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The faclity must promofe care for residents in & i
rnanner and In &n environment that maintains or Residents # 12, 16, 11, 4, 34 were
gnhances each residant's dignity and respect in )
full recognition of his or her Individuaity. assessed for bowel and bladder
retraining. Care plans will be
updated to include toileting plans for
‘ _ ' 5 these residents by Sep. 9, 2005, A
This REQUIREMENT is nol met &4 evidenced list of residents recsivi 12
\ 1] 3 .u /L’L()
by. ‘ supposxtoncsﬁﬁfég%dcd o the
Bazed on ohsarvation, and rasident and staff Certified Nurse’s Aides at th
intarview, the facility falled to ensure dignily was N Lde ¢
provided for five residents (#12 #16 #11, #4 and beginning of the shift. All resident
#34} in the areas of: tileting, personal will have bowe] and bladder
warefyglene and catheter care. The facility refraining assessment completed by
census was 35. The findings ware: Sep 16", 2905_ The tﬁileting |
According to the 7/8/05 quarterly Minimum tachedule will be added: o the group i
Data Bet (MDE&) assessment, residant 212 was agsignment sheet provided to |
able to maka his/er nesds known, and was able Certified Nurses Aides at the 1
fo usa the toilet with staff assistance. beginning of each shift .Resident will |
: Observation on 8/1/05 at 9:55 AM re\ifealed be reassessed quarterly, annually and |
the resident sustained a large amount of joose e
stool in his/her pants. The resident Informed the with s1gmﬁca.nt chauge of status |
certified nurss aides (CNAs) #2 and #3 that | asszssments for toileting. The |
he/she was given a suppository that moming. iDuectar of Nutsing or her designes |
However, the CNAs stated they were unawars of |will provide education to the staff, a
this. Staff will be in-serviced on Bowel
. , N R - on Bowe
Revigw of the medication administration \ ) . .
record and confirmation by registered nurse (RN) and Bladder programs of restdents.
#1 on B/1/05 at 10:10 AM, revealac! the resident Staff will be in-serviced regarding -}
was glven a rectal suppository at 6 AM. The RN residents right to dignity and the 0y s il A
further stated that had the CNAs been notified of importance of providing privacy. Y Y &,
this, the: resident could have baen fofiated timely, A random audit of 3 charts monthly ded. fi )
without the Indignity of having to sustain bowel i | : f “’a
ncomtinence. will l.::e conducted by the Director o
) Nursing or their designee to
On 7/31/05 at 7:45 PM, CNA#1 provided w determine if bowel and bladder
colostomy care for resident #16, Throughout the | programs are in place and being
LABORATORY i) ARERIGLPLIER REPRESENTATIVES BIGNATUAE T TITLE X8} DATE
:'- __ S f:?‘:& 1] ad it b %’;4 /9-5'

Any deficjinty state
ather safeguards provide sufficlent profection te
following the date of survey whethar ot nat a plan of cormetion is provided, Fo
dzys following ihe dale theze documents are made avaliable (@ the faaflity.

gram participation,
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- chsarvation from 7:45 PM until 7:53 PM (8 followed. The findings of these
minutes), the resident tay on hls/herhback in bed audita will be reported at the
uncovarad from the upper chest to the fest, with quarterly quality improvement
ganitals axposed. During an intetview on 8/1/05 st . : .
4:30 PM, the resident stated it would have baen comumittee. All nursing staff will be
reagonable for histher genital area be covered m-setviced regarding covering of _
during colostomy care for reasons ralated ta catheter bags. The charge nurse will

dignity. monitor dajl ﬂlﬁ%’p 9 ‘l?g% ﬂjmxw
. - &
cover&j(%nz in-ge i?cf% Al E%r;% 7 (TR el

On §/2/05 at 10:15 AM resident 217 was : ;
ohserved to have dried fond residue an hisher provided for staff “Be wware of

Face and ehin area, At 10:30 AM, GNA #2 resident’s appearance”, This in-
assisted the resident to bed without offering or servics will stress the importance of
providing the resident an apportunity to wash reacting promptly if a resident is
hisfer face, Whan the CNA transferred the incortinent, has spilled food on his

resident to bed, there wera piecas of resldyal

pancake on the seat of the whealchalr or her clothing or has food on his or

At 12 PM, when the resident was again her face and hands. The ? e /
transferred to his/her wheelehalr for lunch, hefshe nurse will monitdﬁ?g's‘ ef L3 ea’%n{gjm v
was pasitionad back on the pancake crumbs, and the dining room #nd through out the

the dried faod substance remained on higher

for i iness
face and chir. day for grooming and cleanliness.

The resident’s assistive devices will

(n B/2/05 at 855 AM resicent #4 was scated in a b‘{ monitored ag well. Included in
wheelchair in the television lourige. The resident's orientation for new employee will be i
urinary drainage bag was uncoversd with the in-service, “Be aware of '
contents visible to any passerby. revident’s appearance”. The
Qbservation on 8/1/05 a: 10:16 AM and 8/2/05 at | charge nurse’s will report to the
10:20 AM revealed the urinery drainage bag for [Director of Nursing and Staff
resident #34 was uncovered with contents visible Education coordinator the
to any passeray, appearance of the residents. These
2 483200003 y tinding will be presented at the
F 282 | 483.20(k)(3)(1) COMPREHENSIVE GARE F 282 lquarterly quality imorove .
] By ' quarterly q 1113{ imptovement c?/}(r /g s
. commitiee meetings,
The sarvices provided or arranged by the facility
must be pravided by qualified persons in
#ecordance with each resident’s writen plan of |
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care,

This REQUIREMENT is not met as evidenced
by:

Based on obaervation, record review and staft
interview, the facility failed to ensure that care
was provided according 1o the written plan of care
for three of nine sample residents. Tollating ang
8kin care was not provided for resident #11,
tolleting was not provided for reaicent #12 and fall
Interventions were not implemanted for resident
#33. The findings were:

Review of the 6/7/05 annual Minimum Data Set
(MDS) assessment for resident #11 revealed
he/she was able to use the toilet with staff
assislance. In addition, the care pian showed the
resident was to ba tolleted every two hours, and &
bermier cream applied to the skin sfter epieodes af
incontinence, However, on 7/31/05 at 8 PM,
certified nurse aide (CNA) %1 was observed
providing evening care for the resident. Without
offering the resident the appartunily to tollet, the
CNA trangferred the resident to tiad, When the
resident was lzid in bed, ha/ahe began to yrinale.
' The resident then requested to yse the toilet,

| Furthermore, after the resident’s skin was
cleansed of wine, barrier crearn was not applied,

Raview of the 7/8/05 guarterly MDS assessment
far rasidant #12 revealed he/she was Qcasionally
incontinant of bowe! and was able to use the tollet
with staff assistance, However, on 8/1/05 at 9'58
AM, CNA #2 aind #3 assisted the residant after
he/she had sustained an epigode of bowel
Incontinence. The CNAS failed 1o ofter o provide
the resident the opportunity to toliet prior to

F 282/ F 282 Comprehensive Care Plans I’

{ 4

Care plans for residents # 11, 12, 33 &Mﬁ’w

were reviewed with staffyStaffwill g Y

be in-serviced regarding undes-

standing and using care plans. The
objectives of this training are:

; 1. Btaff can describe care,
services, and expected
outcomes of the care they
provide

