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F 000 | INITIAL COMMENTS F 000 This plan of correction is the facility’s
) credible allegation of compliance.
E:z{:;;lgﬂr;ﬁi:%rgg;%!ea:‘kt{bmviatlons are used Preparation and execution of this plan of
" correction does not constitute admission
DON- Director of Nursing or agreement by the provider of truth of
CNA- Cartified Nurse Aide the conclusions set forth in the statement
LPN - Licensed Practical Nurse of deficiencies. The plan of correction
MDS - Minimum Data Set is db o .
prepared because it is required by the
Less commonly used abbreviations will be provision of federal and state law.
annotated in each deficlency, ) '
F 226 | 483.13(c) DEVELOP/IMPLMENT F226| The following common abbreviations
$5=E | ABUSE/NEGLECT, ETC POLICIES are used throughout this document:
The facility must develop and implement written DON - Director of Nursing
policies and procedures that prohiblt _ . .
mistreatment, neglect, and abuse of residents CNA — Certified Nurse Aide
and misappropriation of resident property. LPN - Llc_ensed Practical Nurse
RN - Registered Nurse
MDS — Minimum Data Set
This REQUIREMENT is not met as evidenced
by: . F 226:
Based on review of emplovee racords and staff
interview, the facility failed to ensure reference )
checks were conducted for 4 of § new employees 1. Employee #5 employee file wil
{#1, #3, #5, #9) prior to hiring. The findings were: contain documented evidence of conta
1. Review of smployee #'s record showed th with previous employers to ensure th
. Revi yee CO: e :
empioyee was hired on 7/26/10 as a CNA. The bac]lcgrounq dlwg; 11"ree of abuse an
record showed no evidence the facility contacled neglect to individuals.
previous employers or employee listed references
fo ensure the employee's background was free of 2. Employee #1 employee file will
abusge and neglect fo individuals, contain documented evidence of conta
with previous employers to ensure th
2. Review of employee #1's record showed the .
employee was hired on 10/4/10 as a CNA. The bac]l.cgrounfl was free of abuse an
record revealed no evidence thal the facillty sver neglect to individuals.
gontacted previous employers or references to
ensure the employee's background was free of

LABpRAT’dRY‘DI ECTORE OF PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (KB} DATE
. COP K -
R @ LT - /(J%M /o? "/&)' /0

Any deﬁcie;(z':y statement ending with an astetlsk (*) denotes a deficlency which the Instituion may be excused from correcting providing It Is determined that
other safeguards provide sufficient protection to the patlents. (See instructions.) Except for nursing homes, the findings steted above are disciossble 90 days
faliowing the date of survey whather or not a plan of corraction Is provided, Fer nursing homes, the above findings and plans of correction are disclosabla 14
daya following the date these documents are made availabla to the facllity. If deficiencies are cited, an approved pmmion 1s requisite to contnuad
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The facility must promote cars for residents in a
manner and In an environment that maintains or
enhances each resident's dignlty and respect in
fuil recognition of his or hat Individuality.

This REQUIREMENT s not met as evidenced
by:

Based on observation and resident and steff
Interviews, the facility failed fo ensure dignity was
maintained for 2 of 8 sampla residents {20, #24).
The findings ware:

1. At 5:20 PM on 1141610 resident #24 was

MO STARC
RNING ARE GENTER FORT WASHAKIE, WY 82514
044 ID SUMMARY STATEMENT OF DEFIGIENCIES b PROVIDER'S PLAN OF GORREGTION (45)
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FUL, PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMELETION
TAG REGULATORY OR L5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 226 | Continued From page 1 F 228 .
. F 266 continued;
abuse and neglect to Individuals, 3. Employee #9 employee file lwill
3. Review of employes #9's record showed the contain documented evidence of contact
employee was hired on 8/1/10as a with previous employers to ensure| the
housekesperflaundry aide, The record lacked background was free of abuse jand
evidence the facllity ever contacted references or sndivi
pravious employers to ensure the employes's neglect to individuals,
hackground was fres of abuse and neglect to ,
]ndwj%um& 9 4.  Employee #3 employee file |will
contain documented evidence of contact
4. Revtew of employes #3's record showesd the with previous employers to ensure]|the
employee was hired on 9/8/10 as a dietary aids. background was free of abuse land
The record revealed no evidence that the facllity neglect to individuals
contacted previous employers or references to g '
ensure the employes's background was free of i
abuse and neglect to individuals. 5. All new employee files willl be
reviewed by the Administrator to engure
5. An interview with the facility administrator on each contains documented evidenmf of
11/18/10 at 10:48 AM confirmed reference : : m
checks on the above listed Individualg were aither contaCtﬂlWll)ﬂl kprevu:lus © frploygrsb t‘o
not conducted or not documented in the ensure the background was fee of apuse
employses' files prior to employment, and neglect to individuals,
F 241 | 483.15(a) DIGNITY AND RESPEGT QF F 241
§8=D | INDIVIDUALITY All new employee files will contajn a

checklist which includes referTnce
checks with previons employers! to
ensure the background was free of abuse
and neglect to individuals. The
Business Office Manager will reyiew
checklists prior to completing the new
hire process.

