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SS=Ef PARTICIPATE PLANNING CARE-REVISE P
" 1

The resident has the right, uniess sjudged
incompetent oi otherwlss found to he
incapacitated undar the laws of the State, to

participats In planning care and treatment or ,

ii changes in care and trastment, [

Acomprenensive care plan must ba deveioped
within 7 days after the completion of the
comprahensive asssssment; prepared by an

interdisciptimary team, that includas the attending :
physican, a reglsterad nurse with resporsibility |
for the resident, and other appropriate statf In '
disciplines as determined by the resident's needs, .
and, t the extent practicable, the participation of ,
 the resident, the resident's famlly or the resident's |
: et rapresantative; and periodically reviewed
l'and revised by & team of qualifled persens after

| sach assessment,

|

T

. !

i |

/ f
1

 This REQUIREMENT Is not et as evidenced !

| by i

¢ Based on medical recard rsvisw, observation {

| and staff interview, the fucllity filed to ensure !

i staff reviswed and revised the care plan for 5 of & i

 sample resldents (#28, #30, #40, #41, #42) !

Vroviewed with a history of falls, [n addition, the

| faclty failed to revise the care plan for 1 of 1 i

I

|

|

I

|

§

ORNING STAR CARE CENT|
MOR 4R FR FORT WABHAKIE, WY 82514
ol In ] SUMMARY STATEMENT OF DEFIGIENGIES f m I PROVIBER'S PLAN OF CORRECTION i (8)
PREFIX § {EACH REFIGIENOY MUST B& PRECEDED BY FULL ‘' PREFI ! EACH CORREGTIVE ACTION SHOULE BE | comrLERCH
TAG REGULATORY OR LSC |DENTIFYING INFCRMATION) TAG H CROSS-REFERENGED TO THE APPROPRIATE r DATE
. , DEFICIENCY) 1
T T i 5
F 280, 483.20(d)(3), 483.10(k)(2) RIGHT TO  F280 F 280 [

;1. Resident #26 was provided the
iphysical interventions fo assist wi
ipreventative measures however the Cafe
Plan had not been updated to reflect these
preventative measures. A polioy is
place to update the care plans the we
[the fall ouours (within 72 hours) and js
reviewed that same week at Rj
Management meeting to ensure that

: 06w changes fo the care plan are in plade
and communicated o all interdisciplinady
stuff. Risk Management meeting iy ovely
Thursday comsisting of the teal
members: Administrator, Medical
Director, Director of Nutsing, Socisl
Services and Assistant Director of
Nursing. The resident, resident family
members or representatives are includdd
in the care plan meetings and afe
providing signatures on the Care PI

I hardcopy. Audit tool for falls and fdll
follow-up, risk and CQI will be dose
weekly related to every fall, times |3
; months and then PRN by ADON and
DON. Results of quality monitoring topl
will be reported at weekly Risk meetings.
i ADON will provide education to all

Aﬁpﬂ"\: M :“’:a’fYﬁJLW'_

| safmple resident (#31) who exhibited bohaviors, Pnmsing  staff  related  to féll

| The findings were: , documentation, P 506112

: 1. Review of the medical record for resident #26 : !

- showad s/he had dizgnoses to Includa i i

; ostecarthrills and paralysis agitans {Parldrson's i !

H i H
-LABOR&TDR\} DIRECTOR'S OR PROVI DEFUSUFFL!ER'REPRBSENTMVE'S SIGR[ATURE TITLE ;f)CB) DATE

g22/)a.

—_—

Any deﬁcJanc} statem_eh{ ending with ail agtarlal ) depofes a defltlaney which the Institution tray be ssicused from correnting plaviding it fs dé{ermfﬁ’ac[ that
other safeguards provide sufficient protection to the patients. (See inalrictions.) Except for nuesing homes, the findings statad above are digslosable 90 daye

following e tats of sutvey whether of not 4 plan of aorraction s provided,
dirye following ther deta these documents #ra made avalisbls to the facility,
pragratn papticipation.

It deficiencles any &
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Foi nursing homes, the abova findings and plans of eorrection ara dizclosanle 14
fed, an approved plan of carrection Is requisite to contipved
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F 280! Continued From page 1

| Diseasa), Review of the Incident reports and
nurse's otes, showed the resident fall four imag

- between 3/14/12 and 4/4/12. Observation on

; Hdf12 at 3:.45 PM showed the resident had a fall

: mat at hfs/her bedside. Review of the residents

, care plan for falls last reviewad on 2/5/12 showed !