2. Have a general
knowledge of the care
and services being

j provided by other

' specialists

3. Understand the expected
oulcomes of the care
provided

4. Understand the
relationship of the
expected outcomes to the J
care they provide. 1

Any changes io the plan of care ,

ifvolving direct resident cave will be |

reported to the direct Care Staff by
the Staff Education Coordinator or
their designee. Changes involving
ancillary gtaff will be reported tg the
staff by the appropriate Department

Managet. The Director of Nursing

will complete an sudit of cares

provided to rosident #11, 12, and 3%,

o

FORM (CMS-2887(02-09) Previous Varsions Obsolaty Evant iD: TMOM11

G0/ 4GS ON

Feglly D wWyon17 If continuation sheet Page 3 of 22

HLTYIH 1434 AYCC 9L GE0T "0E "uny



4

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

PRINTED: OB/6/2006
FORM AFPFROVED
OME NO. 0938-0391

BTATEMENT OF DERICIENGIES
AND PLAN QF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

55060

NAME OF PROVIDER QR SUPPLIRR

(X2) MULTIPLE GONSTRUCTION (¥3) DATE SURVEY
GOMPLETED
A BUILNG
B3, WING
0B/03/2006 |

HTREET ADDRESE, £ITY, $VATE, 2IP GODE
RO BOX 850

A resident who fg unable (o carry out activities of
dally Iiving racelves the necessary servicas fo
maintain good putrition, grooming, and persong
ang orgl hygiena,

This REQUIREMENT s not met as evidenced
by

Based on record review, observation, and
resident interview, the faclifty failed to ensure staff
provided personal care for dependent residents,
Resident #11 did not receive proper parineal
care, Resident #11, #16 and 224 did not recelva
orat care. The fachiity census was 35, The findings

MORNING STAR CARE CENTER FORT WASHAKIE, WY 82514
P SUMMARY STATEMEMY OF BEFICIENGIES 0 PROVIDER'S PLAN OF CORREGTION oz
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE AGTION BHOULD BE COMPLETION
TAG REGULATORY O LSC IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE dati
! i DEFGIENCY)
F 282 Continued From page 3 F 282, A random audit of 5 care plans and
transferring himdher ta bed. cares provided per monith will be
conducted by the Director of Nursing
Review of the medical record revealed resident } by .
#33 was lagally biing, and had fallen In hisher | or their Designee, The finding of
room on 2/7/08, 3714105, §/2/08, 5/24/06, and | this audit will be presented at the
5/30/05. Accerding to the 8/30/06 care plain with a quarterly Quality Improvernent %@faf
target date of 7/14/08, 4 licensed nurse (LN) was Committes,
t0 "assess noed for fall interventions such as:
Low bed, bed or chalr alarms, non-akid stripg an
floor, grinper socks, ralsad toilet seatl, padded
floar next to bed, wedgs in chair'. The faliowing
| Cancerns were notad:
a. Obsarvation of the resident's room an
| /31105 at 7:80 PM, reveslsd a mechanieal riging
recliner chair, no alarm on the chair or hed, no
non-gkid strips on the floor, no padded foor, and
no wadge in the chale, ;
b. Interview with the soclal worker on 8/2/06 ; i
at 6:45 PM revegled she did not know of any f
assessment documentation for fall inferventions F 312 Activities il Livi
as indicated by the care plan. ,1 rvities of Daily Living
FS glé 4B3.26(a)3) ACTIVITIES OF DAILY LIVING F 31z Certified Nursing Assistance

assignment sheots for residents #11,

16, 24 have been updated 1o reflect

the appropriate level of care required
and the type of care neededﬁﬁe” ﬁ/p
assignment sheets will be updated

for all residents by Sept—17-2005- 7 / /b
The assignment sheets will assure

that residents who need extensive or
total assistance with Activitics of

Daily Living (maintenance of

uirition, dressing, grooming,

lpersn:mal hygiene, oral hygiene,
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DEFICIENCY) ]
F 312 | Gontinued From page 4 F 312 \toileting and bathing) will recetve !
were: the appropriate leve! of care. |
_ Nursing staff will be in-servi
Accarding o tha §/7/06 annual Minimum Data oandi leve‘;"c}fc . &;or:i?:g ;
Set (MOS) assessment for resident $11, he/she garaing level of care provided for
was freqliently incontinent of bladder and required residents r fquiring supervision,
; total assistance of staff for personal hygiene. limited agsistance, extensive
However, on 7/31/05 at & PM, certified nurse assistance and total dependence..
Aida (CNA) 31 was observed previding bed tima Staff will be educated to report
. \ - any
care for the resident. Without effering or providing o . P
any orai care for the resident, the GNA changes in Gare Lequirements to the
transferred him/her to bed, Charge Nurse. The Charge Nurse
In addition, the resident sustained an episnde will report to the Director of Nutsing
of urinary incontinence saturating hisfher and MDS Coordinator. For each
incentinence brief. During perineal care the GNA resid . g :
falled to cleanse ths rasident's anterior perineal b m;;.lthl M?Sfcoordmat?;iwu
area which was in contact with urine. 35055 1ha level of care required for
Activities of Daily Living with each ;
On 7/31/08 &t 7:63 PM, CNA #1 was uarter]y, annual, and significant
observed praviding Bvaning eare for deapena.:ient change assessments, The MDS
residant #16. The CNA did not offer or provide coordinator will revise the group
oral care for the resident. i t sheets to keen Jevel of
interview with the residant on 7431208 at 8 PM ﬁs' tgnment sheets to keep level o
revealed staff had not provided oral care for are accurate. The Directot of
him/her in at lsast two weaks. Nursing will audit two Minimum
Data Set assessments per month for
Interview with resident #24 on 8/1/05 at 2 PM o :
revezled staff did not provide hlm/er with daily acm.u'at?y Of‘ADL. coding. The Staff
oral ceire, Education Coordinator/ Director of
Nursing or their designee will do a
F 315 483.26(d) URINARY INGONTINENCE F 315 andom observation of cares
S provided to two residents per week.
Based on tha resident’s comprehensive Staff will be in-serviced on any
i‘ef";‘ggi?'mg gﬁgfgm ggﬁgﬁ;: r;?utth:;a problematic areas that are identified.
indwelling catheter is not catheterized unless the I ,”w l‘eiaults of these andits wﬂ.l be ‘?ﬂg
resident's clinical condition demonatrates that feported to the quarterly Quality af’
tatheterization wag Necessary, and a resident (mproveiient Committee,
wha is incoatinent of bladder receives approprisie
ireatment and services to pravent urinary tract
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infections and to restore as much nortal bladdar
function as possible.

This REQUIREMENT s not mat as svidenced
by:

Based on observation, record review, and staff
interview, the facility failed {o ensure two (#12 and
#28) of four samplg residents with urinary
catheters had & diagnosis to support the use of
such devices. In addition, one {#12) of the faur
gample residents did not receive calheter care to
prevent infection. Ona (#11} of three incontinent
residents in the sample did not receive services tol

mamntan as mueh rermal bladder function as
possible. The fincings weare:

|
| Observation of resldent #12 on 81/05 at 8:55 AM,
revealed the resident had a urinary catheter in
placa, Review of nursing notes showad the
resident had the urinary cathetsr on 7/26/05 at

| 2113 PM, However, raview of the July 2005 and
August 2005 physleian's ordars shawad no order
for the catheter or clinicat condition to support the
use of the catheter. Furthermore, oheervation on
BI1/05 at 9:55 PM reveaiad the resident had
sustained an episode of lopse bews)
incontinence, Although feces was on the urinary
catheter tubing, Gertified nurse aidas {CNAs) #2
and #3 did not claanhge the resident's genitalia or
oatheter tubing that was in contact with feces.