The Checklists will be taken to|the
Quality Assurance Commitfee at
F266 continued;

least quarterly by the Business Office
Manager.

12/

D8/10

FORM (GMS-2887(02-08} Previous Varsions Obsolsls

Event ID: XBPN11

Facillly 1D: WynD17

If sontinuation sheet Page 2 of 16



DEPARTMENT CF HEALTH AND HUMAN SERVICES

PRINTED: 12/03/2G10

FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID BERVICES ' OMB NO. 0938-03H
STATEMENT OF DEFICIENGIES {(X1) PROVIDERJSUPPLIER/GLIA {%2) MULTIFLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATICN NUMBER; COMPLETED
A, BUILDING
B. WING
_ 535050 1141812010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE
4 NORTH FORK ROAD
MORNING STAR CARE CENTER FORT WASHAKIE, WY 52514
4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORREGTION o)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3 IDENTIFYING INFCRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
DEFIGIENGY)
F 241 Continued From page 2 F 241
hag F 241:

F272
58=D

averheard to say {o LPN #4 that s/he could wait io
go to the bathroom until after eating. No one
offered to take the resident o the bathroom at
that fima. At 5:68 PM that evening the resldent
called out to LPN #4, "l can't walt any longer.”
Without offering asslstance or asking the resident
what was needed, the LPN stated food was
cutrently being served and walked off. Continuad
observalion showed the resident recalved histher
dinner tray af 6:168 PM and again stated, "1 need
to go the bathroor or I'm gelng to pes my pants."
AL 6:18 PM, fifty elght minutes affer the resident
first mentioned the bathfoom, CNA #8 asslsted
him/her to the hathroom. The resident returned to
the dinner fable at 6:29 PM. Obsetvation showed
the resident's meal tray had not been covered or
kept warm during the 13-minute absence from
the table, Staif did not offer o re-heat the meal.
When interviswed at 7 PM that evenlng, the
resident stated the food had been cold, The
resident further stated s/he did not understand
why everything took so leng,

2, Observation of the name posted oulside the
door of the room for resident #20 showed his/her
last name was misspeiled, Interview with the
resident on 11/18/10 at 10:30 AM revesled the
resident did not like the fact that hisfher name
was not spelled correstly and would prefer to
have it spelled right.

483.20, 483.20(b) COMPREHENSIVE
ASSESSMENTS

The facilify must conduct initially and periodicaily
& comprehensive, accurats, standardized
raproducible assessment of each resident’s
functional capacity.

A facllity must make a comprehensiva

1. Resident #24 will be taken to the
bathroom at any time during the fime
he/she is in the dining room at the fime
he/she requests. If Resident #24 leaves
the dining room while his/her meal jis at
the table, the meal will be reheated hnd/
or replaced by dietary staff at the request
of the nursing staff.

2. The name posted outside the doqr of
the room for Resident #20 willl be
corrected to reflect correct spelling by
the Activity Director.

All Residents during the time they aie in
the dining room will be taken to|the
bathroom by the nursing staff at the {ime
they request. If any meal is not at|the
preferred temperature, the nursing staff
will request from the dietary that|the
meal will be reheated and/or replaced.

The spelling of the names on the outside
of Resident rooms will be reviewed by
F272]  the Administrator and/or designee |for
accuracy. All spelling of the nameg on
the outside of Resident rooms wil] be
accurate at the time of admission angl/or
any room changes.

DON and/or designee will audit |the
dining room at meals to ensure

FORM CMS-2567(02-89) Previous Verslons Obsolete Event ID:X8PRT1
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F 272 | Continued From page 3 Far2|
assessment of a resident’s nesds, using the RAI Residents are taken to the bathroom at|the

speclfied by the Stafe. The assessment must
Include af least tha following:

Identiflcation and demographic information;
Customaiy routine;

Cognitive patterns;

Communication;

Vision;

Mood and behavior pafterns;

Psychogogial well-belng;

Physlcal functioning and structural problems;
Continence;

Diseasea diaghosls and health conditions;
Bental and nutritional status;

8kin conditions;

Activity pursult;

Medleations;

Spacial treatments and procedures;
Dlscharga potentiai;

BPocumentation of summary information regarding
the additional assessment performed through the
resident assessment profocols; and
Bocumantation of participation i assesement.

