff had released the lap balt in
order to essist the resident to the tollet and then
to bed, As staff prepared to leave the room, a full
siderail was raised. Intarview at that time with
ceftified nurse aide (CNA) 211 revealed the
resident coukd not releasa the lap belt. The CNA
stated the side rail was used as a "precaution.”
The TNA further stated the resident's mental
cognition had declined and the CNA was unsure
whether or not the resident would try to get up.
Observation from 6:04 PM to 618 PM on 8/17/06
revealed the resident had the 1ap belt on while
ealing at the assisted dining table. Observation
on B/1B/06 at B;11 AM revealed the resident was
sewted in a wheelchair at a table. A CNA assisted
the resident with eating and the tap belt remained
on. The foliowing concems were noted related to
the use of the lap bek and side rail.

a Review of the medical record revealed a

{ D)The findings of this committee will |

M

restraint assessments prior to their use,
{ Assessment too] 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 committee will ensure that
ieast restrictive measures are being
employed, adequate assessment for
need has beent 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.

be reviewed at each quarterly CQI
meeting, next scheduled for the first
week in October.
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1A) All other residents will have pre-
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Sept 12" and ongoing.
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The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced

Based on observation, resident and stalf
interview, and review of the medical record, the
fecility failed to ensure resolution related to
misappropriation of property for 1 (#28) of 9
sample residerts. The findings were:

Medical record review showed that according to
the face sheet, resident #28 had diagnoses
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old) 1D SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CARRECTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED 8Y FULL PHEFIX {EACH CORRECTIVE AGTION SHOWULD BE COMPLETION
TAG REGULATORY QR L5C IDENTIFYING INFORMATION) TG CROSS.REFEREMCED TO THE APPROPRIATE HATE
DEFIGIENCY)
F 221 | Continued From page 2 F 221
residemt assessment protocol {(RAP) module
dated 8/9/06 for restraints thal documented the
resident used the lap belt to prevent unsupervised
ambuliation and wandering. There lacked
evidence that other methods were tried.
Furthermore, the review failed 1o reveal any
information related to the use of te siderail for this
resident.
_ b. Review of the most recent care plan and the
previcus care plan failed to reveal any
documentation related to the restraints.
¢. Interview and record review with the director
of nursing (DON) on B/17/06 at 6:40 PM revealed -
the siderail should no longer be used. Alter
reviewing both the current medical record and
- | purged record, the DON stated she was unable to
find information or a care plan related to the use
of the lap balt.
F 224 | 483.13{c) STAFF TREATMENT OF RESIDENTS |  F 22 I 224 483.13 (c) Staff Treatment of
55=D Residents. The facility will ensure that

all residents will be treated with
respect and dignity.

A) StafT 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, '

-
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including blindness and Parkinson's dieease.
Further review revealed the resident had

the left foot on 3/10/06. interview with resideni

was missing hissher cane, and wanted it back.

slates someone stole [his/her] cane would ke
another one.”

must be promplly reported, The following
regarding the missing cane: =

&, Interview with the social service director
was 2 misging cane. She further stated the

b. Interview with the director of nursing on

was never found or raplaced. When asked if
there was any documentation concerning the

there was not. She further revealed the SSD

the form was provided, and it was titled
"Theft/Loss Monitoring Report."

undergone surgery ‘o remove the second toe on
#28 on 8/15/06 at 3:17 PM revealed the resident
The resident, who had difficulty communicating,

made a motion dernonstraling the use of a cane

to clarify the statement. Review of a physician's
progress note dated 6/13/06 showed "PT [patien]

Review of th facility's policy on abuss reporting,
reviewad on 8/99, showed "any alleged violations
involving...misappropriation of rasident property,
concerns wera notad with the facility's respense
(SSD) on 8/16/06 at 4:05 PM revealed she was
unaware the resident used a cane or that there
resident was probably saying “keys.” not "cane.”
B/17/06 at 10:40 AM revealed the resident had a

| uane, and a couple of manths ago it was lost. She
stated she remembered looking for it. However, it

resident's missing property she responded that

should have been involved, and there was a form
that should have beer filied out. A blank copy of

ME DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA (23 MULTIPLE CONSTRUCTION {X%) DATE SURVEY
iﬂ?nrsmnngrogomumn oD DENTIFIGATION NUMBER: - GOMPLETED
\ A BUILDING
535050 0. NG 08/18/2006
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UMMARY STATEMENT OF OEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
.9.2‘2#& : (EAC?'I DEFICIENCY MUBT BE PRECEEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE compLzTIoN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
F 224 | Continued From page 3 E 224/ B) Direct care staff will be instructed

-|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 Menitoring
-Report” will be reviewed at that time
and the criteria for its 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
soclal services director.,

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

75/3/ e,

{J/L! [
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A

FORM CM5-2567(02-99) Previous Viersions. Obsolsts

Evenl ID: LENZ1

Fucilily 10 Wyo0d17

if continuation shee! Pags 4 of 32




C o SER L2006 10:41AM

NO. 0506, P.

11
FRINTeL: /012006

DEPARTMENT OF HEALTH AND HUM.  3ERVICES FORM AFPROVED
CENYERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT DF DEFICIENCIES K1 PROVIDERISUPPLIERICLIA {X2) MULTIFLE CONSTRUCTION (M3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
: A BUILDING
A YNNG
535950 08/18/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP CODE
MORNING STAR CARE CENTER P O BOX 845
' FORT WASHAKIE, WY 82514
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F 226 483,13(c) STAFF TREATMENT OF RESIDENTS F228 [ 226 483.13  Staff Treatment of
§S=D Resident. The facility will ensure that

The facility must develop and implement 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:

Based on observation, resident and staff
Iinterview, review of facility poficy and procedure
and medical record review, the facility failed i
ensura policies and procedures were -
implemented for 2 (#22, #28) of 8 sample
residents related to the misappropriation of
rasident property anc reporting injuries of
unkniown origin. The findings were:

Review of the facility policy and procedure on
abuse reporting last reviewed 9/00 showed, "All
personnel must promptly report any incident or
suspected incident of resident abuse, including
injuries of unknown source and misappropristion
of resident property.” In addition, the procedure
for the person who discovered the injury showed
they were to report the injury to the charge nurse
and complete an incident report. The charge
nurse then would provide an assassment of the
resigent 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 responsible to notify the proper
authorities, and conduct the investigation,

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

1. 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
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.

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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. MIBBING.

| 817106 at 10:40 AM revealed the resident had a

inciuding blindness and Parkinson's disease.
Further review reveaied the resident had
umiergone surgery to remove the second toe on
the left foot on 3110108, Interview with resident
#28 on B/15/08 at 3:17 PM revealed the reskient
was migsing hishar cane, and wanted it hack.
The resident's ieft foot was observed to be
bandaged. The reaident, who appeared to have
difficulty communicating, made 8 motion ke
using & cane to clarify the statement. Raview of a
physician's progress note dated 6/13/06 showed
*PT [patiend] states someane stole [his/her] cane
would like another ane.” The following problems
were noled:

8. Inferview with the social service directar (S50
on 8AG6/06 at 4:05 PM revealed she was not
aware the resident used a cane or that one was

b. Interview with the director of nursing (DON) on

cane, but it was lost a few months before. The
DON said she remembered looking for it.
However, it was never found or replaced. When
asked if there was any ather documentation
concerning the resident's missing propetly, the
DON responded that there was not. She further
revaaled the §SD should have been invoived, and
there was a form that should have been filled out.
A blank copy of the form was provided, and it was
titled “ThetvLoss Monitoring Report.