" s/he was to be nssessed for the need of fall i

¢ interventions but did not indicsate what

. interventions wera currently in place. Interview

+ with the DON (Director of Nursing) on 4/5/12 at 1

, PM stated the resident's cara plan needsd to be
revised to show the resident's cuirent needs

T
1
|
1
{
}
i
i
i
i
H
L
I

F 280! Resident #30. A policy is in place to}

i

update the Care Plans if a fafl occurs and'
i$ reviewed that same week at Rijsk
Management meeting, New policy states
fall. procedures  and neurclogical
Agsessment steps until resident medical
provider orders to stop (d/a) or for 72
howrs straight withont d/c orders. The
t¢sident, resident family members or
representalives are included in the Care

; retated to falls. d copy Cure Plan documents. Audit! . 3 ,,[I bort,
thol for falls and fail foﬂow.up? risk Rndl-/"””sﬂw“j v A:CJ
aefon

' 2. Review of the nurse's notes timad at 2:08 PM , n
P By ! v I will be dove weekly related to every. P72 7 five
i for rasident #30 showed s/he fell while attermpting QI w Y O BVEIYI L opre LT
prng fall, times 3 months and then PRN by pgf;’ b _ﬁzw

‘];"(Esrm meetings, signatures are provided o

! to self transfer from tha whaelchair, The. resident i

[
3
]
[
\
oy
T

1 was later diagnosed with a hip fracture. Review of ;

y the physical therapy and occupational therapy

, notes dated A/8/12 showed the resident used a

¢ wheelchair and front wheeled walker. In addition !

 s/he was to tog touch welght bear with armbulation |

t and transfers. Review ofthe care plen forfalls |

- [ast reviewed on 2/21/12 did not show tha i

" tesldent had & recent hip fracture and the

, precautions to be taken during transfaers and
ambuiation. However, an Interview with the DON

- on 45112 at 2:15 PM verified the care ploan need |

» to b@ revised to show the residents surcent needs !

| related to falls. f

. 3. Review uf the medical record for resident #40

' showad sfha had diagnoses to include
theumatold arthiitiz and blindness. Review of the J

' 2I26/12 nurses' notes &t 2:64 AM showad the

- resident fell hitting hisfher head. Further, the :
nirse's note showed the resident slipped on :

! liquids e/he had spilled while ambulating. Review ;

|

|
!
f

I i

ADON and DON. Results of quality?® ”
monitoring tool will be reported at weekly
Risk meetings. ADON will provide
efucation to all nursing staff rejated 1o
fall documentation. 27¢/ ¢are Pl fz ﬁu_4/27/12

3. Rosident #40 care plan had not been
updated to reflect the need for precautions
related to resident condition, resident:
ambulation and transfer conditions. A
olicy has been established for the
ursing staff regarding Unwitnessed Falls
Fd Neurological Assessment procedures,
]

=

[~4

|
|

. !
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F 280, Continued From page 2 i
{ of the physical therapy notes dated from i
| 223/12:2/28/12 showed the regldant used a i

wheelchasr for mobility, Inferview with the DON on |
, 4J5/12 at 2:15 PM revesled the resident offen |
+ spilled hisfher drinks due to histher biindness.
| Raview of the resident's entire cars plar last
; raviewed on 1/31/12, showed it did not include

« the need for precantions related to the regident
; ! spilling hisfher flvids or the uge of a wheel chair.

| Howaver, Interview with the DON on 4/5/12 at |
| 218 PM verifiad the care plan should have been |
| revised to reflect the resident's current condition |
» and needs. ’

' 4. Review of the medical record for tesident #41
: showed sfhe had diagnoses to include demnaitia
i and ostecarthrilis. Review of the nurse's nate :
| showad the resldent fell on 3/6/12 at 12:01 AM
i and on 3/13M2. Raview of the nurse's note dated | [
on 3MOM2 &t 5:50 AM showed the resident had

; an alarm pad in his/her chair thal was also used

i while sfhe was in bed, In addition thia resldant had
| & floor pad in placd. Review of the resident’s care
1 plan for falls last reviewed on 8/13/12 fajled to

: show the resident used an alarm pad in hisher |
[ chaiy and bed ora floor pad. Interview witl the
| DON on 4/5/12 at 1 PM verifled the care plan

' should have been revised to reflact the resident's
| current condltion and needs, i

i 5. Review of the nurse's notes and heident

i reports for resident #£42 showed syhe felf four ;