Review of a 5/31/08 physician's order revealed

F 315 Urinary Incontinence

O 1 SUMMARY STATEMENT OF ORFICIENCIES o] 8
PREFIX (EACH DEFICIENGY MUIST B8 PRECEEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE ) wwt,rmm
TAG REGULATORY QR LG IDENTIFYING INFOIRMATION) TAG CROSE-REFERENCED TO THE APPROFRIATE | OMIE
DEFRICIENGY) !
- ) I
F 315 | Continued From page § F 316 i

| Restdents # 12 and 28 have been |
assessed and have diagnosis from ‘
physician supporting the use of ’
indwelling urinary catheter, ‘
Resident # 12 improved medically |
| and the indwelling urinary cathete

| has been remove.dg. Rcs?d‘}f;ntywy{fsé{ §
evaluated by physician and it was
determined that the urinary catheter
was medically necessary. The order
was obtained with supporting

| diagnosis. Licensed Nurses wil be
in-serviced regarding the appropriate
use of indwelling catheter, All staff
will be trained and in-getviced
regarding catheter care and
prevention of infections associated
with the use of urinary catheter. (.

A bowel and bladder mise has bees
assigned to assess and monitor .
‘residents for bowel and bladder M
retraining, All residents that require -
the insertion of & indwelling catheter
will be evaluated by physician for

use of catheter. The documentation

on the physician’s order for cathoter
use will have supporting diagnosis.

All orders for insertion of wrinary :
catheter will be reviewed by the !
Direetor of Nutsing and the Bowe]

and Bladder Nurse, The Director of i

|
!

et

”E/ é/{gﬁoﬁwj

|
Lor, &0
ol W

|
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F 316 Continusd From page 6

| discontinued. Observation of the resident an

at 11 AM revealed he/she hed replaced the
resident's Urinary catheter. Tha LPN further
stated he/she had not obtained a physician's
order, nar did ha/she document in the nursing
notes why hefshe had felt relnsertion of the
urinary catheter was warranted, in arlclition,

catheter had been reinseried.

(MDS) assessment for resident #11 rovealed
hefshe was able 1o use the tallet with ataft

However, on 7/31/05 at 8 PM, CNA #1 was

began to urinate. The CNA did nat offer or
provide the resident the opportunity to use tha
bathroom. Instead, the resident had to ask the
CNA to take hirm/her o the tollet,

F 323
BE=0

483.25(h)(1) ACCIDENTS
The facility must ensure that the resident

48 is possibla,

i This REQUIREMENT is not met as evidenced
i by
|

resident #28 was o have his/her winary catneter

8/1/05 revealed she/ha had a cathaler, Intarview
with licensed practical rurse (LPN) #1 on 8/3/05

hefshe stated the physiclan was "not happy"’ the
Raview of the 6/7/05 annus! Minirmum Data Sei

assistance, and continued {o have soma bladder
contral present. In addition, the care plan showad
the resident was to be tolleted evary two hours.

observed providing gveaning eare for the resident,
Without providing tha reaident the oppertunity to
use the oilet, the CNA transferred the resident to }
hed. When tha residant was faid in bed, hefsha

envirgnment remalns ag free of aceidedt hazards

F 315

~ 323

Nursing/Bowel & Bladder Nurse or |
their designee will monitor randomly
thwee Certified Nursing Assistan , %ﬂ“/"
providing catheter care /{4 repé%% < 4
will be provided to the Quality oA
Improvement Committes. W c;/ 1Glos

L NACE b iz /ﬂédél/n/ﬂ—"-«

|
|

L |

/&4 -;ff/{ M/&/ﬁeﬁ&?m- (; _f//f{(
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F 323 Continued From page 7

Baged on ohservation, record review and staff
interview, the facility fzilad 1 gnsure the
environment was free of acoldent hazards, A
treatment cant was left unlacked, doors to the
clean utllity roem and mechanical room ware
uniockad, a sharps container without a sover was
placed in a resident’s room, and 2 lcensed
bractical nurse (LPN) did not use safaty
measuras when handing a used nesadle/syringe.

The findings were:

Observation on 7/31/06 st 8:48 PM and again
&t 8:20 PM revealed a treatment cart containing
antiseptic (a substance that kills or pravents
growth of microorganisms) creams ineludling: zine
oxide, Carrasyn, and Lantiseptic wae [aft
unlocked and unattended,

Observation on 7/31/05 at 6:50 PM revesled
@ clean ullilty room with a key in the doer, in the
unlocked room, a galion boitls of Tokal Plus
Disinfectant was on the counter. Review of tha
mederial safety data shaat for Total Plus
, Disinfectant entified the chemical as a heaith
hazard, which "may cause eye and skin
irvitatlon...can be harnful If swillowsd or it gpray
mist (s inhaled.”

Qbservation on 7/31/08 at 5:55 PM revealeq
| the mechanical room was unlocked. The
mechanical room contained the hailer and hot
walter heaters. A ping coming from the kitshen
bofler pump, spproximately two feet off the floor
was hot to the touch,

Observation on 7/31/06 at 7 PM revealad
an uncovered sharpa container in the roorm af
resident #2.

Observation on 7/31/05 at 6:45 PM revaaied
licensed practical nurse (LEM) #2 administering

F323) F 323 Accidents

|
l
OEFICIBNGY) J

‘The Passage lock to the room ]
housing the treatment cart will |
i changed by Sept, 9"’, 2005, to a |
keypad lock, Locking the treatment [
cart behind a locked doot when

» unattended, Staff will be in-serviced
{ on the locking of the treatrent cart

| When unattended, by the Director of
i Nursing the week of Aug 29™ 2005, ,
! The passage locks on the clean utility

' room door, and the mechanical room
were changed to a keypad entry lock
thus removing the potential of a key
being left in the lock. The sharps
contginer was removed fom the
room of Resident #2 on Aug 3, 2005, |
An in-service for all nursing willbe |
codducted Sept. 2, 2005 on the !
proper digposal of used needles and
sharps, The Director of nursing or

j desipnes will do g randosw mon | ¥
- audit ofzh”é%%@%ziﬁﬁﬁﬁ#@’“
either locked or stored beling the

locked door when unattended, and =~ !
will sudit the nurses randomly to |
Ensure proper procedures are i
|
|

followed for sharps and their -

disposal. Any findings not

complying with industry standards |

will be reported to the QA commitice l#,

on a quarterly basis. ’ / ‘i/ *

J
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F 323 | Continusd From page 8 F328|F 129 Unnecessary Drugs
an injection to resident #24_ in order to dispose of ~
the used nead's, the LPN had the uncapped, esidents #11 and #21 were i /

axposed neadle/syrings peinfad outward in her
hand, as he/she walked spproximataly 20 to 30

feat down the east hallvay to the medication cart, Sllhjﬁ quently being administefed an .
antxlopressant. Nursing staff have ‘
Interviaw with the administrator on 8/2/0% at 10 been indserviced on unnepéssary S~
AM, confirmed the treatrment cant and the drug use\behavior monjforing and
mechanical roorn should have been loeked. In the feder ulati rei
sddition, due 1o tha Total Plus Disinfisctant being 1 lederalvegulations egarding use
placed cn the counter, the cisan ulllity room of psychotrdpic medjéations. The
i should have besn locked. Director of Norsing/or her designee
will monitor decumentation of
F 3291 483.25(H(1) UNNECESBARY DRUGS F 32¢!behaviors manthiy on all residents.
83D Residents recejfing
Egch resident's drug regimen must be free from imedications .
Unnecessary drugs. An unnesessary drug is any oot .
drug when Used in excassive dose (including Fecluvenes
duplicate therapy); or for excessive duration or
without adaquate menitoring; or without atesuate medicatiop
indications for its use; or in the pressnce of hehaviord SYmpoms magagemant

adversa congaguances which indicate the dose
should be reduced or discontinuad: or any
combinations of the reasons above.