2. Medical recond review showed according Yo the
face sheet, resident #22 had diagneses including
quadriplegia and was totslly dependant on staff
for activilies of daily living. Observation on
8/16/06 réveaied the resident required glaff
assistance by CNA#11 and #14 for incontinence

all staff on Sept.8 2006 regarding
misappropriation of resident
property and reporting injury/
bruising. 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 basts. This book will be
available for daily inspection by
the social services director

D) At Quarterly QA meeting all
Theft/ Loss Monitoring Reports
and Incident/ Injury reports will
be reviewed

E)@ on-going
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F 226 | Continued From page 5 F 226 C) An in-service will be presented to
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(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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1AG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED T0 THE APPROPRIATE DATE
DEFICIENCY)
F 226 | Continued From page 6 F 226
care and dressing. As the observation continued,
staff removed the resident's shirt which was
soiled. The obeervation revealed the resident had
a large (approximately 3 X 2 inch) black/brown
bruise to histher left anterior upper arm. Interview
with both CNAs at that time reveaied naither had
prior knowledge of the bruise. Interview with the
director of nursing on $M8/08 at 9:33 AM
reveated she was unaware of the bruise on the
tesident’s arm, and had not received any incident F246 483.15 @ (1)
report. Interview with LPN #2 on B/15/06 at 9:50 Accommodation of Needs
AM reveaiad she had been told about the bruise A) Staff will properly utilize
on efther 8/14/06 or B/15/08, but was just filling written policies and procedures
out the incident report on 8/16/06. to assure reasonable
accommodations of individual
F 246 | 483.15(e){1) ACCOMODATION QF NEEDS F246|  needs and preferences, except
88=D when the health fety of t
A resident has the right to reside and receive edividual or othor residon the
services in the fachity with reascnable ual or other residents
accommodations of individual needs and would be endangered
preferences, except when the health or safety of
the individual or other residents wouid be B) Staff will implement and
endangered. follow written.procedures to
provide reasonable
This REQUIREMENT is not met as evidenc accommodation to locate or
by: _ replac.e iost mobility aids or
Based on observation, resident and staff oth er ftems. In re.gard fo . g-
interview, and medical record review, the facilily resident #28, resident’s missing
failed to provide reasonable accommodations to cane was found in the :
focate or replace a personal mobility aide for 1 equipment storage garage !
(#28) of 8 sample residents. The findings were; on 8/17/06 and returned to
Medical record review revealud that resident #28 his/ h.‘*‘"f""om df"; use. Resident
had diagnoses including blindness and was informed o _
Parkinson's disease. Furthermore, the resident finding his/her cane and given
had surgery to remove the second toe on the lefi the cane,
FORM GMS-zis?{m;ssg Previous vVersions Obaolete Event 1D: LEN211 Fuciity 1D Wyon17 " cnntinuali(;n shest Page 7 of 32
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X4} 10 SUMMARY STATEMENT OF DEFICIENCIES ;
Pl | (BACH DEFIGYRNCY MUET BE PHECEEDED BY FULL PREFIX (EAGH CORRECTVEACTIONSHOULD BE_ | CoMbagon
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) a6 CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 246 | Continued From page 7 F . Direct care staff will be
246 . be
foot on 3/10/06, and the foot was shil healing, instructed to report missing
The foliowing concems were noted: resident property and any
injuries discovered mmednatcly
a. interview with resident #28 on 8/15/06 at 3:17 to charge nurse and social
M mﬁi’h&‘;‘as migsing a cane, and services. Charge nurse will
:roar?lmunlcaﬁné and residel gt"r:::ihc’l:fgc;;lf%m a prepare gppropr:ate report upon
cane {o clarify histher statement, - notification. '
b. Review of a physician's progress nole dated () An in-service will be
6/13/08 showed "PT [patient] states someone presented to all staff on Sept 10,
stoie (his/her] cane would like another one.” 2006 regarding
& ig}‘:g;g \;ﬂ}ho?;;ocial service dirsctor (5SD) misappropriation of resident
on at 4: fevealed the was unaware ;
the resident used a cane or that a cane was - property, reporting
missing, . inj ury/brmsu?g and o
d. Interview with the direcior of nursing on 8/17/06 accommodation of individual
at 10:40 AM revealed the resident had a cane needs. The facility “Theft/Loss
and lost it 2 couple of months before. She Monitoring Report” and
:3” nesg?g;zzkéﬁggéazwﬁeg :;ﬁ;?i’;e “Incident/Injury Report” will be
thers was any documentation cutﬁ:erning the reviewed al that time and the
| residents missing property she stated there was criterta for theiruseand
none, She also stated the S50 should have been dispersal discussed. A social
involved. services communication book
&. Observation on 8/18/06 at 9:33 AM revealed will be created in which all
m&eﬂ\?ﬁemﬁmg &ﬁﬁﬁ:gﬁ;ear the gocial service concerns among
resident stated s/he used the cane fo transfer into the resndentg w1'lll be entered on
and out of bed, According to the DON on 8/18/06 a PRN basis. 'I'his book will be
at 9:35 AM, the cane was located in the garage available for daily inspection by
behind the facility. 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 fow /&
o o/ B
all Theft/Loss Monitoring / /4
: Reports, Incident/Injury and Nt
FORM CMS-2587(02-59} Predous Versions Obeoleta Evont10: LENZS1 Faciyl  reports of resident needs will be bt Page-b-ot 32
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The facility must provide medically-related social
services to aftain or maintain the highest
practicable physical, menisl, and psychosocial
well-being of each resident.

This REQUIREMENT is not met aa avidenced

by:

Based on observation, medical record review,
and resident and staff interview, the fagility failed
to ensure communication and documentation was

services o 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 identiftad social service needs. The
findings were:

1. Medical record review revealed resident #28
had diagnoses including blindness and
Parkinsor's disease. Further review revealed the
resident had uhdergone surgery to remove the
second toe 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 1o clarify his/her
statement. Review of a physician's progress note
dated 5/13/08 showed "PT [patient] statas
someons stole [hisfher] cane would like another
one." The following concema were noted
regarding the lack of social service's invoivement;
a. interview with the social service director
{SSD) on 8/16/06 at 4:05 PM revealed she had
been working in the facility since November,

shared in order to enable medically-related social |~

rasident, who had difficulty communicating, made -

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

. psychosocial well being of each
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 Continued From page 9 F250! C) An in-service will be presented to
2005. The $SD stated that she was unaware the all staff by Sept.8 2006 regarding
resident used a cane or that one was missing, Theft /Loss monitoring report and the
She further stated the resident waa probably criteria for its use and dispersal
saying "keys, not cane.” , Social services will provide grief
g{:;}glgii\'f‘ [\)V::g “A';Idimﬂ?f t‘ﬂ I:‘Ufﬁi“% (D:?::L I consulting to all residents who
on at10; revealed the residen . o
a cane, and a couple of monthe bafore it was jost, f.x.p erience losses n their perspna.l
The DON stated she remembered loaking for it; ife, A spcnal service .comn?unlcatlon
however. it was never found or replaced. She book will be created in which all
further revealed the SS0 should have been social service concerns regarding the
invalved, residents will be enter on a PRN basis.
2. Medical record review revealed resident #22 Ihis book ‘Q’”Lbf awf‘[]ab'e for daily
had diagnoses including quadriplegia and Inspection Dy the soclal service -
contractures of joints. Observation on 8/16/06 at director. A form for therapies will he
3:50 PM revealed the resident utlized a custom created to report needed specialize
wheelchair, However, a lever was disconnected equipment and submitted to social
from the hydrauiic mechanism under the seafing services PRIN.
pladtform of the wheelchair. Interview with CNA #3
and CNA #13 at the ime of the observation , ] L
revealed the wheelchair no longer reclined and D) At qua.r{er‘ly QA meetmg.'] hefl/
was missing half of the fap belt. CNA #13 stated L.oss monitoring reports, residents
the wheelchair had been broken for psychosocial needs, and specialize
approxirately a year, and the resident needed equipmentngeds will be discussed,
the reclining option and lap belt since the rasident
had sevare contractures and required speciatized i
postioning. Interview and observation with the
occupational therapist (OT) on 8/17/06 at 9:.25 MUWW %m»& M"""&’ﬂ ‘fW £
AM showed the resident used the wheelchair. %
The OT confirmed the wheelchair was broken; ﬁ,&bvﬁ oY)
She fusther stated that due to the resident's “haly T W
weight gain, histher positioning was no longer M /, ,Jmmtﬂ
appropriate, and the chair was now too small . g é Aenrtiod
Interview with the residents family on 8/16/06 at Z‘Ch )
4:45 P\ revealed the custom wheslchair was & Dot
several years old. The family member stated she Vi
was aware the facility was trying lo get a new LI Atie ol
| wheelchair because the resident's positioning was —
} [ (Lé 9/1/16\ &
FORM CME-2587(02-34) Prévioun Versions Obsaleta Bvont I LEN21Y FacHiy 1D . Kcontinuation sheet Page 10 of 32
WM/VD

MMM:/IWL eo-Li

u/yu/e,ﬂ/&’g’f"i/




FRINI e Q9012006

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
RS FOR MEDICARE & MEDICAE  RVICES OMB NO. 0938-0391
STATEMENT {F DEFICIENCIES 1) PROVIDER. - PLIPWGLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
, 535050 - JBvNG 08/18/2006
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TATE, ZIP CODE
MORNING STAR CARE CENTER PO BOX #50
FORT WASHAKIE, WY 82514
4y 1D BUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (K8}
PREFIX (EACH DEFICIENCY MUST GE PRECEEDED BY FULL PREF(X {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
. DEFIGIENDY)
F 250 | Continued From page 10 F 260

not aood, However, the family member was
unaware the chair was braken, and had not heard
anything regarding the new wheelchair, except
that the facility still needed funding in order to
purchase the new chair.

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

a. Medical record review showed a physicians
order for the new wheelchair was dated 3/28/06,
However, there was ne mention of the reason &
new wheelchalr was needed,

b. There was no evidence in the medical
record that safety or positionng assessments
were done, and ho evidence that social services
was invalved. Interview with the DON on BM7/08
at 10:40 AM verified safety and positioning
assessmenis were nof completed. As far as the
progress toward a new chair, she stated the 8SD
was "working on K." Intervisw with the S5D on
8/16/06 at 5.08 PM confirmed she was working
on getting funding for a new wheelchair for the
resident, and so far was unsuccessful. She
further confirmed there was no 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 3 "bad" motor vehtice accident,
The nurse stated the resident’s daughter who was
the mother of the accident victim was a staff
member at the facliity. The mother was at work
when notified about the accident.

Review of the medical record revealed no
mention of the recent death. Interview with the
550 on 8/17/08 at 11:10 AM revealed she was

FORM CMB-2567(02-08) Previous Versions Qbadlele Event ID; LEN211 Faclity l: Wy (07 If conlinuation sheet Page 11 of 32




DEPARTMENT OF HEALTH AND HUMAN SERVICES "R'ng{a'f Agi*,;g é{;lgg

__CENTERS FOR MEDICARE & MEDICAF "RVICES OMBE NO, 0938-0391
STATEMENT OF DEFICIENCIES %1) PROVIDER. . *PLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION ICENTIFICATION NUMBER; COMPLETED
A BUILDING
o |ewine
535050 08/18/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 219 GODE
P O BOX 859
ORNING STAR CARE CENTER
M _ E CEN FORT WASHAKIE, WY 82514
X4} 1D SUMMARY STATEMENT OF DEFICIENGIES n PROMIDER'S PLAN OF CORRECTION (%8)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDER BY FULL. PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
F 250 Continued From page 11 F 2560

“unaware" of the death In the family. When asked
what her role would be to the resident in this
situafion, she responded she would provide grief
counseling, She further stated there was canflict
between herself and the nursing staff. The conflict
resulted in poor communication, and at times,
"keeps me from doing my job." She wentonto
say, the conflict was so great, when the evening
staff came on at about 3 PM, she isolated herself
to her office instead of being out with the
residents. Interview with the director of nursing on
8/17/06 at 10:40 AM confirmed she was aware
there was difficulty with communication between
the 85D and nursing, and it was something they
were working on. She further agraed this death of
a close family member should have been
documented in the medical record,

The facility must provide housekeeping and A /L

F 253 | 483.15(h)(2) HOUSEKEEPINGMAINTENANCE |  F 263 o lnft Gsvli
— (h)(2) A, &W““ S
_ : s O
maintenance services necessary to maintain a fLEf
sanitary, orderly, and comfortable interior. ' %Wm A

< IMQL% G/Vue _"QM
This REQUIREMENT is not met as evidenced m ) preel T
by: AN Wﬂm AL Lo
Basad on observation, resident interview, and v AT 104 gaell 4
staff interview, the facility failed 1o ensure routine i, A
housekeeping and maintenance. Light bulbs were dstsay AN Vol
burnt out, insects were accumulated in light ald Llipthes 8 nd-
fixtures, and seating surfaces needed rapair . ot A M
and/or cleaning. The findings were: % L P b ,WJW
1. Observation on 8/16/06 from 11 AM fo 11:48 alde s M
AM reveled an accumutation of dead insects in Lﬁ”u/' W Muw el Mf

several overhead hallway plastic light covers in MJ A u)p!f/ ‘é{; G, cttn
, uq’ W
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storage door .

d. the west haliway next to residant rooms
#106, #111, and #1412,
interview with the facility director of housekeaping
on 8/17/08 at 10 AM confirmed the celling lights
should have been cleaned.