This REQUIREMENT Is not met as evidencex
by

Based on medical record review #nd staff
Interview, the facility falled to enstire
comprehenslve assessments ware completed as
required for 1 of 9 sample residents (#32). The
findings wers:

According to Ssction V of tha 8/2/10 annual MDS
(Minimum Data Set) assesstment, sample
tesident #32 required a comprehensive nutrition
assessment, However, a cuttent nutrition
assessment was not found In the record, Further
review of the record revealad the last nurition

time of the request. DON and/or designee
will audit the meals to ensure those fho
have left the dining room and returmed,
have meals at the preferred temperatpre.
Audits will be completed one meal per day
for one week, and randomly weekly
thereafter for three months, and randomly
thereafter.

NHA and/or designee will audit |the
hecuracy of the spelling of the names onlthe
putside of the Resident rooms. Audit will
be completed on any new admission and

y room change.

1l results of audits will be taken to |the
nality Assurance Commitiee at l¢ast
uarterly.

272

"he comprehensive nutrition assessment; for
esident #32 will be completed by ithe
egistered Dietician.

Il comprehensive nutrition assessmegnts
or each Resident will be reviewed |for
imeliness by the MDS Coordinator.

he MDS Coordinator will review each
esident Comprehensive Nutrition
ssessment at each quarterly care plan date
or completion.

FORM CM8-2587(02-09) Previous Verslons Obsolets

Event ID: X87M11

Fadfiyddvesntinued;

RATY
)2)1)

it continuation shest Page 4 of 16



DEPARTMENT OF HEALTH AND HUMAw~ SERVICES

PRINTED: 12/03/2010

\ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-031
"STATEMENT OF DEFICIENCIES (X1} PROVIDERIBUPPLIERIGLIA {X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
B. WING
535050 11/18/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
4 NORTH FORK ROAD
MORNING STAR CARE CENTE
N AR NTER FORT WASHAKIE, WY 82514
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
7 DEFICIENCY)
F 272 | Continued From page 4 F 272 . .
asseszment by a reglstered dietitian was Resu!ts of reviews will be. taken to| the
conducted on 12/4/09. Since that time, the Quality Assurance Committee at loast
following concerns had cceurred. quarterly by the MDS Coordinator. ALY
a, The resident’s diet texdure had gone from a / / =Y/;
mechanlcal soft to a puresd, F 280 / /
b, In addition, the resident had experienced a
8- pound welght gain. , .
pc. Four Iagbargtory values (sodium, calcium, Ca‘r © plan for Res}dent #2.4.Wﬂ.l be up dpted
BUN and serum osmolality) wera detarmined o to include “to notify physician if Resident’s
be out of rangs on multlple occasions. systolic blood pressure reading is less than
Interview with the registered dletitlan on 110” by the DON.
11/16/10 at 2:48 confirmed a compreheansive F 280 continued;
?hlégi?e%? d:a;s;essment should have been done for All care plans will be reviewed by the DON
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F nao[and/or designee to ensure they are updated
88=p | PARTICIPATE PLANNING CARE-REVISE CP to include any orders related to the blood

The resident has the right, unless adjudgesd
incompetent or otherwlse found o be
incapacitated under the laws of the State, fo
participate in planning care and freatment or
changes In care and treatment.

A comprehensive care plan must be developead
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physiclan, & registered nurse with responsiblfity
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, ta the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewsd
and ravised by a team of qualified persons after
each assessment,

pressure  parameters and  physigian
notification.

The nurse receiving such physician o
will include the blood pressure parameters
land physician notification in the care pl

The DON and/or designee will audit
orders/care plans for such accuracy.

Results of audits will be taken to the
Quality Assurance Committee at Ipast
quarterly by the DON and/or designee. | “TY7Ad

281 Vel

1. a. Physician order for Resident #1; (?)
will be clarified with the physician as
F281 continued,;

—
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The services provided or arranged by the facility
must mest professional standards of qualty.

