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1 sanitary, orderly, and comfortable interior,

| Observations on 8/7/13 at 4:28 PM revealed the

 painted wells had numerous scratches and areas
[ of missing paint.

The fatility must provide housekeeping asnd
maintenance services nacassary to maintain a

This REQUIREMENT Is nnt rmet as evidenced
by, -
Based on observation and staff Interview, the
facility falled 1o ensure’a well-maintalned and
homelike Interlor in cornmon areas and in 3 of 3
hallways. The findings were:

following concerns:

4. The brown wooden baseboard was
axcassively gouged and scratched in the
gommon/activity area near the main enfrance on
3 of 4 walls. .

b. The brown wooden baseboard was
axcessively soratched and gouged in the 200 hall,
and in the 100 and hospital wing hails, towards
e common area.

¢. in tha dining room, the South and East

1 maintain a sanitary, orderly and comfortab
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%4110 SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF GORRECTION. (48}
FREFIX {EACH DEFICIENCY MUST BE FRECEDED 8Y FULL i PREEK (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) VTAG GROSS-REFERENGED TO THE APPROPRIATE Dt
| DEFICIENGY)
F 000 | INFTIAL GOMMENTS F 020
The following common abbreviations are used !
throughout this document:
CAA- Care Area Assassment
DON- Diractor of Nursing
MDS- Minlmum Data Set
L.ess commohly used abbreviations will be
annotated In each deficiency. ! 7 '
F 263 | 483.16(h)(2) HOUSEKEEPING & 253| This facliity wiil ensure housekeeping and
53=0 | MAINTENANCE SERVICES { mainlenance services necessary {o i

Irterior are provided.
#. 1. The brown wooden baseboard intha
gommon/activity area near the main
antrance will by painted by malntenance
staff. 1
2. The brown wooden baseboard in the
200 hall and in the 100 and hospital wing
halls will be painted by maintenance.
| 3. Dining room wals will be palntod by
maintenance staff.
4. The heat vents In the dining room
i will ba painted by maintenance staff,
I'B. Maintenance staff will check all walls
and baseboards throughout the facility for
gouges and missing paint. Any surlace
{dentified with gouges or missing painl wilt
frave palnl repairs done by maintenance
{ stalf.