! imes hetween 2/2/12 and 2/T112. Anurss's nota |

» writtan on 2/2/12 showed the resldent was ¢
unsteady and nesded assistance with transfers. A
nurse's note written on 2/3/42 at 5:63 AM showed

! the rasident was confused and aftemipted to self |

| fransfer. Si¥stand alarms were placed in his

i ¢

F 280The resident, resident family members of
i'epmsentatwes are inchided m the Car
?Ian meetings. Audit tool for falls an

r]'eelcly related to every fall, times 379

ill be reported at weekly Risk meetings
PDDN will provide education to all

miswg  staff  related to  fal
4127/

Hocumentation, 22167 eore plons -
1 [}
4. Resident #41 needs were addressed i
i’lSk management but not updated on the
fesident’s Care Plan. A policy has been
established to update each Care Plan after
;denﬁﬁcaﬁon of each resident’s needs

according to condition. _ Audit too] fot. o
falls and fall follow-up/ rigk and CQI wil o""f ;143
be done weekly related to every fall, ime: op e

months and then PRN by ADON an o

ON. Results of quality monitoring tcn:];:b
bn!l be reported at weekly Risk meetings;
ADON will provide education to all
nursmg staff related to  fall

dooumantaﬂon gnda care plos slf; 4727112

5 Resident #4. conditions were mml
physwally by the assistlve devices placed
on the resident’s bed and chair and the usé
of a gait bel. A policy has been :
: }
a i

L

eoif
ilﬂ,g d

Lot
all follow-up. sk and COI will be dom?d’,”? ,’i’ﬂiu P

q42¢ ;f"-""

onths and then PRN by ADON andss//] e ‘.f(/“‘

ON. Results of guality monitoring toola Sl

12

ﬁn‘fﬂ?pr
20

}“’/3»?"

KA
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F 280, Continued From paga 3

‘ vwheel chalr and bed. In addition tha resident was

| assleted to ambulate with & gait belt. Review of
thia cara plad for falls, last reviewed on 2/17H12

; didd not Indloate the Use of alarms placed on the

. resldant's bed end chair or that tha resident i

t ambulated with the use of a gait belt. An interview
with the DON on 4/5/12 at 1:50 PM verified the !

* oare plan should have been ravised fo reflect the

] resident’s current needs.

I

|
|
DEFICIENCY) |
i

F280fstablished to updsfe the Care P
{within 72 hours) after tncident and aft mﬁ
K:aekly risk management or care pl
] eetings that would jdentify any m:?
hanges like these assistive devices. Th
Femdent resident family members or
tepresentatives are included in the care
plan  meetings. The Neurological
Assessment policy includes the gnidelines
or mneurological assessments to  be

I §. Review of the medical record for resident #31
s showed sfhe had diagnoses to Include anxlety onducted for 72 hours siraight unless
; and depression. Review of the social services c’d by resident medical provider. The
i ht)ftes! dated 1]9’2]2(1 %hﬂw;?deihei I"BSIdBI'Ilt Wels fI/BIH'DIOgiQBI agsessments will b
refusing care and did not gef alang with some of . '
i the facility staff. Intervisw with the DON on 4/5/12 'gsﬁwacummmmd anﬂi:hx:gi :;;}1 ;ﬁ:ﬁ?gb; A v
fat1 PM confirmed fhera had bean complainafs _ pi-:.ogr e an ~2 A o
< fropm the tesident concerning staff. Further, the ]fﬂll follow-up, risk and CQI will be dong p ") £
F DON stated she had meetings with facility staffto | va:ekly related to every fall, times B+¥< N2
: ; Includs social services related to the complaints, months and thenn PRN by ADON and
Review of the entire care plan showed a plan of {DON. Results of quality monitoring tod]
» care had not been developad to address the “will be reported at weekly Risk
‘ rasldent's behaviors. The DON ecknowledged at P at weokly meetingy.
t thet e & care plan needed to be developed. | ADON will provide education to 311
F 323 ; 483.26(h) FREE OF ACCIDENT bOFass fﬂ“fsmg staff rc:lated to fap
55-E " HAZARDS/SUPERVISION/DEVICES . =document§tzon jﬂg "j?; [ﬁ :"/ ‘ ':’_j’ Fhe |
: : i ;427712

' 'The faciity must ensure that the rasident

' givironment remains &% free of accident hazards
a8 is possible; and each resident recefves

« adequata supstvision ahd assistance devices to

+ praveni accldents.