This REGUIREMENT s not met as evidenced
by
Based on cbservation, medical record review,

MORNING STARG CE
NING STAR CARE GENTER FORT WASHAKIE, WY 2514
(4 1D SUMMARY STATEMENT OF DEFICIENCIES I FROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFIGIENCY MUST BIE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFIGIENCY}

F 280 | Continued From page & F 280 )
This REQUIREMENT fs not met as evidenced F281 continued; |
by: to what product is to be added to| the
Based on staff Interview and medical record “sponge” used with the wound vacuurmh by
review the facliity falled to ensure the care plan L.PN.
accurately reflected the care raqyired for1of9
sample residents (#24). The findings were: The physician order for sliding scale ingulin
Review of the 11/8/10 physlclan's orders for which is overlapping will be clarified Wwith
resident #24 showed an order to nefify the the physician by the LPN.
physlelan if the resldent’s systolic blood pressure
LZ?dlg?aﬁﬁ kzvssdﬂgﬁgsy[?érg ﬁﬂﬂ?»: so\fvt;i %L:)rtrent All Resident orders will be reviewed by

e owe ' :

Includad. Interview with the DON on 11/18/10 at DOI.}I“ and/or ddef‘g.‘}“e ’ .f;o" accuracy - of
AM revealed the care plan should have bean clarification and elarified if not accurate.
updated to inciuda the blood pressure paramesters
and physician notffication, All professional nursing staff will] be

F 281 483.20(k{3)(i) SERVICES PROVIDED MEET F 281}inserviced by DON and/or designee relating

ss=E | PROFESSIONAL STANDARDS to the clarification of orders.

DON and/or designee will audit new ortlers
daily for one week, and randomly each
week thereafter.

Results of audit will be taken to the Quality

and staff interview, the factlity failed to ensure Assurance Committee at least quarterly by
staff followed professional standards of practice the DON and/or designee.

for 4 of 9 sample residents (##4, #8, #19, #24)

rellat?[i fo clar gicaﬁ?r“haf;.dfglr implementation of b. ‘Recapitulation of orders format| for
physicians' orders. The findings were; ; ;

1. According fo Smith, Duell, and Martin In Resident #8 will be corrected to

"Clinical Nursing Skills: Basic to Advanced Sklils," , . .

7th Edition; 2008, page 588: "if a written order is include the order for Hospice serviceg by
flegible or questionable for any reason, the Medical Records.

physician must ba nofified for clarification.” In

addition, the Wyoming State Board of Nursing

Administrative Rules and Regulations (7/2/10] c. Recapitulation of orders format| for

instructs nurses to seek clarification of orders

Resident # 19 will be corrected to

FORM CS-2567{02-99) Provipus Versions Obsolele
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when needed. Failure to follow thase standards of
practice was identified in the following Instances:
a. Medical racord review revealed a
physician's order dated 10/25/10 for an
“impregnated silver membrang” to be added to
the "sponge"” used with the wound vacuum.
Observation en 11/16/10 at 7:05 AM showad LPN
#2 changed the wound vacyum on the prassurs
ulcer for the resident. Howaver, she did not use a
silver Impregnated membrane with the sponge. At
10 AM that day the L.PN stated she did nof use
the gilver membrane because It "falls apart” and
"comes out of the wound." The LPN further stated
she had to get an order teday (11/16/10) for a
differant sponge. A time perlod of three weeks
hadt elapsed since the original order was
recelved, but the physician had not yet been
contacted, Review of the resldent's 10/24/10
orderg for sliding scale insulin showed an
overlapping rangs of numbers (example: 150 o
200 = 2 units insulin, 200 to 250 = 4 units insulin,
250 to 300 = 8 units insulin). | was not clear
whether the resident should recelve the lesseror
higher amount of insulin when the numbers were
the same. Further review also showead an order
for Lantus insulin 15 unlts at bediime, but a new
order, written op 11810, instructed staff to
administer § units of Lantus at bedtime. The
previous orcer for 15 units was not discontinued,
and it was unclear If the resldent was to receive 5
units or 20 units of Lantus insulin, On 11/16110 at
310 PM LPN #2 confirmed both orders had been
wrilten incorrectly and sach should have been
clarifled. b, According
to information In the medical record, resident #8
had receivad hospice services since 7/6/08, The
original order was found, but these services were
not included on the recapitulation of arders
(Recap) prepared by the facillty and signed by the

MORNING STAR CARE CENTER
FORT WASHAKIE, WY 82514
(X4 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORREGTION {38y
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENGY)
F 281 Continued From page B F 281

F 281 continued;
include the order for Hospice services
Medical Records.

by

All Resident recapitulation of orders fonmat
will be corrected to include the ordeJ for
Hospice services by Medical Records.

DON  and/or designee  will apdit
recapitulation of orders for all Residents
monthly.

Results of audit will be taken to the Quality
Assurance Committee at least quarterly] by
the DON and/or designee.

2. Physician for Resident #24 will| be
notified of the Resident’s systolic blpod

pressure reading being less than [10
millimeters of mercury on _11/10{10,
11/13/10 and 11/15/10.