ill be review for the

Al orders for psychotropic
This REQUIREMENT is not met as evidenced miedications will be reviewed by the
by: rector of Nursing for
Basad on record review and staff interview, the appropriateness and she will report
facllity failed to ansure two of nine sampig changes to the psychotropic/behavior
residents did nat racaive an unnecessary drug. |managemem|‘, tearn, Residents-that

Resldent #11 and #21 esch recelvad an

antlpsychotic madication without adequate ihﬂve indicators of degi

monitoring o without adequate indications for ita |Symplomsand not on antidepressant
use. Th findings wers! J)Mi e review with emergence of
]
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F 329 | Continued From page 0 F 929/ ndw symptoms, quarterly, annu ’fy i
any with significant change oP%tatus. |
1. Raview of July 2005 physlcian's orders showsd Tha\lirector of Nursing wif] be
that on 4/6/05 resident #11 was started an notifted by Social Servigés Dire ¢
Risperdal (antipsychotic) 0.5 snilfigrama by mouth Y social Serviges Director
twice a day. Further review of these orders of the o ourrence of dépressive
showsd that on 6/1/06 the resident’s dosage was symptomhwithout yée of
increased o three tléﬂes daily. The following antidepressant, The interdiscip] nary
cancemns wera noted: i : y
a. Review of the April 2005 behavior E)arﬂ,: ‘;13;1 " Kt . r%po ;:t to, e |
monitoring shaet revesied no evidencs to support rector of Murging ©ingings of |
the initietion of the Risperdal on 4/6/08. | their evalydtion, \The Diredior of !
b. Review of the May 2005 behavior l Nursing4t her destvnee yili contact !
{Emitnring sheet revealed no evidenca to support the physician and repyrf findings and
& ncrease in the dosage on 5/1/05, an ; A
. According to the June 2008 monitoring I i cit Znu,;,iﬁp mss 3 enha .
sheets the resident extibitad hitting at staff twice ipeicated. The strucpired behavioral
ah 6/1/08, and four timas on 8/5/05, n addition, Symptoms plan wil¥be déveloped by
the resident was noted o have cursad at staf® the Social Serviced Director. The
tWICz 0}3 GfiWOS,“h 617105 Nind 1 Social Services Pirector and Director
. Review of the annual Minimum . . ; .
Data Sat (MDS) assessment shawed the resident gf N"‘”‘;g ‘Id feview the
exhibiter the following deprassive indicatars that pproaches agd intetvention\to
were hot aasily aliered: persistent anger, determine ifapproaches are dg c
repatitive anxious somplaints, erving and planed and' being followed, The
tearfulness, pharmacy consultant will TEPO} . n
. ; o\ i Mﬂy‘ e
Infarview with the scclai services diractor on m%"’? 5 mgardm%P&yehaﬂﬂp ‘ 7
8/3/05 ut 9 AM reveeled the resident was not medigation to the Director of .
evaluated for depression, but was instead kept on )N“I ng. The Direator of Nursi \g or
the Risperdal. Jhﬁr esignee will contact the pring y
icate physici require
According to the July 2005 phystclan orders, l puysician for quired or

rgeammended changes, The Medichl
igector will be consulted regarding
PEyenotropie-medications that are
used out of the guidelines or
F‘mppropxiately. The psychetropic

resident #21 was receiving Rispardz
(antipsychotic) 0.5 milligrams by mouth everyday .
since 12/27/04. Review of the resident's 4/20/05
quarterly agsessment and the 7/20/05 annual

MDS assessment showad the resident éxhibited
the following depressive Indisators that warg not
easlly altered: parsistent anger, sad, pained, and

medicativbehavior team will report \
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F 329 Unnecessary Drugs

Residents #11 and #21 were re-
evaluated and are subsequently being
administered an antipsychotic
Nursing staff have been im-serviced
on winecessary drug use, behavior
monitoring and the federal
regulations regarding use of such
medications. The Director of
Nursing or her designee will monitor
documentation of behaviors monthly
on all residents. Residents receiving
antipsychotic medications including
residents #11 and 21 will be
monitored for effeciiveness and
adverse side effects from use of
antipsychotic medications. The
structuted behavioral sympioms
management plan will be reviewed
for these residents at that time as
well. A behavior management team
has been established and will meet
weekly. All orders for antipsychotic
medications will be reviewed by the
Director of Nursing for
appropriateness and she will report
changes to the behavior management
team. The structured behavioral
symptoms plan will be developed by
the Social Services Director. The
Social Services Director and Director
of Nursing will review the



Sep 02 05 12:0D4p Mso 13073324279 F.2

approaches and intervention to

determine if approaches are care

planned and being followed, The

pharmacy consultant will report

concerns regarding antipsychotic

medications to the Director of

Nursing. The Director of Nursing or

her designee will contact the primary

care physician for required or

recommended changes, The Medical

Director will be consulted regarding
antipsychotic medications that are

used out of the guidelines or

inappropriately. The behavior team

will report their finding monthly to

the administrator and quarterly to the Q/ 4
Quality Improvement Committee. / /5’ 5
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F 3281 Continued From page 10 l F 329, thejr finding monthly to the
wotried expression. Medical record review with administrator and quarterly to the
confinmation by the sccial services director an uality Improvement Committee.
B/3/06 at © AM raveaied the staf] hac falled to Quality Iimp c?/f@/o_s’
track behaviars, or to evaluate the resident for |
depression. '

F 331 433.25()(2)(1) ANTIPSYCHOTIC DRUGS
850
Based on a comprekensive assessmant of a
resident, the facllity must ansure that residents
who use anflpsycholic druys receive gradual dose
reductions, and behavioral intorventions, unless
clinically contraindicated, in an effort to
discontinte these drugs.

Thiz REQUIREMENT s not met as evidenced
by:

Basad on racord review and staff interview, the
facllity failad to ensura one (¥21) of five residents
feceiving antipsyshotic medications receivad
gradual dose reductions, untess contraindicated.
The findings were:

According to the July 2006 physicfan orders,
resident #21 had been receiving Rispardal
(antipsychotic) 0.5 milligrams by mauth everyday
sinca 12/27/04, Medical recorg review, with
confirmation by the social services director on

[ 97305 &t 9 AM, revealad an attampt at a gradus
dose reduclion of the drug was not done, Rafer o
F329 regarding the failure to rmonitor thig
medication for side effects or effentivencss.