I

! This REQUIREMENT is not met as avidenced
- by

: i

j |
i6. Resident #31 care plan has bee
,updatad to reflect residents apxiety an
rdepressmn behaviors 4/6/12. A policy has
|been established to update the care Pia;]
immediately  after  weekly  rigk

iwould identify any new conditions or
] i
H I

‘management or care plan wmeetings thTt

FORM CME-2567{02-99) Praviots Versions (thiolele

BEveist [D: 3FXJ11
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i

F 323 Continued From page 4
! Based on madicai reenrd review, staff interview

- perform & thorough evalustion of falls, revise the
i care plans related to falls end montor the
! effectiveness of infarventions to prevent further

| falls for 5 of 5 sampie residents (#26, #30, #40,

#4'1 #42). Tha f'ndmgswere

| 4/4/12. Review of the frcldent feports, nurses'
{ nates and the resident's care plan with the DON
| (Director of Nursing) ot /812 at 1 PM
i‘acknowledged a thorough fnvestigation was not
i conducted after each fall and appropriate
! interventions were not put in place, in addition,
the care plan wag not updated to raflect
. Intetvetrtions related 4o the falls,

. 2. Review of the nurse's note dated 2/2/12 for

: Further review showed the resident was later

| diagnosed with a hip fraciure. Review of the

i Incident report, nurses’ notes and care plan with
- ihe DON o 4/5/12 st 1 PM acknowledged 4

i end sppropriate interventions wefe not put in
place to reduce the rlek of future falls.

+ 3, Review of the madlval record for resident #40
, 8howed the resident had diagnoses to include
| blindress and rheumatold arthrits, Review of the

. ravealed the res!dent feil on 2/25/12 after elippihy i

+ in liquids that s/he had spilled. In addition, review
of ihe nurse's note dated 2/26/12 at 2:10 AM
shawed the resident fell again. However, there

» was no evidence the falls were thoroughly

{ resident #30 showad ha/she fallin the bathroom.

1 and review of incident reports, the facility 7ailed to 7

+

)
k
!
i
1
!

o - Review of the Incldent reparts for resldert #26.
! showed sthe feil four times between 3/19/12 and .

|
|

} thorough evaluation of the fall was not c:canducted _

|

I Ineldent report with the DON on 4/5/12 af 2:16 P!

v
r
1

J

F323hanges. Any mew behaviors will bj

ipdated jo the MDS by the social sorvice
tfhreetor or designated staff member;

Additionally any behavior changes noteci
i': reported a behavior assessment shee o M
ill need to be completed within 72 hours _Jat "Le% sgm%’.

#ud changes to care plan will be updated ¢ r*’fc*(cﬁ in

by the MDS coordinator. Awdit tool for el
falls and fall follow-up, risk and CQI wil] ¢

be done weekly related to every fall, timeq ¢
3 months and then PRN by ADON ang
DDN Results of quality monitoring too
ill be reported at weekly Risk meetings!
ON will provide education to al
hursing  staff  reolated  to  fal]
focumentation. an & a1y behaviord
#1 apanz

— ——— —

|

1
.

=

l :
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F 323} Continusd From page 5 F 823k 323 :

| evaluatad. Review of the care plan for falls last
 reviewad on 1/31/12 showed there were no

! interventions put In place after the documented

i falls on 2/25{12 and 2/26/12 to reduce the risk of
*further falls, Interview with tha DON at that time

. revaaled a thorough evaluation needed o be
dorie after each fall to determine the cause and fo-
address preventive measures, In additlon, the
: care plan negded to show speclfic preventve

t measurag for the falls.

e ——— i | Rt mian e ]

o

4. Review of the medical record for resldent #41
showed sfhe had diagnoses to include vrine
retantion, demeniia and ostenarthritis. Review of |
the 3612 nurse's note fimed at 4:53 AM showed !
the resident was found lying on the floor in hisfher .
room with tha cathater tublrg wrappad around !
| histher foot. A 3/13/12 nurse’s note timed at 7:30
E PM showed the resident agaid fell. Review of the i

incident reports, nurses' notes and the resident's |
care plan with the DON on 4/6/12 at 1 PM :
- acknowledged & thorough evaluation wes ot
conducted after each fall and appropriate
ntervantions were not put In place, In sddidon,
! the care plan was not updated to raflact
; iIntsrventions refated to falls.