Il Residents with an order physigian
notification relating to parameters will be
reviewed by the DON and/or designeg to
ensure notification is taking place.
All professional nurses will be inserviced
relating to  appropriate  notification | of
physicians by DON and/or designee.

DON and/or designee will complete audits
relating to physician notification
F 281 continued;

relating to parameters weekly for lone

FORM CM8-2667(02-08) Previous Versions Obsalele

Event [D; X8PN11

ractiomthvand randomly thergafighustion sheet Page 7 of 16




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/03/2010
FORM APPROVED
OMB NO. 0938-0391

[sTaTeMENT OF DEFICENGIES (*1) PROVIDER/SUPPLIER/GLIA (42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B, WING
536050 11/18/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, STATE, ZIP CODE
4 NORTH FORK ROAD

MORNING STAR CARE CENTER FORT WASHAKIE, WY 82514
M) 1D SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF GORREGTION %9
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG - cnossmmmsgggg 12?4 gy}E APPROPRIATE DATE
F 281 | Continued From page 7 F 281 .
physlelan every 60 days, Furthermore, the F281 continued; . .
instructions on each Recap read, "Discontinus ail Results from audits will be taken toj the
previous orders.” On 11/17/10 at 315 PM the Quality Assurance Commitfee at Jeast
DON confirmed the order was lacking. He further quarterly by the DON and/or designee.
stated it would be lacking on every resident / /2* / 1
receiving hospice services as the ordars had not F312
baen carrled over.
¢, Review of tha medical record for resident . . . .
#18 showed sfhe had hospice care ardered on All CNA staff will be inserviced relating to
2/25/10. Interview with the DON on 1/18/10at 8 - peri care for Resident #8 by the Staff
AM revealed the resldent remained on hosples Development Coordinator.
care as of 11/18/10. Howsver, review of the
signed physiclan's Recap of orders through . . . .
Navember 2010 showed no evidenca hespice AH,CNA staff will be n serviced relating to
was to be continued. Furthermore, each Recap peri care for all Residents by the Staff
included a statement that all previous orders wers Development Coordinator.
discontinued. Interview with the DON on 11/18/1D
revealed nursing staff should have fransferred the Audits will be conducted by the DbN
hospiee order for each monthly Recap. and/or designee for appropriate peri ¢are
2. Review of the 11/8/10 physlclan's orders for technique once per week for three weeks
resldent #24 showed an order to notify the and randomly thereafter.
physician if the resident's systolic blood pressure
reading wag less than 110 millimeters of mercury, E{esults of audits will be brought to [the
Raview of the blood pressgre readings s}:jowed Quality Assurance Committee at lfast
the resldent's systolic blood pressure reading was ,
108 0n 1140/10, was 104 on 11130, and wes quarterly by the DON and/or designee. | 12/28/]
108 on 11/16/10, Review of the medical record
showed no evidence the physiclan was notifled as F318
ordered. interview with the DON on 1118110 at
9:68 AM revealed he was unable ta locate any 1. a &b. Resident #20 will recéive
evidence the physician was netifled of the low restorative care three to five times cach
systolic blood pressure readings on those dates,
According to the Wyoming State Board of Nursing weck.
Administrative Rules and Regulations 7/2/10, a
nurse "implement]s] ireatment and therapy." as
ordered.
F 312 | 483,25(a)(3) ADL CARE PROVIDED FOR F a2
5g=0 | DEPENDENT RESIDENTS '
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A resident who Is unabla to carry out activities of ¢.  Resident #20 will be evaluated by
daily living recelves the necessary services to Physical Therapy to determine if therapy is
malntain geod nutrition, grooming, and personal appropriate.
and oral hygiene.
d. An additional CNA will be trained jas a
Restorative Nurse Aide to ensure | the
This REQUIREMENT is not met as avidenced restorative program is available at all times.
by:
Based on observation and staff interview, the 2. Resident #23 will receive restorgtive
facility failed to ensure staff provided appropriate care three to five times cach week.
perineal (incontinence} care for 1 of & residents
I(:;%)i:'le?°F?1céu;il:;r?éif{~ae?§l:5tance With persanal An additional CNA will be trained as a
Restorative Nurse Aide to ensure‘]\the
Observation on 11/15/10 &t 7:.07 PM showed restorative program is available at all times.
CNA #8 fransferred resident #8 to bed, removed
the disposable brief, and provided parineal care. All Residents receiving restorative care jwill
The CNA cleansed the anterior groin correctly but . torative care three to five tines
twice wiped from the rectum towards the urethra recetve restoratly
{back to front) while cleansing the huttocks and per week.
anus. The wipe showed facal stains both fimes.
Interview with the CNA immediataly after tha Audits will be conducted by the DON
gg;ep%atggn ; ?;E;g"ﬂd thiﬁgﬁ k:te‘é" zhsihatfil " and/or designee to ensure restoraiive cafe is
c correc e stated she shou . . :
havae cleansed the residant from front to back, bemli glv;: n three to ﬁ‘; t1mzs per d“ eik
F 318 | 483,25(c)(2) INCREASE/PREVENT DECREASE Fag|Wookly fof onc month and randomly
$8=p | IN RANGE OF MOTION thereafter.
Rased on the comprehensive assassment of a Results of audit will be brought to/the
resident, the facility must ensure that a resident Quality Assurance Meeting at least
with a lImited range of motion recelvas nartet] m
appropriate treatment and services to increase q Y.
range of mefion andfor to prevent further ” 2/
dacrease in rangs of motlon.
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332