F 363 | 483.30(a) NURSING SERVICES - SUFFICIENT
88=£| STAFF

331
¥ 331 Antipsychotic Drugs

Resident #21 is receiving a trial
reduction in the dose of
antipsychotic. If successful this
medication will be discontinued.
The Director of Nursing or her
designee will moniter antipsychotic
documentation. Residents that
receive antipsychotic drugs will be
reviewed, quarterly, annually and
with significant change of status for
possible dose reduction. Residents
receiving psychotropic medications
- will be monitore%%.%ﬂnaas
and adverse side effects from use of
psychotropic medications. The
Director of Nursing or her designee
will contact the physician and
request dose reductions for
antipsychotic medications.
Residents with diagnosis that prevent
reduction of antipsychotic will have
F 363 | documentation in their medica]
tecord substantiating that dose
reduction should not be attempted.
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| and medical record review, the faility failed to

duty,

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff, resident and Tamily
interviews, review of the resident stalus report,

provide sufficient staff to provida care and

| services 10 ensure resident dignity, meet resident
activity of dally fiving needs, ensure BRRropriate
documentation In medical records, and that
chemical restraints weare not used unnacessarily.
The facillly census was 35, The findings were; l

The following are concerns refated to inadequate |

MORNING STAR CARE GENTER FORT WASHAKIE, WY 52514
(*%4) D SUMMARY BTATEMENT OF DEFICIEMCIES u] PROVIDER'S PLAN OF GORREQTION . x5
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DEFICIENCY)
F 383 | Continued From page 11 F 383 |
The facility must have sufficlent nursing staff to The pharmacy consultant will report
provide nursing and related sarvices o atain or concerns regarding antipsychotic .
maintain the highest practicable physical, menial, medications to the Director of ;
and psychosocial wellk-being of each residant, as wsing. The Director of Nursin
y . . g Ot
determined by resident saaasements and | - . . .
inclividual plan of care. her desxg,ne'e will contapt the primary
gare physician for required or
The faclity must provide services by sufficient recommended changes, The Medical
numbars of eacg of the fgllo;Ning tvpf?g of ivector will be consnlted regarding
personngl on a 24-hour basls to provide nuraing i : R
care to all residants in accordance with resident ' tg:sychn;x imedllcaltlmns tha ave
care plans; EJSE out of the puidelines or
nappropriately. The psychotropic
Except when waived uncler paragraph (c) of this pmadicaiionfhehavior team will report ‘
- secton, licansed nurses and other nursing their finding monthiy to the
parsonnel. administeator and quartesly to the i
| Except when walved under paragraph (c) of this Quality Improvemerlxt Comu}mee |
section, the facility must desighate a lisensed regerding use of antipsychotic drugs. ‘?//é/e:ff“
nurse lo serve as a charge nurse on each tour of
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staff to ensure dignity and setivities of daily living

1. Raview of the 7/8/05 quarterly Minimum Data
Sel (MDS) asgessment for resident #12, revealsd
hafshe was able to make hisfher nesds known,
ardl was able to use the tilet with stuff
asgistance, Obsarvation on 8/1/05 at 8:55 AM
revealed the mesident was grossly incontinent of
loose stool in his/her pants. The resident told
cortifled nurse aide (CNA) #2 and #3 that hefshe
wais givan a suppository that morming. Howavar,
the CNAs stated they were unaware of this.
Review of the medication administration record
{MAR) on 8/1/05 10:10 AM with confirmation by
registerad nurse (RN) #1, reveaed the residant
was given a rectal auppository até AWM. Tha RN
further stated that had the C:NAs been notified of
this, the resident could have been toilsted fimeiy,
without the indignity of having to suetain a bowel
movament in his/her pants,

On 8/2/08 at 10:15 AM resident #11 was
ohserved to have dried food resldue on his/her

' face and chin araa, At 10:30 AM, CNA #2

| assisted the resident t bad without offering or
providing the resident an opportunity to wash

y his/her face. When tae CNA ransfarred the

I rasldent to bed, thera were pieces of residual
pancake on the seat of the whaelchair, Af 12 P
when the resident was again tranafarred to
histher wheelchair for lunch, he/she was sat back
on the residual pancaks pieces, and the driad
food substance remained on his/her face and
chin,

2. Raview of the medical record revealed residant
#33 was legally biind, and had fallen in his/her

raom on 217108, 314405, 512105, 8/24/05, and
W30/05, According to the &/30/05 care plan with a I
)

(X4) 10y SUMMARY BTATEMENT OF DEFICIENCIES iD PROVIDER'S FLAN OF CORRECTION I )
FREFIX (RACH DEFIGIENGY MUST BE PREGEEIIESD BY FULL AREFIX (EACH CORREGTIVE ACTION SHOULD BE | COMPLETION
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F 363 | Continued From page 12 F 353 ,

F 353 Statfing

The Charge Nurses have been in-
serviced regarding staffing. The
Charge Nurse will assure that !
sufficient qualified nursing staff are
available on & daily basis to meet
residents’ needs for nuxsing care in a
manner and in an environment which
promotes each resident’s physical,
mental and psychosocial well-being,
thus enhancing their quality of life,
The Charge Nurse will determine at
the beginning of the shift if thers {5
sufficient staff. Ifthere i not
sufficient staff to provide care to the
residents, staff from the previous
shift will be required to stay until
other staff can ba called and arrive at
work. Staff will rotate staying late

work \/The Nurses and Certified W%
Nursing Assistants have been in- ~ °

until staff can be called and arrive
serviced tegarding the facility policy// V{;Qj

that staff will report to the Charge /M y Y

Nurse before leaving the building 75
and may be required to sty if the
statting is not sufficient The

facility will nse agency Nurseg
RN/LPN and Certificd Nurses Aides i
(temporary staff provided throngh a |
staffing agency) for planned !
shortages. The Charge Nurse will ’
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F 353 Staffing

he Charge Nurses have been in-
sexviced regarding staffing. The
Charge Nurse will assure that

manner &
promotes &
mental and

work. Advertisements for Rn’s,
LPN’s, and C.N.A.’s are
currently in local papers. A
C.N.A. training course is being
organized and anticipated to
begin by Jan 5,2006 pending
approval by regulators The
current befit package offered
to employees is being
evaluated and changes are
anticipated to begin by Nov 1,