: B, Review of the incident reports for resident #42

- showed the rasident fell four times betweaan

- 9942 and 2/4112. Bocumentation showed .

: during each incident, the resident had fallen from |
1

| e em——— et 1 in -

! hisfher wheslchair, Review of the incidant reports, ;
. hurses' notas and the resident’s care planwith |
! the DON on 41512 o 1:50 PM soknovedged a |
' thorough investigation was ot conducied to !
! deferming the cause of each fall and approprigte |
, Interventlons were not daveloped. In addition, the
; eara plan was riot updated fo reflect interventions |

1

. A Falls Policy has been established o
4/22/12 outlining head to toe assessments|
vital signs and the procedures to rule ow
gignificant  injury. Neurologica
Asgessments will begin if fall i
wnwiessed. Nurses will notify residen
foedical provider with the results of th

segement and notify residemts’ famil

embers. Training ie being provided

I interdisciplinary staff.
titerdisciplinary staff. e & 4o 5/25/12

Vrarr1irig o8 being pr
/ ! 2 4 P
;;;f;";f:a‘/g y ﬁ:ﬁ’ﬁ%“f s Y
! !
. Residents #26, #40, #41, #42 and #30
are Plan has been updated. The team!
has developed a wmors  thorough
equirement from the musing staff when,
ocumenting fallz on the incident report.
(he team js looking for staff to documenty
gnvirgnment and the witnesses will bel
identified by full name nof initials.
Additonally each resident will be tracked:
on a resident fall tracking log form and!
kept in a Fall/lnjury binder, All falls and!
incident reports will be reviewed weekly!
at risk meetings and quarterly at CQL
wpestings. This will be monitored by
DON, Stmif coordinator and Medical
lbirnctor reviewed by CQI mexnbers.
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F 323, Continued From page 6
' related to falls.

|
f
|
|
|
}

]
1

F 323; Audi tool for falls and fall follow-up, nsL

‘and CQI will be done weekly related
jevery fall, times 3 months and then P
tby ADON and DON. Results of qual
[monitoring tool will be reported at wee
Risk meetings. ADON will prov1
reducation to all nursing staff related io
i fall documentation. a1’ .;]-!"-S‘c’SJme‘f?}’
] " | 5/25/12
13. This fall incident required us to logk
‘closely at the procedures the staff to
|and provide informational mestings wi
iﬂm staff to address the breakdown wi
i dosurmentation. Training is beigg
; provided to intexdisciplinary staff and l
staff will provide signatwres of the ih-
setvice.  Audit tool for falls end fdll
: follow-up, tisk and CQI will be done
i weekly related to every fall, times |3
| months and then PRN by ADON and
[ DON. Results of quality monitoring tobl
i will be reported af weekly Risk meetings.
ADDN will provide education to Al
nursmg staff  melated to  fall

| docmpentation.
| 5/25/12

!
i

4. A Fall Policy hag been established
4/22/12 outlining head to toe assessmenfs
vital signs and the procedures to rule 0111:

_ significant injury. Newrological

H
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F323 ) Confinued From page 6
‘ related fo falis.

5
,’
i
g
|
|

'
¥
i

B et

P e L,

i
!

4

!
F323 assessments  will begin if fall i
unwitnessed. Nurses will notify resident
immedical provider with the results of th,
lassessment and potify residents’ fami]
mexmbers. Training is being provided t
jinterdisciplinary staff and all staff wi
iprovide signatwres of the in-serviod,
i Audit tool for falls and fall follow-up, risk
fand CQI will be done weekly related
ravery fall, tites 3 months and then PRI
{by ADON and DON. Results of quality
"monitoring tool will be reported at wee
Risk meetings. ADON will provide
ledncation to all pursing staff related 4
| fall documentation. @1of pssessrren £
; 5/25/12
5. This incident required our team fo
troubleshoot and thoroughly investipafe
(the breakdown. A Falls Policy and
! Neurological Policy hag been establishgd
and reviewed on 4722112 v
| Administration, Medical Director, DOJ
fand Stalf Coordinator, Training is being
y fwovided to interdisciplinary staff and all
staff will provide signatures of the in-
| service.  Audit tool for falls and £l
| followup, risk and CQU will be dope
fweelly related to every fall, times 3
! months and then PRN by ADON and
DON. Results of quality monitoring tool
will be reported at weekly Risk mectings.
ADON will provide education to il
mwsing  staff  related  to  fall
. documentation. o/ PS5CcSSrn t'n'f:;{zh-
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