This REQUIREMENT Is not met as evidenced
hy:

Basad on ohservation, medical record review,
and resldent and staff Interviews, the facility falled
to ensure 2 of 2 (#20, #23) sample residents in
heed of restorative services raceived those
services as planned, The findings were;

1. Review of the 7/24/10 physiclan's ordars for
rasldent #20 showed an order for restorative
nursing exercises. Review of the 7/23M0
restorative therapy plan of care showed the
resldent requirad restorative exercises three o
five times per week for lower extremely
strangthening shd increased mobflity in the
wheelchair. Revigw of the 10/21/M10 reatorative
therapy plan of care showed the plan should be
continued, Review of the 11/4/10 restorative
therapy plan of care showed the resident should
receive upper extremity restorative exerclses
from three fo five times per week fo Increase
upper extremity mebllity and range of metion, The
following concetns were identified:

a. Raview of the restorative care flow record
for September 2010 showed the resldent racelved
only one day of reslorativa exercises during the
week of 9/26 through 10210,

b, Review of the November 2010 testorative
care flow record showed the resldent recelved
only one day of restorstive exarcises during the
weel of 1177 through 11/13/10,

¢. Intarviaw with the resident on 1171610 al
7:30 PM revealed s/he had a desire to hecome
more mabile and that s/he did net recelve enough
therapy, The resident said s/he really wanted to
ba able to go home at soma fime In the future and
was working hard to become mota maolile and
Indepandent,

d. Interview with the restorative nurse alde

1. Physician will be notified that Resiient
#3 received Metoprolol instead of it be¢ing
held relating to the systolic blood presgure

reading.

LPN #2 will be inserviced relating| to
'making sure the order for the medicatioh is
thoroughly read prior to giving pny
medication by DON and/or designee.

2. Physician will be notified that Resident
#21 received two tablets of Tylenol instead
of one.

PN #10 will be inserviced relating to
making sure the order for the medicatiop is
thoroughly read prior to giving pny
medication by the DON and/or designee

All professional nurses will be inserviced
relating to passing medications by the Don
and/or designee.

Audits will be completed by the DDON
and/or designee relating to medication pass
one time weekly for one month then
randomly thereafter.

Results of audits will be taken to |the
Quality Assurance Committee at lbast
quarterly by the DON and/or designee. | / ;] 129/ lq?

FORM GMS-2667 (02-89) Previous Verslons Obsoleie Event 1D XBPN11
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The facility must ensura that It Is fres of
medication etror rates of five percent or greater,
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F 318 | Continued From page 10 F318|p 4cy
(RNA) on 11/18/10 at 9:40 AM revealed exerclses
were not provided durlng those two weeks . .
because she was eithsr off work or was asked to When Medicare MDS requirements cquse
work on the unit as a CNA, and was, therefore, increased hours for the DON, another NIDS
tnable fo perform her resterative services. Certified RN will be pulled from Charge
Interview with the DON on 11/18/10 at the same Nurse duties to complete the required
tirne revealed he agreed with the RNA's MDS
explanation, He also sald sometimas it was '
hecessary to ask the RNA to work as a CNA . . .
instead of performing restorative services If there Administrator will recruit an MDS
was a shortage of staff fo work the unit, but that it Coordinator to be employed.
was not oiten.
2. According to the 1112/10 significent change Ad“;‘:m"gt"f' W‘Hha“c:;lt th‘:hh"“rs the DON
MDS assessment, resident #23 exhibited works on duties other thanthe |
limitations with movement In both the upper and DON duties on a weekly basis until hiting
lower extremitles, Revisw of the restorative of new staff is accomplished.
treatment plan showed resforative services wera
ﬁg\gzﬁ;‘?’ggg&?cﬁiﬂiﬁg :;Er: l;fo!jvolzi‘c{)?gfs Results of audit will be taken to the Quality
showad the services were not provided from Assurange_Commlttee at least quarteily by -
Novermber 6th - 12th, Saptember 16th - 20th, or the Administrator. et
July 7th - 10th and 14th - 22nd. On 11/18/10 at / /2_ )
10:48 AM the restorative CNA confirmed the F 371
resident did not recelve the services during the 1. Observed dietary employee #7 will vear
aforementioned dates. She sfatad she was the a hair restraint while assisting in |the
only RNA, and was not aware of a backup plan .
during those occasions when she wag preparation and distribution of food.
re-assigned to work as a CNA or was absent, She
further sfated 11 to 13 residents received All Dietary employees will be inserviced by
restorative services in July, Septamber, and the Administrator relating to |[the
November of 2010, but none of them received requirement of wearing of hair restraints|
selvices duting the dates In question.
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR = 332 . . .
ss=0 | R ATES( O)I£ 5)02 OR I&?ORE E ¥ Audits will be completed by the Dietary