LABORATORY DIRECTOR'S OR PﬂOVlDERISUPPLiER REPRESENTATIVE'S SIGNATURE
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otliar safaguards provida sufficlent projection to the palians. {(See Instruclions.] Exospl for nursing homes, the findings staled above are disclosable 90 days
follawlng the date of survay whathor of nol a plan of correction is provided. For nursing hemas, tha above findings sind plang of correction are disclosabla 14
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PREFX {EACH DEFICIENCY MUST BE PRECERED BY PULL PREFIX (EACH CORREGTIVE ACTION SHOULD 8E BCH:!PLE)TION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROBS-REFERENCED TO THEAPPROPRIATE |  DATE
1 ) _ DEFICIENCY) e
- S -8 isor will inserviea
F 263 { Continued From page 1 F 263 {na]'mrlaai:;?'lr:;ns{;:ﬁ Ijhpaetrzlrfaci|jty surfaces
d. The two painted heat vents In the dining hearved to have gouges or missing paint
room on the Fast wall, under the windows, were obsarvad to have gouges ¢ 8 paint
- excessively scratched, will be scheduled for painting immadiately
| 3. Maintenance Supervisor will do
Du?nlg an interrl?f\.\;;n tﬂf B’; (:hat f554l?nAM. o cid guarterly ohservation of all facility walls-and
maintenance sta stated the facllity ususlly
the palnting in the winter. He stated he was baseboar;is Qandl:'lep: r rosulls Committed.  9/30/13
unsure when the baseboards and dinlng room quarterly to Quality Assurance ( '
were fast painted, but "probably March," He : '
slated there was nof really a schediils, but things
got added to the list as staff notloed them, He :
further stated he had noticed that the baseboards
and dining room were "gatting bad." X ) i .
F 2721483.20(b)(1) COMPREHENSIVE {2 oy This facility will conduct, ml.tlally and
£8=01 ASSESSMENTS periodially, a comprehansive, accurate,
slandardized reproducible agsessment of
The tacility must conduct initially and peradically sach resident's functional capacity.
B comprehensive, acturate, standardized '
! raproducible aesessment of aach resldent's A Resident #17 will have comprehensiveJe
- functiona capaclty. dental assessment done by Distary Manager
& Director of Nursing Service. Assessmant
A facility mustfmake a comprehensive { will rasult in appropriate CAA documantation
agsessment of a resident’s needs, using the f dantal care
resldant assessment instrument (RAI) specified | and dapp:;pr;attetl:clusic;n ?an er':r?e:;i:ni :
by the State. The assessmant must Include at neods acdad to ine cars p
teast the foflowing: ' #17. _
| ldentification and demographic Iinformation; { B. All residents’ will have a review of
ggzﬁ{m% ;?ttétine; | comprehensive assessments by DON &
rns, 1] '
Commurication: Dieta.ry Manager, Any rasident, ‘
| Vislon; identitied as not having a comprehensive
Mocd and behavlor patterns; dental agsessment complated, will have
Paychosocial wetl-belng; ; assassment done by DON & Dietary
 Physicat functioning and structural problams; ' Manager. -
Gontinence; C. DON wilt Inservice Dietary Manager
Dissase dlagnosis and healih conditiois; P d dent |
Dental and nutritional status; ragarding need to ensure every tesiden
8kIn conditions; has a comprehensive dental evaluation |
| ] i |_dane on admisslon, annually and upon any
FURM GIMS-2687(02-60) Previous Verakons Obsolala Event 1D WRALT Tacllity I0; WYQUD2 If continuation shaet Page 2 of 8
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Xy 0 BUMMARY BTATEMENT OF DEFIGIENCIES 9 PROVIDER'S PLAN OF GORREGTION (8}
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F 272 Continued From page 2 | Far sigriificant change.

| Activity pursult; [ 0, DON will monltor comprehensive
Medicatlons, agsassmants for completion monthly and
Special treatments and procedures; results will be reporled to Quality Assurande

Discharge potentlat; ;

Docurnentation of summary Information ragarding : commitiee quartery. w0N3
1{he additional assessment performed on the care
areas triggered by the completion of the Minimum
Data Set (MDS); and

| Documentation of participation in assessment.

This REGUIREMENT s not met as evidenced

Based on madical record review and staff
intarview, the facility failed 1o ensure
comprehensive assessments were completed in
all needed arsas for 1 of 9 sample residents
{#17). The findings were:

faview of the 8/1/13 annual MDS asaeasment for
resident #17 reveated dental care triggered,

' requiring further essessment, Howeaver, réview of
the attached CAAs revealad no CAA for dental
gare, In addition, review of section V ghowed no
location of assessment Information was listed for
the triggered area of dental care. During an :
interview on 8/7/13 at 3:50 PM DON #1 stated .
she had spoken to the distary manager who |
slatad she it not do-an gssessment becausa "t ;
only triggered because the resident Is !
adentulous.” :

F 260 | 483.20(d)(3), 483,10{k){2) RIGHT TO £ 280} This fachity will ensure that a written care
§5=D | PARTICIPATE PLANNING CGARE-REVISE GP ' plan is updated as appropriate to reflect

i yasldants’ current are neads,

e
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F 280 | Continued Fram page 3 ' paap] A Resident #& wlili have a comprehensiv
bowsl and bladder assessmenl done by
The resident has the right, unlass adjudged DON and appropriate care plan
.tlncompettentdor oéhartvhﬂstla foun?ltllt: bgt ot interventions documented. |
ncapacitated under tha laws of the Stata, fo ! B. All residents will have a comprehensive

participate in planning care and freatment ar

changes in care and treatment. i bowal and bladder assessmant review

done by DON. Any resident Identified to ;
Acomprehensive care plan must be developed not have a comprehensive Bowel & BPde%r
within 7 days after the completion of the assessment will have assessmant done