2. Observation on 8/16/06 from 1 PM to 1:48 PM
revealed 4 burned out light bulbs in the overhead
calling lighis in the resident dining room. The
observalion revealed 8 bumed out fight buths In
the overhead calling lights in the resident living
room. Interview with the divector of housekseping
on 8/17/08 at 10 AM revealad the light bulbs
should have been replaced. '

Observation on 8/15/06 at 5:10 M and BM7/06
at 9:36 AM revealed the upholsterad lounge chair
in room #104 was solled with a white colored
aubstance. The soil was noted in three areas
with the largest spot being approximately 3x4
inches in diameler. Interview with resident #18 on
B/17/08 al 9;36 AM, revealed she had noticed the
chalr in his/her room was dirty and was unawars
of the last time it was cieaned. Observation on
6/16/06 at 9:30 AM revealed an upholstered chair
in ihe activily soom was soiled with several areas
of & white colored substancs,

Obsarvalion at 3:25 PM on 8/15/06 revealad

resident #26 utilized a wheelchalr for mobility. The
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F 2863 | Continued From page 12 F 253 Morming Star Care Center will ensure a
i folowing location clean, safe, and secure environment for all
g following locations: residents and employees.
8. in the east wing naxt o resident room #213 Py
. d ‘ .
and l’;’:g to “::‘ }a"“z;:wc’oam d:’&"'m - A)Housekeeping staff will monitor all B /os/od
livin . :::ngmt o ihaeye?)?ance tg the mﬁblic overhead piastic light covers iq the building
menqsr?:om ' P bi-weekly and will clean the covers upen . _
¢. the back haliway next the clean linen inspection, Light bulbs will also be checked 8//3/56

weekly and replaced as they burn out,
C.N.As 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 parls are unavaitable.
Replacement chair be offered.,

C) Housekeeping Director will in-service
housekeeping staff on procedures and
schedules for light covers and the cleani g
of the changing of light buibs. 9/3@/@&, )
Maintenance director will complete Ay
maintenance monitoring log of chairs
needing repairs and report problems to
Administrator,

D) Housekeeping report to administrator
monthly and log problems to be reported
in Safety Commiitee,
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observation revealad the right arm of the
wheelchair had missing vinyl, exposing the
interior foam.

FORM CMS-2567(02-99) Previous Varslons Obaolele EventID: LEM211 Faclly ID:  WY0017 If continuation shest Page 14 of 32




rURM APPROVED

OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES X1} PROVIDEIS! 't A MULTIPLE CONST
AND PLAN OF CORRECTION IBENTIFICATK. bR o FIRUCTION mg&ﬁfg%fv
. A, BUILDING
B. WING
335050 0B/18/2006
NAME OF PROVIDER OR SUPPLIGR STREET ADDRESS, CITY. STATE, ZIF CODE
P O BOX 359
MORNING STAR CARE CENTER
& FORT WASHAKIE, WY 82514
{Xay 10 SUMMARY STAYEMENT OF DEFIGIENGIES 0 PROVIBER’S PLAN OF CORRECTION 53
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIEYING INFORMATION; TAG CROSS-REFERENGED 70 THE APPROPRIATE DATE
DEFIGIENCY)
F 272 483.20, 483.20(b) COMPREMENSIVE F272| F-272
S8=F | ASSESSMENTS
A} Each resident will receive an
The facility smsst conduct inltially and periodicaly )

8 comprehensive, accurate, standardized
reproducibie assessment of each resident's
functional capacity,

A facility must make a comprehensive
assessment of 3 resident’s needs, using the RAI
specified by the State. The assessment must

initial and periodic
comprehensive, accurate
standardized and reproducible
assessment of their functional
capacity. Resident #22 will
have a w/c safety and

:gﬁgﬁfmmgﬁg’mﬂh nformatio positioning assessment
na raphic information: _ -
Customery routine; com'p]eted by Fherapms.
Coghilive patterns; Resident #8 will have a bowel
Spmmunicaﬁou; and bladder assessment

ision; i oileti
Mood and behavior patiemns; completed with a toileting plan

Psychosocial well-being;

Physical functioning and structural problems:
Cantinence;

Lisease diagnosis and health conditions;

develop. Resident #9 has had
a restraint assessment
completed. Resident #28 will
have an accurate dental

Dental and nutritional status; _ L
Skin conditions; assessment completed . %m W 1—(%,@,
Activity pursuit; Resident #29 will have  Bond W el
Medications; assessment for cognitive loss/ W
gmgr:aml? P res: dementia and communication pARIY M "
Documentation of summary information regarding and care plans developed. {yy»& . ,\\ﬂ
the additional assessment performed through the . }J D‘\w
resident assessment protocols: and : v g .
Documentation of participation in assessment, B) RA.I assesSr.nents fm. all

residents will be reviewed by ‘\) N

an RN for accuracy and Y
Thjs REQU'REMENT is not met as Bv’denued Corrections made al that t] me, @u

by:

Based on observation, medical record review,
and staff interview, the facility failed to assure
eompletion of comprehensive assessments in
various areas for § (¥8, #3, #22, #28, #29) of 8
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- beneath the seating platform of the whesichair.

Continued From page 15
sample residents. The findings were;

1. Medical record review showed resident #22
had diagnoses including quadriplegia and
contractures of joints. The resident was totaliy
dependant on staff for activities of dally living
(ADLs). Observation on 5/5/06 at 3:50 PM
revealed regident #22 utilized a custom
wheelchair, A lever was observed to be
disconnected from the hydraulic mechanism

Interview with CNA#3 and CNA #13 at that time
reveaied the wheelchair no longer reclined and
was missing half of the seatbelt. ONA #£13 stated
the wheelchair had been broken for
approximately & yesr, but the resident needed the
reclining option and seatbelt since the resident
was severely contracted and required specialized
postioning. Interview and observation with the
occupational therapist (OT) on 8/17/06 at §:25
AM confirmed the wheelchair was broken, and
stated due to the resident's weight gain, the
resident’s positianing i the wheelchair was no
longer appropriate, The OT stated she was
unaware of an assessment for the positloning,
Medical record review showed no evidence of a
safely or positioning assessment. Interview with
the DON on 8/17/08 at 10:40 AM confirmed
neither a safety nor a positioning assessment was
compieted 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 fo
Section V of that MDS assessment, the
comprehensive information wae logated in the
12105 alde surmmaries. These aide summaries

F2T2 ) The comprehensive
assessment will be reviewed
by an RN after completion by
the MDS coordinator

1 D) Random comprehensive
assessments will be audited

’ monthly and a report made to
Quarter QA meeting

) @d ongoing
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were not available; however, Resident
Assessment Protocol (RAP) far the resident's
urinary inconfinenance was done. Review of this
RAP revealed it was not a comprehensive
assessment. 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 atated the facility should

| have developed a foileting plan for this resident.