2005, offering a more
competitive package to
prospective employees. The
Nurses and Certified Nursing
Assistants have been in-servicgd
regarding the facility policy that staff
vill report to the Charge Nufse
before leaving the building/and may
be ¥equired to stay if the sfaffing is
not Sufficient. The facility will use
agency Nurses RN/LPN/and
Certifiad Nurses Aides/(temporary
staff proyided through a staffing
agency) {9r planned ghortages. The
Charge Nuyse will gontact the
Director of Wursing or MDS
Coordinator )f they feel they are not
able to complité assigned duties.
The Director ¢f Nursing or MDS
Coordinator wilkassist the Charge
Nurse to asgure they have time for
medication pass, tigatments and
documentation. Thg Director of
Nursing/will monitonstaffing sheets
and tragk staffing levels. A call list
will b established and taff may
sign fip for preferred dayy to work if
there is an absence that leaves the
fagility short staffed. The Dyrector of
sing will do four random chart
gudits per month to assure thag
documentation is completed. The
Director of Nursing will also audit
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F 353 | Continued From page 13 F 353
target date of 7/14/04 & icensed nurse (LN) contact the Director of Nursing or
would “agsess naed for fall interventions such as: MDY§ Coordinator if they feel they
Low bed, bed or chair alarms, non-skid strips on are not able to complete assigned
floor, gripper socks, raised foilet seat, padded duties. The Direc ;
fioor next to bed, wedge in chalr”, The following thies. The Plre tor.olefrmng or
concems were nated MDS Coordinator will assist the
2. Observation of the resldents room on Charge Nurse to agsure they have
731105 at 7,50 PM, revealed a mechanical rising time for medication pags, treattnents
reclinetj chair, no alarm gn the chair or bed, no and documentation. The Director of
:g"\'{;i‘g; Jules n 1he floar, no padded floor, and Nursing will monitor staffing sheets
b. Interview with the social warkar on 8/2/05 and track staffing levels. A call list |
at 5:45 PM revealed she dic not know of any will be established and staff may
dogumentation to show that fall interventions sign up for preferred days to work if
were agsessed as indicated by the cara plan, there is an absence that leaves the |
3. Review of the 6/7/08 annual MD$ assessmant ;'?cu“h‘w shglr; stai:fed. 1he Director of
for regident #11 revealad he/shs was able to usa ursing will do four random chart
the toilet with ataff assistance, In addition, the audits per month to assure that
care plan showed tha resident was to be toleted documentation is completed, The
every two hours, and a barrier cream appliad to Director of Nursing will also audit
the skin after Incontinence episodes. Haowaver, oh four sets of Medication
7/31/05 at 8 PM CNA#1 was observed providing AR
svaning cate for the resident. Without offering the Afimmmtx ation Records and five sets
resident the oppartunity to use the toilet, the CNA of Treatment Administration '
transferrad the resident to bed, When the residernt[ Records per month for completeness.
was Jaid In bed, he/she began fo urinate. The During nursing shift report
rasicent then requested tc use the toilst, : :
Furthermere, after the resident's skin was ueatments will be r eported to the
cleansed of urine, barrier cream was not appliad. next shift,
#1 Refer to Plan of Correction for
4. Review of the 7/8/05 quarterly MDS F241
assessment for resident #12 revealed he/she was )
accasionally incontinent of bowel andg was able to ﬁng;efer o Plan of Correction for
use the loilet witn staff assistance. Howaver, on . )
8/1/06 at 9:55 AM, CNA #2 and #3 asslsted the #3 Refer 1o Plan of Correction for
resident after hefshe had sustained an episode of F241, F315, F312
bowc_al incontlnegnc:e. The GNAs failed to offer or #4 Refer to Plan of Correction for
pravide the resident the opportunity to tollat prigr F315, F287
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XA | SUMMARY STATEMENT OF DEFICIENGIES Cm PROVIDER'S PLAN OF CORRECTION boam
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DEFIGIENGY) J
F 353 | Continued From page 14 F 353‘ )
to transferring him/her to bed, #3 & #7 Residents #24 & ¥16 were :

assessed for level of assistance -
5. Interview with resident #24 on 8M/08 at 2 PM ’

needed for oral carect 4 et /&{!&’[j%

revealed staff did not provide hirm/er with dally | LA g, Cee '

revealed M/u | € 2 f /d/(/&u,ué o
The assignment sheet has been

6. Review of the 6/7/05 annual MDS asssssment {Updated to reflect the levei of

for residant #11 revealad he/she was fraquently |assistance needed for all residents to

ingontinent uf bladder and required total robtain oral care. All Certified

assistance by staif for peraonal hyglene,

However, on 7/31105 at 8 PM. CNARY nas Nursing Assistance assighment

obsarved praviding evening care for the resident. sheets will include or al care, and
Without offering or providing oral cara for the appropriete level of assistance.
resident, the CNA transferred him/er ta bed. In Nursing staff will be in-serviced
addition, the resident sustained an eplsode of regarding oral cares. The Ditecior of

urinary incontinence saturating histher

incontinence brief. During perineal care the CNA Nursing or Designee will monitor

falled to cleanse the rasident's anterior perineal care provided. This will be & random

area that was in contact with urine, Icheck of three Certified Nurses
Aides per week for 3 months if

7.0n 7/3/05 at 753 PM, CNA #1 was observed compliance has bean achieved the

providing avenlng care for dependent resident

#16, The CNA did net otfar or provide aral care audits will be done monthly on 3

for the rasident. During an interview with the randorn CNAs. All new CNAs will

resident on 7/31/06 at 8§ PM, hefshe stated staff be required to show compliance

had not offerad or provided oral care for him/mer during their oriettation period. The

for at least two waeks findings of the audit will be reported

8. During observation on 8/1/05 at 8:66 PM, o the Quality Tmprovement

resident #12 sustained an episode of lnosa bawal Commitiee quarterly.

Incontinence with feces obsarved on the urinary

catheter tubing. CNAs #2 and #3 did not provide 6 Resident #11 was assessed for

any cleansing of tha residents genitals or level of assistance need .- Vi : .

catheter tubing, sl tae o ¢ fpr %.ﬁf;%gf ///’ 4_—:,‘4441/(—&7%
. 4 ol Lt

9. Review of the 6/7/05 annual MDS assessmant The assignment sheethas been ¢ “ /bLM el e L .

for resident #11 revealad he/she was able to use updated to reflect the level of

the toilet with staff assistance, and continued to pssistance needed for this resident to

have some bladder cantrol present. In addition,

obtain peri care. All Certified
FORM Ci-2667 (0209 Pravieus Varslons Ghsolete Evant 10: TMOM11 Fadifity 1I0;  Wyoni? I continuation sheet Page 15 of 22
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RY STATEMENT OF DEFISENCIES D PROVIDER'S FLAN OF GORRECTION x5!
;ﬁ?;’ﬂ; | (mcﬁugg%encv MUWéT BE PRECEEDED BY FULL | erarix (EACH CORREGTIVE AGTION SHOULD BE GOMFLETION
TAG REGULATORY GH LG IEENTIFYING INFORMAT.ON) ; TAG cnoss-nEFEneggE% IE:; E%E APPROPRIATE
z
F 333 Continued From page 15 I F 563 ] i
the care plan showed the resident was to be Nursing Assistance assignment
Wileted every two hours. However, on 7/31/05 at sheets will include peri care for |
8 PM, CNA #1 was observed providing evening residents who have episodes of
care for the resident, Without providing the bowel or bladder incontinence
resident the opportunity t use the toilet, the CNA '
transferrad the resident to bed. When the resident . , . .
! wae laid in bed, he/she hegan to urinate, The Nursing staff will be in-serviced
CNA did not offer or provids the resident the regarding peri care, The staff will be
opp_mtunily 10 Lisa the hathroom, Instgad, the in-serviced regarding cares that need
resident had to ask the CNA to take him/fher (o Ito be provided in the mornings and
the toilat evenings as well., The Director of
The following are concerns related to inadequate Nursing or Designee witl monitor
staff ic ensure appropriate medical record care provided. This will be a random
documentation: check of three Certified Nurses
H Al ™ o
1. Raview of the July 2006 ohysicians orders for . lgej;per w?l{ tt;or 3 mg’;ﬂh;ff l
resident #19 revealed an order prescribad on binpliance bas been achioved the |
8/22/04 for the medication Depo-Provera Contra laudzts will be done monthly on 3 E
150 mg IM (intramuscular) every three months. random CNAs. All new CNAs wil]
medication was to be administered an 8/22/05, . . . .
however there was no documantation on the ?urti}lg thenrtgnﬁn?_uon} petiod. The
MAR to Indicate the medication was given. Incings Ofl g andir will be reported
10 the Quality Improvement
2. Further review of the July 2008 physician Committee quarterly
ordars for resident #19 revealed an order dated :
1705 to have his/her right paim shacked daily for ‘ . ,
presaure Liceration. Review of the May 2005 ia Residents #12 catheter has ba:en
treatment racords shawed no dooumentation thet scontinued. All Certified Nursing
the paim was checked any day of the month, and Assistance assignment sheets for
(tjha JLEQ?—,- 22%5 ttgrgatgﬁgfé?fgrgl\jl\(?sek;;asnkaﬂngw residents will include residents |
ays (B/7, 6/8, 6/9, A7, QAT 618, 819, requiring ca
6121, 8122, 6/23, 6/24, 6126, 6127, 8/28, /29, and Al e ; .the:‘“ care and any
B/30) with na documentation tha! the check wes pecialized instructions. Nursing
done. taff will be in-servicad regarding
catheter care.  The Director of
3. Observation of resident #12 on 8/1/05 at 9:55 ursing or Designes will monitor
AM, revealed ha had a urinary catheter in place, atheter care provided. This will be
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Revlew of nurging notes showad the resident had
the urinary catheter on 7/28/08 at 2:15 PM.
However, review of the July 2005 and Atigust |
2005 physician orcers showed ne order for the
catheter,