Manager and/or Administrator ang/or
designee relating the wearing of hair
restraints.
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FULL-TIME DON

Except when waived under paragraph (o) or (d) of
thls section, the facility must usa the services of a
reglstered nurse for at ieast 8 conseculive hours

o 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION {x5)
FREFIX (EACH DEFICIENCY MUSY BE PRECEDED BY FUL. PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSS-REFEREggE%;][;?' g:;:)ﬁ ARPROPRIATE DATE
F 332
Contlhued From page 11 F 332 F 371 continued;
Results of audits will be taken to |the
This REQUIREMENT s not met as evidenced Quality -Assurance Committec at Icast
by uarterly by the Dietary Managet.
Y q y by
Based on observation, medital record review,
ediomton error ete of 5% o ke, T ot o £0 2. The reffigeralor and freczer will haye a
(] . ] *
opportunities for ervor cecured,, resulting in an tight scal around the door:il. Ma{nten'i nfle
error rate of 5%. The findings were: Director will e'valuate to determine i e
can ensure a tight seal or a contractor is
1, Obsgervation on 11/16/10 showed LPN #2 necessary.
prepared and administered medications, including
Meteprolol 26 milligrams {img), for resident #3. At . : . .
the time of administration, the LPN stated the th.tafy employe‘j; .“"”t be mser}“f.ed By ﬂt‘e
resident's blood pressure (BP) was 105/89 aintenance - Lirector  refating | 10
milllimeters of mercury, Reconciliation of the maintaining the tight seal.
medications showed the physician's order was to
hold the Metoprolo! if the resident’s systolic BP Dietary Manager, or Administrator ang/or
‘I}.vgl‘sd g;!!%‘:fr:;é)tg gﬁg nﬁge?‘jsa;rl::jo:fg I:;ﬁéct{h;w designee will audit the refrigerator pnd
administered the medication. She stated the freczer doors t"] e tight lfeal'lg
parameters were listed on the computer, but she maintained weekly for one month pn
did not check before giving the medication, randomly thereafier.
f' C’(? 1i1{ 1;’7 10 agﬂg tlij OM L?Nt#gl g?\:g?séhfd ‘ Results of the audit will be taken to|the
o administer medications, includin ablets ¢ . ;
Tylenol 326 mg, for resldent #21, Recenciliation Qua;ltltyl Agsurr:ace ]'JC otm m;ttle\; at lpast
of the medication pass revealad the physician's quarterly by the DLietary NManager; or
ovder was for only one tablet of Tylenol 325 mg. Administrator andfor designee.
At G:25 PM that day, the LPN cenfinrmed she gave
two tablets of Tylenol to the resident. She also 3. A staff refrigerator will be placed in|the
ggmgmgg mtégz 'i'nnfggggi?? were on the staff break room fto ensure staff Have
F 354 483.30(b)'W AIVER-RN 8 HRS 7 DAYS/WK F 354 refrigerator available for personal items.

Staff will be notified of placement of staff
refrigerator by written notification by |the
Administrator.
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F37cohtinued,
F 354 | Continued From page 12 F354  Refyi ' l}ed’.
efrigerator in dietary area will be audited
a day, 7 days a week. by Dietary Ma be gudite
Y ary Manager weekly relating to staff
Except when walved under paragraph (o) or (d) of personal items in refrigerator.
this section, the facillty must designate a Resl
registered nurse to serve & the director of esults of audit wi .
nelﬁ'sing on a full time baslss ' Assur, . E?jldlt e Il be taken to the Quality
. flnce ommittee at least quarte ly by
the Dietary Manager.

The director of nursing may sefve a5a charge
nursa only when the facllity has an average daily ! }
occupancy of 80 or fewer resideris. >/

This REQUIREMENT is not met as evidenced

Y.