3. Cbservation on 8/17/06 at 9:51 AM revealed
resident #3 ullizad a seatbalt white seated in a
wheelchair, Other observations at 6:04 PM fo
6:18 PM on 8/17/06 and at 8:11 AM on 8/18/06
revealed the resident had the seatbelt on while
eating at the assisted dining table, tn addition, a
full side vail was used wher: the resident was
assisted to bed on B8/17/06 at 10:18 AM. Interview
at 10:18 AM on 8/17/06 with cerfified nurse aide
(CNA) #11 revealed the resident was no longer
able t release the seatbell. 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 ry to get up, Review of the medical
record revealed a significant change RA) dated
7/2B108. Review of Section "V" revealed the
resident triggered for additional assessment
information for physical restraints. Review of a
restraint RAP module dated 8/9/06 revealed the
resident used the seatbelt to prevent
unsupervised ambulation and wandering. A
tharough assessment documenting alternative
interventions or how to use the restraint in the
least restrictive manner was 1ot found. The
review failed to reveal any information retated o
the side rail and its use. interview and record
review with the director of nursing (DON) on

FORM CMS-2567(02-00) Frovieus Varsions Dbevicte Event iD: LEN211 Facily I0:  Wyoa17 if continustion sheet Pags 17 of 32
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8717106 at 6:40 PM revealed the side rall should
no longer be used. Then, after reviewing both the
current medical record and purged recard, the
'DON stated she was unable o find further
ir;‘f;;rmation related to the use of the lap belt and
side rail.

4. According to the 7/14/08 annual MDS
assessment, resident #28 triggered for ADL
function, and dental care. According o Section V
of that MDS assessment, there was no location
listed for the ADLs or dental information.
-However, a RAP was done for ADL function but it
was not comprehensive, Interview with the social
service director on B/18/08 at 12:15 PM revealed
she was responsible for the area of dental care,
and an assessment was not completed.

5. On BM15I06 al 6:30 PM observation of resident
#29 revealed sthe had 2 difficult fime speaking
and making his/her needs known. Review of the
medical record revealed an annhual assessment
RAI dated 2/12/06 in which the resident triggered
for additional assessment information for
cognitive lossidementia and commumication on
Section V. No focation for additional assessment
informatinn was ksted. However, a RAP summary
was altached for the these lwio areas. Review of
both RAP surmmaries revealed each was blank,
Inferview 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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The assessment must accurately reflect the
resident's status,

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

A registerad nurse must sign and certify that the
assessment 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 and knowingly certifies 2 matetial and
false statement in @ resident assessment is
subject to a civil money penalty of not more than
51,000 for each assessment; or an individual who
wilifully and knowingly causes ancther individual
to certify a material and false statement in o
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.

This REQUIREMENT is not mel as evidenced
by:

Based on observation, medical record review and
staff interview the facility failed to ensure the
accuracy of information contained in the Minimum
Data Set (MD8) assessments for 9 (¥6, #8, #0,
#16, #20, #22, #28, #29, #32) of 9 sample
residents, The findings were:
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| revealed the resident was admitted to the facility

{18 days apart) for resident #18 reveaied the

1. Review of the medical record for resident #16

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 ajso
been coded as an admission assessment,
Gomparing the 5/16/06 Medicars 14-day, and
the 6/2/06 Medicare 30-day MD5 assessments

lowing concems:
a. The resident declined from having no memory
problems, and being independent in cognitive
skills and decision making o having memory
problems and moderately impaired cognitive
skills.
b. The resident declined from needing limited
assistance with acfivities of daily fiving (ADLs) to
needing total depentience of staff for ADLs with
the exceplion of sating.
e. The resident declined from being continent of
bawet to being frequently incontinent; the resident
declined from “occasionally” incontinant of
bladder to "frequently” incontinent.
d. The resident declined from having adequate
vision, to having highly impaired vision.

Medical record review showed no acute
medical problem or other indicators of decline in
status during this period. Interview with the DON
on 817/06 af 5:15 PM revealed a nurse who was
no longer working at the facility, had completed
the 6/2/06 assesement. She then confirmed it
was grossly ineccurate. She stated 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 impaired vision.
Review of the 8/11/06 quarterly MDS assessment
showed the resident was mostly independent with

facility will ensure that each
resident receives an accurafe
assessment and a RN will certify
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
mdicated. Resident #8 will
have location assessment
information listed and care
planning decisions indicated.
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- speaking and making his/her needs known.

ADLS, requiring no more than "limited”
assistance. This assessment revealed the
resident was continent of both bowel and bladder.

2., Review of section M of the the 7/14/06 annual
MDS assessment for resident #28 failed to code
# surgical wound that was present at the time of
the assassment. Interview with DON on 817106
at 10:40 AM confirmed the rasident still had a
healing surgical wound from a 3/10/06 toe
amputation, and the coting was inaccurate,

3. Review of section V for the following MDS
assessments showed they were lacking the
location of the information for the additional
assessments that were triggered, and/or did not
indicate care planning decisions for some of the
trigoered aregs:

a. The annual MDS assessment, dated 4/26/08,
for resident #22.

b. On B/M5/06 at 6:30 PM observation of
resident #28 revealed s/he had a difficult time

Review of the medical record revealed an annuzl
RAl dated 2/12/08. Review of Saction V revealed
cognitive loss and communication were areas in
need of further assessment. No location for
additional assessment information was listed. In
addition, Section V' did not list a care planning
decision for any of the triggered areas, including:
cognitive lossidementia, visual function,
communication, ADL (activity of dally living}
function, urinary incontinence and indwelling
catheter, nubitional status, and pressure ulcers,

c. The significant change MDS assessment,
dated 1710106, for resitlent #8.

4. Review of the medical record for resident #5
revealad an admission RAI, dated 6/10/086,

of agsessment information
listed and care planning -
decisions indicated. Resident
#32 will have location of
assessment listed and care
planning decision indicated.
Resident #9 will have location
of assessment information and
care planning decisions
indicated. Resident # 20 will
have location of assessment
informiation and care planning
decisions indicated.

RAT assessment for all
restdents will be reviewed by
an RN for accuracy and
corrections made at that time.

B)

The comprehensive
assessments will be reviewed
by an RN after completion by
the MDS coordinator

Random comprehensive will be
audited monthly. and a report
made at the Quarterly QA
meeting

E@i ongoing

o
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Review of Saction V revealed the care planning
decision for cognitive kes was not determined,

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

f. Review of the medical recond for resident £9
revealed a significant change RA, dated 7/28/06.
Review of Section V revealed the resident -
required dditional assessment information for
nutrition. The location of the additional
agsessment information was blank. Further
record review revealed a nutritional assessment
in the dietary progress notes, Review of Section v
revaaied no documentation regarding a care
planning decision for identified probiem areas
such as cognitive loss/dementia, communication,
behavioral symptoms, nutrition, and activities.

8. The annual MDS assessment, datd 7/6/06,
for resident #20 was missing the location for
additional assessmant information for coghifive
decline and care planning decisions,

Fare

FORM CMS-2567(02:99) Previous Versions Obaolele Event ID: LENZ11

Faciily I0:  WyDo17

© M continuation shast Page 22 of 37 .