4. Review of a physician order dated 5/31/0%
revealed resident #28 was to have his/ier urinary
catheter discontinued, However, observation of
the resident on 8/1/05 revaaled shehe still had
the catheler, Interview with licensed practicat
nurse #1 on 8/2/05 al 1600 revaalad hefshe kad
replaced the resident's urinary catheter, The LPN
further stated he/she had no! obtained &
physictar's order, nor did he/she document in the
nuraing neles why hefshe had felt reinsertion of
the urinary catheter was warranted, In adaition,
he/she stated tha physicler was "not happy" the
catheter had been rainserted.

The following are concerns refatad to inadaquate
staff to ensure that chemical restraints were not
used uinecessarily:

1. Review of July 2005 physician orders showad
that on 4/6/05 resident #11 was started on
Risperdaf (antivsychotic) 0.5 milligrams by mouth
twice 2 day. Further review of these orders
ehowed that on 6/1/05 the rasident's dosage was
Increased to taree imes daily. The following \
CORCEMS were noled: |

4. Reviaw of the April 2005 behavior
monitoring sheeat revealed no evidence to support
the initiaticn of the Risperdal on 4/6/05.

b. Review of the May 2005 behavigr
manitoring shest revealed no evidence to suppart
the increase In tha dosage on 6/1/06,

C. According to the June 2005 monitoring
sheets the residant exhibited hitting at staff twice

a random check of three Certified
Nurses Aides per month, ‘The
findings of the audit wil] be reported
te the Quality Improvement
Committee quarterly.

#9 Refer to Plan of Corvection For
r315

Congerns related to inadequate staff
to ensure appropriate rmedical record
documentation. :
#1 Resident # 19 has received the .
ordered injectiond Y S/M/L’
2 The Director of Nursing seview
the treatment sheets for Resident #19
twith the nursing staff,
13 Resident # 12 had catheter =
: . - 1D
emoved; Wuﬂ% st oo CErrA
4 For resident #28 an order for
ratheter was obtained from
hysician. The reason for catheter is
ocumented in the Medical Record.
See monitoring of documentation
from above.
Concern related to inadequate staff
o ensure that chemjcal restraints
were not used unnecessarily,
#1 Refer to Plan of ¢ i
) of arr(mmn for g / /%/‘5 s

Ay

329, F331
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n PROVIDER'S PLAN OF GORRECTICN 1%8)

FREFiX (EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG CROSS-REFERENGED TO THE APPROFRIATE CATE

CRFICIENGY;

(44 10D SUMMARY STATEMENT OF OEFICIENGIES
PREFIX (EACH DERICIENGY MUST B FRECEEDED BY FULL
TAG REGULATORY O L§C IDENTIFYING INFORMATION)

on 8/1/05, and four times on 6/5/05. In addition,
the resident wag noted to have cursed at etaff
twice on 6/1/05,

d. Review of the 6/17/05 annual Minimum
Data St (MDS) assessmant showed the resident
axhlbited the following depressive indicators that
were not easily atterad; persistent anger,
repetitiva anxious complaints, Grying and
tearfulness,

F 363 | Continued From pagea 17 ( F 353

Interview with the sovia! services director on
8/3/05 at 9 AM revealed the resident was nat
evaluated for deprassion, bul was instead kapt on
the Risperdal,

According to the July 2005 prysician arders,
resident #21 was recelving Rispardal
(antipsychotie) 0.5 milligrams by mouth everyday
since 12/27/04. Reviaw of the residents 4/26/05
Quarterly assessiment and the 7/20/05 annual
MDS assessment showed the residant exhiblted
tha following depressive indicators that were not
eazily allared: parsistent anger, sad, pained, and
worried exprassion, Madical racard review with |
confirmation by the soclal services director on
87305 at & AM ravealed the staff had failed fo
track behaviors, or to eveluate tha rasidant for
" daprassion.

| During an intzrview with residen! 32 on 8/1/08 at
11:30 AM, he/she stated that dus to lack of
permanent staff, the facilty was having to utilize
temporary staff.

l

| During a family interview on 8/1/05 at 4:45 PV, I
he/she stated that due to stalf urover and the r
use of temporary stall. he/she felf ragident cara .
sufferad as staff didn't know the residents ar their !'

FORM CMS-2567(02.98) Pravious Viorgions Obeglats EventiD; T4 Faclity 100 Wydo17 If continuation shest Pape 15 of 22
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FORM APPROVED
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STATEMENT OF DEFICIENCIER (A1) PROVIDERSUPPLIERIGLIA X2 MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND PLAN OF GORRESTION DENTIFICATION MIMBER; COMPLETRED
A, BUILDING
, 3
835050 B Wil 08/03/2006
RAME OFF PROVIDER OR SURPLIER STREET ADDRESS, CITY, 8TATE, 2IF CODRB
P OBOX 859

MORNING $TAR CARE CENTER

FORT WASHAKIE, WY 82514

SUMMARY BTATEMENT OF DEFICIENCIES o FROVIDERS PLAN OF CORRECTION )
SEACH DEFICIENGY MUS'T BE PRECEEDER BY FULL PREFTY, {EACH CORRECTIVE AGTION SHOULD RE SUMPLETION
EGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
F 363 Contlauad From page 18 F 353/
personal trails,
Interview with the facility administrstor throughout
the survey confirmed thel stafing to ensure
resident needs ware met was a curent cancern. F 363 Menus and Nutritional
o Adequacy
F 383 ) 483,35(c) MENLIS AND NUTRITIONAL F 383
58=0 | ADEQUACY

Menus must meet the nutrtional neads of
residents in accordance with the recommendad
distary altowances of the Feod and Nutrition
Board of the National Research Council, National
Academy of Sciences; be prepared in advance:
and bea followed.

This REQUIREMENT i not met as avidenced
by

Based on observation, staff interview and review
of the plannad menu, the facility failed to follow
the planned meny during one meal service
obsarvation for residents who were to receive
pureed diets. Review of diet cards and interview
with the cook revealed five residents racelvad
pureed diets. The regident cansys was 35. The
findings were:

Raview of the evening menu on B/1/05
showsd residents with puresd diets were to
recelve puresd soup, a slutry (@ mixture of
powderad thickener and watery of crackers, a
pureed ham and chesse sandwich, puread lathuce
and tornatoes, and pureed pineapple tidbits with
cherries.