Based on obsetvation and staif interview, the
facility failed fo ensure there was a full-time
nursing dlrector. The census was 33, The findlngs
were as follows:

Periodic observations from 14118 through
11747110 showed at times the DON performed
duties other than those of a director, Interview
with the DON on 11/17/10 at B PM revealed he
worked an average of 2610 30 hours per week
completing Minimum Data Set (MDS)
assessments for Medicare residents. Further
Interview revealed, that due to the responsibliity of
completing the MDS assessments, the DON did
not have 32 hours per week available for
oversight and direction of nursing services. The
NON said the facility's definition of full-time:
employment was working 92 hours per week.

r 371 | 483.35(l) FOOD PROCURE, Farl
85=E STORE/PREPAREISERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
consldered saflsfactery by Federal, State or local
authorities; and
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This REQUIREMENT is not met as evidencad
by

Based on ohservation and staff interview the
facility falled to prevent resident foed from
exposure to possible contamination. The findings
were:

1. Observation on 11/15/10 from 4 PM through 8
PM and again on 11/16/10 from 3:30 PM through
8:30 PM revealed a new dietary employee #7 did
not wear a hair restraint while assisting in the
preparation and distribution of food, Interview with
the kitchen manager on 11/17110 at 2:48 PM
revealed she belleved staff with short halr did not
need to have & hair restraint,

According to Food Code 2009 U.8. Public
Health Service, Food and Drug Administration, 2-
402,11, Effectiveness,

a. (A) Except as provided In (B) of this
section, FOOD EMPLOYEES shall wear hair
restraints such as hats, halr coverings or nats,
beard restraints, and clothing that covers hody
hair, that are designed and worh to effactively
keep their hair from contacting exposed FOOD;
clean EQUIPMENT, UTENSILS, and LINENS;
and unwrapped SINGLE-SERVICE and
SINGLEISE ARTICLES,

b. (B} This section doss not apply to FOOD
EMPLOYEES such ag counter staff who only
serve BEVERAGES and wrapped or PACKAGED
FOODS, hostesaes, and wait staff if they present
a minimat RISK of contaminating exposed FOCD;

STATEMENT OF DEFICIENGIES (X} PROVIDERISUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION MENTIFICATION NUMEER: COMPLETED
A BUILDING
B. WING
B35050 11/18/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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MORNING STAR CARE CENTER
FORT WASHAKIE, WY 82614
X4 Ip SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORREGTION (X5}
PREFIX {EACH DEFIGIENCY MUST BE PRECEDER BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENGY)
F 371 | Continued From page 13 F 371
(2) Store, prepare, distribute and serve food
under sanitary conditlons
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Continued From pags 14

clean EQUIPMENT, UTENSILS, and LINENS;
and unwrapped SINGLE-SERVICE and
SINGLE-USE ARTICLES,

2. Observation on 11/15/10 from 4 PM through 6
PM revealed the freezer door had approximately
2-inches of lve around the door seal, preventing
the door from closing. [n addition, ohservation on
11115410 from 4 PM through 6 PM, on 11/18/10
from 3:30 PM to 6:30 PM, and again on 11/17/10
from 9:48 AM through 11;30 AM revealed ldtchen
employess frequently entered and exited the
wall-in refrigerator. The refrigerator door did have
a seoif closure mechanism aftachad to it that
allowed the door to partially close; howeaver,
without manually closing the door upon exiting, an
approximate one inch gap remalined, Interview
with the kitchan manager on 11/17/10 at 2:48 PM
revealed she was aware that the deors did not
form a tight seal,

According to the Food Code 2009 U.S, Public
Health Setvice, Food and Drug Administration,
Equipment 4-501.11(B) Equipment components
such as doors, seal, hinges, fasteners, and kick
plates shall be kept inteot, tight and adjusted In
accordance with manufacturer's specifications.”

3. Observation on 111510 from 4 PM through 8
PM and on 11810 from 3:30 PM to 8;30 PM
revealed two parfially full water boftles In the
wall-in refrigerator. Inscribed on the botlles was
the word "Dani.” Interview with the kilchen
manager on 11/17/10 at 2:48 PM revealed the
bottles belonged fo a Kitchen employee. The
mahager siated she was unaware employes food
tetms could not ba stored with resident faod
ftems.

Acoording to the Food Code 2008, U.S,
Public Health Service, Food and Drug

F 371
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Administration, 3-307.11 Miscellaneous Solirces
of Contamination. FOOD shall be protected from
contamination that may tesult from a factor or
sourca not spacified under Subparts 3-301 - 3-
308,
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