FURM APPROVED

e AT MIELLARE & MEDIC-AID SERVICES OMB NO. b838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERIF  "LIE 2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION WENTIFICAT  AUN. ¢ COMPLETED
A BULDING
E 6.
535050 ; WING 08/18/2006
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STAYE, ZIP CODE
MORNING STAR CARE CENTER PO BOX 850
FORT WASHAKIE, WY B2514
%4 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOMLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DERICIENCY)
F 279 483.20(d), 483.20(k){1) COMPREHENSIVE Fa7e| I'279 483.20 (k)(1) .
§5=D | CARE PLANS Comprehensive Care Plans: It is
. the policy of the facility to ensure
A facility must use the resuls of the assessment that the assessment will be used to

to develop, review and revise the resident's )
comprehensive plan of care, : develop the comprehensive plan
care,

The facility must develop a comprehensive care
plan for each resident that inciudes measurable

objectives and timetables fo meel a resident's 1A All residents will have

medical, nursing, and mental and psychosocial © comprehensive plans of care
needs that are identified in the comprehensive developed, reviewed and
assessment. ' revised based on the resident’s
The care plan must describe the services that are - assessments, Residfant #16

fo be furnished to attein or maintain the resident's care plan will be revised to
highest practicable physical, mental, and - reflect the use of restraints -

psychosecial well-being as required under
§483.25; and any services that would atherwige

bs required under §483.25 but are not provided B) Care plans for all resident s

due to the resident's exercise of rights under will be reviewed by an RN for

E“nggr‘& !;’:ﬂ':;:g? 4’{"—‘ right 1o refuse treatment accuracy and completeness
with corrections made at that
{ime

This REQUIREMENT s not met as evidenced

by:

22;‘?;“" mel’;;:"f::;mn;ﬁm g‘z’xeﬁeoﬁﬂ:'r’: 'C) The resident care plans will be

pian that addressed a phyaical restraints for 1 reviewed by an RN after

{#18} of 3 sampie residents who utllized physical completions by the MDS

rastraints. The findings were: coordinator. An in-service on

Observation on 8/17/06 at 4:24 PM revealed proper use of restraints will be

resident #16 wheeled out 1o the nurses' statjon, , conducted for all nurses and

As LPN #5 passed the resident, the residont CNA’s on Sept 25, 2006

pufied on the fap balt restraint and said “Lel me
loose." The LPN reached down and unbuckied
the restraint. The resident propelfed the

wheelichair back to the resident's room. Medical |
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D) Random care plans will be

lr)e;a!tm re;kw shogg ,gg grs';sessment forn{?e iap audited monthly and a report
was done on . The assessme et ; ,

showed the restraint was used to prevent the made to the quarterly QA

resident from getting up and walking without meeting

agsistance. However, review of the rasident's

current cane plan revealed the physical restraint @ngoing

was not mentioned. Interview with the director of ‘ i

nitrsing on 8/17/05 at 6:15 PM confirmed the use F323 483.25 (h)(1) Accidenis: It
of the lap restraint should have been addressed is the policy of the facility to

in the care plan. '

ensure a accident free environment
for all residents.

_A) The resident’s
The tacllity must ensure that the resident

i , environment will remain
environment remains as free of accident hazards ) ,
as is possible, as free of accident

hazards as is possible.
Resident #22 received a
safety evaluation for her

F 323 | 483.25(h)(1) ACCIDENTS F 323,
$5=p| -

This REQUIREMENT is not met as evidenced

by: :
Based on observation and staff and family wic on 8/30/06 which
interviews, the facilily failed to ensure the safety included OT and
of a wheelchair for ane {#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 revealed resident #22 had is presently performing
diasi:l:;es iﬂci;lfi_l’i&‘:s Q%dﬁpliig;a Btm‘ ot ' the task of intention
contraciures of joints. The resident was totally SR
dependant on staff for activities of daily living which Is 1o h(,)ld .
(ADLs). The following safety concems were noted contacting thighs in
regarding the resident's wheelkchair: , seated position. The back

*a. Observation an 8/15/06 at 3:50 PM revealed of the w/c has been

resident #22 utilized a custom specialized

wheelchair. A lever was disconnected from the moved {0 a 90 degree

hydrofic mechanism under the seating piatform of position per OT
the wheelzhalr, interview with CNA #3 and ChA evaluation. A side
FOHM CME-2567(0288) Pravous Vertions Obsolels Evanl 1D; LEN211 Faclly i Wyobty if conlinuatian sheet Page 24 of 32
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F 323 | Continued From page 24

#13 at that fime reveaied the wheelchair no
longer reclined and was missing half of the lap
‘helt. CNA #13 stated the wheelchair had been
broken for approximately a year, and the resident
needed the reclining aptian and seatbelt since the
resident was had severe contractures and
required special postioning,

b. inlerview and observation with the
occupational therapist (OT) on 8/17/06 at 826
AM showed the resident used the wheelchair, and
the OT confirmed the wheelchair was broken,
She further siated, due to weight gain the
resident's positioning in the wheelchair was no
tonger appropriate, -

¢. Infarview with tha residents family on 8/16/06
at 4:45 PM reveated the custom wheelchalr was
several years old. She was aware the facility was
trying to pet a new wheelchair because the
positioning was not gond. However, she was
unaware the chair was broken.

d. Further medical record review showed no
evidence of a safety assessment. Interview with
the DON on 8/17/06 at 10:40 AM conlfirmed a
safety assessment was not completed for the
resident's wheelchalr,

F 324 | 483.25(h)2) ACCIDENTS
&8=D
The facility must ensure that each resident
recaives adequale supervision and assistance
devices to prevent accidents.

This REQUIREMENT is not met as evidenced
by. :

Based on obsetvation, medical record review,

and staff interview, the facility failed o ensure one

support is in place to
prevent right leaning,
The chair is tightly
secured at all junctures
and deemed safe in all
manners. The hydraulic
mechanism to tilt entire
chair is in the process of
being repaired as a new
cable must be obtained.
OT still believes that
resident #22 would

F 323

and social services 1s in
the process of procuring
funding for it. Social
services will keep family
apprised of progress in
this area
13) 1herapies will provide
safety evaluations on all
residents with custom w/c
and in an ongoing
F 324 capacity with new
admissions
C) Therapies will provide
safety evaluations on all
custom w/cs
D) Completed safety
assessment will be
reviewed in Quarterly QA
meshingg >

ar A ongoing
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1 . . ' facility to ensure that all residents
(#29) of one sample residents at risk for receive assistance devices to pr evuﬂ

aspiration received timely cane and services to
prevent agpiration. The findings were:

Chservation of resident #29 on 8/15/06 from
5:11 PM {0 6:35 PM revealed the resident was
able to feed him/herself, consumed regular
tiquids, and had difficutty speaking short
sentences, Observation of the lunch meal bn
8/16/06 from 12:02 PM to 12:36 PM revealed the
resident consumed regular liquids from cups or
drinking glasses. Likewise, at the evening meal -
on 8/16/06 at §:11 PM, the resident ticank regular,

Medicat record review revealed a physician's
progress note dated 6/7/05 in which the physician
noted the resident had slurred speech without
weakness or paralysis, intact neusological system
with “dysarthric* speech and questioned a mild
stroke. ["Taber's” medical dictionary, 18th edition,
describes dysarihria as impaired fo clumsy '
uttering of words due Lo diseases that affect the
oral, lingual, or pharyngesl muscles.] Further
revisw of the medical record revealed nutritional
progress notes dated 8/6/06 which documesnted
reports by nursing that the resident was having
coughing episodes while aating. The registered
dietifian documented a requaest for a speech
therapy (ST) screen. Review of physician's orders
revealed that on 8/8/06 the physician reguested
therapies, including ST, to evaluate and treat the
resident. Review of the speech avaluation
revealed the resident was seen on 8/8/06 and 5T
was requested due fo the resident had "coughing
observed on, thin liguids”. The evaluation showed
the residents current diet was & mechanical soft
diet with regular liguids and the ST racommended
a change to “nectar” thick liquids. The 5T

accidents.