Obsarvation of the evening maal praparation
and sefvice on 8/1/05 between 4:45 PM and 6:50

A mandatory in-service for al}
Dietary staff covering puread diets
and menu substitution, will be
conducted by the contract RD, the
waek of Aug 26 2005, The Dietary
manager or designee will do a
random audit to ensure the menus are |
being followed as \nrritten%ﬁu i
will be condunted weskly for the first 07 -
month and if no problems found,
audits will be condueted once per !
month thereafter. Findings from the |

audit will be reported to the QA g /? / s

oY

!

cormittee on a quarterly basis.
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/15/2005
FORM APPROVED
OMB NO. 0833-0391

PM tevealed crackers were not pureed with tha
SQup, and no slurry of crackers was praparad,
Lettucs and tomalo ware not puread and served,
Interview with the dietary manager on 8/2/08
ar® AM revezled that the expectation was for the
cooks to follaw the menu for ail diets including
pureed. She also confirmed the menu was
approvad by the ragistersd diatitian, and the
abserved meal should have bisen followed as \
written.

F 454 | 483.70 PHYSICAL ENVIRONMENT
58=D
The faclilty must ba designed, constructed,
equipped, and maintained to profect tha healh
and safety of residents, personne! and the public,

This REQUIREMENT s not met as evidenced
by:

Basad on observation and staf intarvigw, the
facility failed to ensure the television loungs, @ast
tub roem, and kitehen were maintained in a clean
manner. The finding were:

Observation of the resident talevision lounge
ton 7731/05 at 7:15 PM revealed the camet in the
middia of the room and around the furnishinga
was stained and discolored. |

Qbservation on 8/2/05 at .45 AM of the east
fub room revealed & dust build up an the air vent
abova the foilet, an arange colored stain on the
chair lift platform, and erange staing on the faor
at the base of the platform),

Observatian on 8/1/05 &l 4:60 PM revealed
the following problems with cleanliness in the
kitchen,

SYATEMENT OF DEFIGIENCIES {41) FROVIDERABUPPLIER/CLIA (X2) MULTIFLE CONSYRUGTION {X8) DATE BIURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: COMPLETED
A, BUILDING
. WING
§36060 § 08/93/2005
NAME OF PROVIDER QR SUPPLIER STREET ADBRESS, CITY, §TATE, ZIP CODE
i P O BOY 858
MORNING 9TAR CARE CENTER FORT WASHAKIE, WY 22514
4} 1D SUMMARY STATEMENT OF BEFICIENCIES n ] FROVIGER'S PLAN OF GORRECTION | e
PREFIX (EACH DEFICIENGY MIJST BE PRECESDED BY FULL PREFIX [EACH CORRECTIVE ACTION BMOULD BE COME,ETIDN
TAG REGULATORY DR LG FIENTIEYING INFCRMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
F 363 Continued Fram page 19 F 363

l

F 454 Pottom of the reach in cooler was

removed fram the window on Aug
- 4% 2005, The air vents have been |
Pdded to the monthly cleaning |
Eﬁhedule for maintenance, The floor

Encasing the pipes and making it a

F 434 Physical Environment

The carpet in the resident television
lounge will be replaced by Sept-36% e ¥/,

r

2005. The vent in the Fast tub 0OM j | i e

the water pipes below the three Lo § /1604
compartment sinks were ¢leaned on ?
Aug. 9%, 2005, The drain on the

odified allowing it to drain directly
ko the drain rather than dxipping on
he floor. The air vents in the

itchen were all cleaned on Aug.
10™, 2005. The window located
above the three compartment sink
vas cleaned on Aug 3, 2005, and

e blinds were permanantly

ound the water pipes will he
covered by the director of
maintenance by Sept 16% 2005

more readily cleanable surface. The
Dietary Manager ot designee will do
t random audit quarterly of the

vindows, kitchen vent. itchen | 24 accee

i The >
'wag cleaned on Aug 4, 20058The 2.0 Lo, % .
floor around the edge of the'wall and 4., _fee W

< M{ge
CGi el

toors,fand report findings to the QA |t LA
otumittee on a quarterly basis. The [ dett /74‘
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(X1} PROVIDER/SUPPLIER/CLIA

N2y MULTIPLE COMSTRUGTION

{%3) DATE SURVEY

F 469
58=H

8. The kitchen “loar had dirt build up aroung
tha adge of the wall and on tha water pies balow
the handwashing sink and the three comparmant
ik,

b. A drain on the bottom of a raach-in
refrigerator was not positionsd ovar the floor
drain. Thus, water wag pooling on tha floor
undemeath and behind the reach-In refrigerator.

c. Ten air vents on the celling of the kitchen
had & build up of dugt on and anound them.

d. A window localed above the three
comparimant sink had drizd food and a build up
of dirt around the frame. Baiween lhe screen and
the glass was dead insects and an accurmulation
of dirt. The matal bilnds atimehed 1o this window
had rust spots and gust across the top.

Intarview with the adrministrater on 8/2/05 at
10 AM revealed that he was aware of the carpet
stalns in the TV lounge.He further statey ha was
awara that the floor, ¢elling and window in the
kitchen needed cleaning, The adminlstrator
verified that the drain on the reach-in refrigerator
shouid not drip onlo the floor, and the blinds
shouk! be "thrown out.”

483.70(h)(4) PHYSICAL ENVIRONMENT- PEST
CONTROL

The facility must maintain an effective pest
control program so that the facility is free of pests
and rodents,

This REQUIREMENT s not met as evidenced

by:

Based on observation, review of a pest control

Invoice, and stalf infarview, the facility failed to

assure the past control program was effective,

and the facility waa frae of insects, The findings

| the cleanliness of all vents and fan
“cavers on 2 monthly basis and teport
Tindings to the QA committee on 4
quartztly basis,

F 469 Physical Bavironment- Pest
Control

The facility was re-sprayed by the
Pest control contractor on 08/03/05,
The contract with the curtent pest
control Company was revised, to
include free call-backs within 24
hours of notification. The facility

- dept heads will be responsible to
Jook for insects during the facility
walkthrough completed on a weekly
basis and reported weekly at the

F 468 facility managers meeting.

3 LTI ER COMPLETED
AND PLAN OF CORRECTICN DENTIFICATION NUME A BULOMG
536050 B WiNG 08/023/2005
NAME OF PROVIDER OR SUPPLIER STREET ANDRESS, CITY, STATE, 2P GODE
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A0 SUMMARY STATEMENT OF DEFICIENGIES ] PROVIDERS PLAN OF CORREGTION o
PREFIX |  (EACH DEFICIENGY MUST BE PREGEEDRD By FULL FREFX | (EAGH CORRECIVE AT REGTIO! 85 COMbLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG i CROSS-RERBRENCED TO THE APPROFRIATE 0ATE
j BEFICIENGY)
F454 | Continued From page 20 F 454! Director of Maintenance will augdit

s
/1o

k3

1% s
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Obsenation on &/1/06 at 1:12 P, 812408 at
10:35 AM, and 8/3/05 at 9:35 AM revealed Sive
and dead fiying anls on window fexiges, heater
ledges, and the foor of e education/conferance
racm. Qbservation on 8/2/05 at 10 AM alss
revealed anta in the mechanical room on the figor
near an enclosed rmouse trap by the back door,

Review of o Terminix (a pest contro)
company) mvoice revealed the building was
sprayed for pests on 7/6/05, and on TH8/08,

Interview with the administrator on 3405 ot 12:45
PM nevealed more should be done {0 aliminate
the insocts.
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