A) Each resident will receive
adequate supervision and
assistance devices to prevent
accidents. Resident # 29 now has
meal time plan being followed g
and monitored by restorative staff Mf‘-d pZ
7‘7j MM OLT o) WLMW
&

B) Therapies and restorative nurse

will meet every Monday for a

conferenge Lo ensure continuity of
care, M . Mﬁ“ﬁ) Wlﬂ
o cphone el e
Charge nurse and restorative nufse iy
will monitor meal times and
ensure meal plans are followed.
Therapies to notify charge nurse
of nay changes or new orders
requested from physician so that
nursing may Tollow up for
expedient implementation

C)

-

ST will provide spot checks and
monthly audit at meals to verify
follow thru and provide report of
accuracy. Audit reports will be
reviewed at quarterly QA

D}

.,

E) w on going,

J\;@“M
o
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documented that the resident did better with a
straw ahd had hatter control of intake. Further
comments from the 8T included reminding the
rexident to slow down and “cueing throughout the
meal.” The nectar thick liquids and comments
were developed into a meal plan, dated 8/10/08,
and found in the resident's medical record,

Although the evaluation occumed on 8/8/06,
the aferementioned observations {B/15/08 and
8/16/06, seven and eight days later) showed the
resident continued fo receive regular liguids
despite the physician ordar for evaluation and
"treat” A note in the medical record, dated
8/14/06, by the ST documented the resident wag
seen again on 8/14/06 and "...did much better
{with] nectar thick liguids. Continue o follow the
meal plan.”

Interview on 8/17/06 at 10:03 AM with a 5T
revealed that aithough speech therapy made the
recommendations, a physician was required to
order the recommendations. Further record
review reveated a request for an order sent o the
physician on 8/16/06, six days after the developed
diet plan and eight days after the ariginal order 1o
treat. Record review of physician orders on the
last day of the survey, 8/18/06 at 0800, reveaied
no orders for a change in diet.

F 324
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D SUMMARY STATEMENT OF DEFICIENGIES ! '
r!*)r?gﬂx [EACH DEFICIENCY MUST BE PRECEEDED BY FuLL mlgmx (E:gt? gg&sécl%\?g f&?é’»" 35833)"& GoMALETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION, TAG | CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFIE’JENOY}
55=E | PREP & SERVICE residents receive safe, food and
ilk product thru a clean past d
The facilily must store, prepare, distribute, and iﬁfi‘nd&f Hot i @ clean past they ° LL (
sarve food under sanitary conditions. M M
; A) 1) Sell by date of milk order _JJ/ )yl)) ,
will be noted and recorded on DJJ A)N J
- clip board of the walk-in A W&L&
This REQUIREMENT is not mel as evidenced refligerator where the mill is ot Tk
by; 7 ‘ stored at the time of delivery u)*"/‘gbv .
Based on observalion, and staff intervisw, the fm;ac!]]o,rde;' T}he d.'ﬁfa? d}’ /ﬁ/f‘l&
facility failed to ensure that out-dated milk was not stari will rotate the milk, the .\M
sarved. In addition, the food servipe wingow . oldest milk witl be disposed of },)Wt
where trays were served was soiled. The findings when 2 days past “sell by”
were: date, : '
if) Dietary Manager will add wl
1. According to the National Dairy Counci web : cleaning of past thry window (}/& Q}ﬁ
site {www.nationaldairycouncil.org), "The "sel) by" to daily cleaning task list Bg\/‘ .
date refers to how long the grocery store can B) Staffw be in-serviced on : W
keep a product for sate in the dairy case, When proper handling of Dairy ,(9 .
properly refrigerated, milk generally stays fresh : i Products by Register Dietitian
for 2 to 3 days after this date,” The following ' 9/13/06
COnGarns were holed: ) Di fary Manager will m itor
Observation on 8/15/08 at 2:06 PM revealed 4 ) mli(fk ;ﬁd ‘:;Zg()ew‘;;ss t}?::; to
gallons of fat-free milk in the walk-in refrigerator. revent potential iliness from
Two of the gallons were unopened and had a sell | Eah, n,g’du ofs and the ;ma g
by date of 8/2/08, One gallon was openad and | ¢ Y ,} o fr | : 1_
had approximately three quarters remaining with (_L germ f TOm an unclean pas
a sell by date of 7/28/06, the Jast gallon was b ‘).' U window. 1 renor
apened and had approximately one quarter ) Dietary Manager Wil report
remaining, this had a sell by date of 7/12/06. progress in Quarterly QA
Observation on 8/16/08 at 11:30 AM revealed the:
milk was stilt in the walk-in refrigerator, and less
of the 7/12/06 dated galion remained. Inierview
wilh the dietery aide on 8/16/06 at 11:45 AM
revealed only resident #26 used fat-free milk, and
she received a plass every moming. When askeg
if she served the mifk that momingm the dietary
aide staled she had. The aide indicated the gallon

FORM CME-2507(02-99) Frevious Versions Olvsohule Event [D: LEN2H1 Facky iD:  wyoory I conlinuation sheet Page 26 of 32




J R REEERM OV TR Y e

st ¥ L R WAL RS TA PN LS ﬁ:“V|U_EZ_§ OIME NO., 0938-0391 )

STATEMENT OF DEFICIENCIES K1) PROVIDER/B!” ™ IER/CLIA €X2) MULTIPLE CONSTRUGTION X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICAY UMBER: A, BUILDING f )OOMPLETED

o —

L B. WING .
535050 : DB/18/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

) P O BOX B5y
MORNING STAR CARE CENTER FORT WASHAKIE, WY 82514

) | SUMMARY STATEMENT OF DEFIIENCIES o - PROVIDER'S PLAN OF CORRECTION (x5

PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 371 | Gontinued From page 28 Famn

of milk dated 7/12/06 (35 days past the sell by
date) as the source for the milt servad to resident
#286 that day. Further interview with this aide and
the dietary manager revealed they were nof
aware how far past the sell by date the milic was.
The dietary manager then stated the milk was
also used for cooking, and she usually checkad

- | dates once a week.

2. According to Food Code 2005, U.S. Public
Health Service, 3-305,11; Food shail be profected
from contamination by storing the food: (2) where
it is not exposed to splash, dust, or other
contamination. ..

Observation on 8/16/08 at 1:50 PM revealed
an accumultation of dirt, dust, and grime on the
side: of the food service tray window. Interview
with the fagility director of housekeeping on
8/17/08 at 10 AM confirmed the presence of the
dirt and agreed the dirt represented a pofential
health hazard should 1t fali upon resident food
being passed through the window at mes! tima.

F 444 | 483.65(b)(3) PREVENTING SPREAD OF F444| 1 444 It is the policy of the facility
§5=E | INFECTION to ensure that all residents are

The faciiity must require staff to wash thair hands protected again possible infection.
after each direct resident contact for whigh
handwashing is indicated by accepted A) The facility staff will wash
professional practice. ‘hands in accordance with

accepted professional practice
This REQUIREMENT s not met as avidenced
by.

Based on observation, staff interview, and policy
review, the facllity failed to ensure staff followed
proper handwashing technique after during two
random observafions. The findings were:
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| remaved her gloves, and then without washing

1. Obgervation on B/17/06 ut 9:41 AM revealed
CNA #14 tivew soited items Into the west hall
sofied utlity room. Without washing or sanitizing
her hands, she went directly {0 assist anather
aide in transferring resident #22, When CNA #14
entered the resident's room she did not wash her
hands or use hand sanitizer before fouching the
resident, getting a clean blanket from the closet,
and moving the resident's drinking cup.

2. Observalion of resident #9 on 8/97/06 at 10:18
AM revealad CNA #11 assisted the resident with
incontinence care. After assisting, the CNA

her hands, teft the room and went to the clean
linen closet, used hand sanitizer, opened the
door, and refrieved a blankel. The CNA then
returned to resident #9's raom and washed her
hands prior to leaving the room,

3. Interview with the director of nursing on 8/17/06
at 10:49 AM revealed the expactation was for
staff to wash their hands after pertorming perineal
care and prior to leaving 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 uses of gloves
does not replace handwashing,” and "waterless
anfiseplic solution may be used as an adjunct to
routine handwashing.”

C)

D)

employees weekly for
compliance with accepted
professional practice beginning
Sept 11, 2006. Immediate in
service to anyone with
deficient practice by auditing
nurse,

Hand washing in-service
presented by infection control
on Sept §, 2006. Soiled utility
room will be reequipped with
containers that allow for access
to the sink for hand washing

Hand washing audits will be
compiled on a monthly basis
and reviewed at the Quarterly
QA meeting

and ongoing
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F 444 Gontinued From page 20 Fa44| B) Audit by charge nurse of 3
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535050 e 08/18/2006
NAME OF PROVIDER rm SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE '
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(X4 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL, PREFY, he
TAG |  REGULATORY OR LSC IDENTIFYING REORMATION TAG. | CROBGREFERENCED 70 THE APPORITE | o e ™"
DEFICIENCY)
F 468 | 483,70(h}3) OTHER ENVIRONMENTAL FABB| [ 468 it i is facili
y t is the policy of this facility to
§5=H | CONDITIONS - HANDRAILS ensure a safe environment for the
The facility must equip corridors with fiemiy residents .
{ secured hantdrails on each side.
A} The maintenance director will
. . . secure handrails 8/18/06
;;l.'s REQUIREMENT is not met as evidenced B) The maintenance director and
' e " houseckeeping will check all
Based on observation and staff interview, the i ] just
faciiity failed to securely attach a 4 foot section of ha]? ?raﬂs weekly and adjusted for
handrail to the wall. The findings were: salely : .
~ C) The maintenance director will log
Observation on 8/16/05 at 10:48 AM revealed a + any loose handrails and date the
section of handrail approximately 4 fi in length adjustment date,
located opposite the central nurse’s station and
mszﬁérigxq&T%erwxeﬁi% D) Will be reported to administrator
| housekesping on 8/17/06 at 10 AM verified the and In the salely commiliee o pitfll Chen
rafling was Inose, Interview with the administrator meeting. . s | ©1F
on 8/17/08 at 10:30 AM revealed all handrails rpuesls o o7
should be firmly attached to the wall, The facility E) On going o
administrator also stated handrails should be able | & D C
o support approximately 200 pounds, ()ﬁ' B{) ‘O W
L ANCA
F 492 | 483,75(b) ADMINISTRATION F 482 ﬂ)ﬁyj Y
$8=0 f
The facility must operate and provide services in A et li " thi b N
compliance with all applicable Federal, State, and iailgii IEOI Si-éiiao;]ﬁeojuﬁ};;ons »ﬂb o <
local faws, regulations, and codes, and with Y 10 ToHow all Ieg . L\\
sccapted 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 staff mierview, the facility failed to ensure resident #21
FORM CMS-2567(02-93) Previous Vesions Qbeolete Eventil: LENZIT  Facliyil; WvoOTT l
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STATEMENT OF DEFICENCIES 1) PROVDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION o mausrﬂmc:mon :i'uungn-. O MULTIPLE CONSTRUCTION {mggﬁfggﬁ
_ A PULDING
535050 8. WG : 08/18/2006
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(X} 1D JUMMARY STATEMENT OF DEFICIENCIES It PROVIDER'S PLAN OF CORRECTION 1)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FuLl |
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) "'%ES"‘ céﬁ;ﬂ%&’é&éﬁé‘é’é ?g w&%wfm N
DEFICIENCY)
F 492} Continued From page 31 F492/B) All other residents receiving
lconsed staff performed tasks for which they oxygen will have their. tank§ or
wese qualifiad or that were within their scope of concentrators marked in a like
Pfac!i::- One [#Z&d"‘:‘"':ammpb residear;t W":;d manner. In service on scope of
raquired oxygen, er oxygen adjusted by - : :
certified nurse aide (CNA) staff. The findings practice for CNAs regarding
werg; adjusting the O2 liter flow on
tanks and concentrators
.| Obaervation on B/16/06 at 3,18 PM revealad
resident #21 had difficulty breathing and was il . hat
attended 1o by licensed practical nurse (LPN) #5, €) Charge nurse will monitor that
At 5:25 PM on B/15/06, observation of the liter flow is marked on O2 tank
resident revealed CNA #3 removed the resident's and/ or concentrator, If
nesal oxygen tubing, which was connected to g : ; . .
concentrator, and applied nasal oxygen tubing res@ent 18 addmltl‘ed on ,02 of
connected to a portabla oxygen tank. The CNA 02 is started on curreit
then adjusted the oxygen liter fiow to 3 fiters by resident, liter flow will be
adjusfing the lites flaw valve. Further observation marked
revealed the fiter fiow was not marked on the
tank. When interviewed on 8/15/08 at 5:25 PM, .
indicated she knew the resident was suppose 1o D) Monthly checks by nurse will
beon 3 IitersAof oxytfgen. M?‘dical record review be included when O2 tubing is
fevealed an August 2006 physician order review . i+ :
which documented the resident's oxygen flow rate Cha?gzd Lé) e?fs gre hlter How s
at 3 liters a minute or as needed to keep the Sat marked. Statl development
{saturation level) > (graater than) 90%.” Interview coordinator will monitor report
with the directer of nursing on 8/17/08 at 10:48 and it be reviewed at the
AM revealed she was unaware of the Wyoming . :
Board of Nursing (BON) decision refated to CNAs - Quarterly QA meeting
adjusting oxygen. nd .
) Oct2 d ongoing
According to the May 20011 decision by the
Wyoming BON, a CNA may be delegated the
task of adjusting the oxygen liter flow if the kter
flow is clearly marked by the nurss oh the
concentrator andfor oxygen lank,
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