- gornprehenglve-asgessment; prepared by an , i
Interdisciplinary team, that ineiudes the attending irrl\!:nadlalgly. Comprehensive assessrnantl
physlolan, a registered nurse with responsiblity - will result in appropriate care plan

i

for the resident, and other appropriate staff In ' intarventions documenied.
: disciplines as determined by the resident's needs, C. Adrinistratar will inservice DON's
! and, to the extent practicable, the-participation of regarding the need to ensure aach

tha resident, the residente family or the resident’s residant a G i :
| loqal representative; and cerlodically reviewed ent recelve & comprehansive bowel
o tesod by a team of qualified persons after and bladder assessment upon admisslon, ;
@ach gesessment. annually, and or sighificant change of ]
- | rasident conditlon, DON's wili use !
comprohensive bowe! & bladder assassmeht
tevlew as inservice tool to increase DON

This REQUIREMENT I8 not met as evidenced ~awareness of need for comprehensive
by | assessment complation and care plan update.
iBased on medical rac:orciI review and staff D. Care Plan Team will do monthly
ntervisw, the faclity failed to ensure he written Lrsom
care plan was updated lo reflect the current "jgz s p_r?hem:[ve bowal & bladder
" status for 1 of § sample residents (#8). The [pesessment review and review care plan fo
Hindings ware: ! appropriate intarvention documentation.
_ Rasulls will ba reported to Quality
Raview of the current care plan dated 7/10/13 Assurance Committee quartari i
showed resident #6 had a Folay catheter. fo/30/13 d - 815013

However, review of physiclan-orders and nursing ;
notes showed the catheter was disconlinued on  ° \
7190113, Raview of the bowel and bladder report !
for August 2013, through 8/6/13, showed the |

resident was Incontinent of bladder every day.
Further review of the care plan showed no ] !

O CMS.2867(02-99) Pravicus Versions Obsolata Evenl 10;WPXL14 Facifly I WY0002 I sortinualion sheet Page # of §




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08M19/2013

' d’/ FORM APPROVED
OMB

GENTERS FOMA_EDICARE & MEDICAID SERVICES . B NO. O 38-0391
GTATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA 1K) MULTIPLE CONSTRUCTION {3 DATE BURVEY
ANO PLAN OF GURRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED

636019 B WING . 0B/08/2013

NAME OF PROVIBER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE

BONNIE BLUEJACKET MEMORIAL NURSING HOME

360 SOUTH UG HWY 20
BASIN, WY 82410

TEMENT OF DEF PROVIDER'S PLAN QF CORRECTION X6)
éﬁ"c}s‘!& QE!\GSE:J 3&“&2&3@?&%"&? Ia? Laeggég%ﬁuu Wgﬁnm {EACH GORRECTVE ACTION BHOULO BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TG CROBS-REFEAENCED TO THE APPROPRIATE CATE
. DEFICIENCY)
F 2801 Continued From page 4 F 280
interventions to addrass bladder incontinence
sinoe the catheter was discontinued. On 8/8/13 at
8:45 AM, DON #2 confirmad the care plan was
not updated. She stated it was the responsibility
of the nurses or the DONs to update the care
plans. . , )
F 283 | 483,20()(1)8(2) ANTICIPATE DISCHARGE: F283| This facllity wilt ensure a dischargs

g8=D | RECAP STAY/FINAL STATUS

‘When tha facility anticipates discharge a residant |
must have a discharge summary that includes a
recapitulation-of the resident's stay; and a final
summary of the resident's status to include lterms
I paragraph (b)(2) of this section, at the time of
the dischargs that 15 -available for reledse lo
suthorized persons and agencies, with tha
consent of the resident or lagal representative,

This REQUIREMENT s not met as evidenced

Based on medical record review and staff
Intarview, the facility failed to ensure a discharge
summary including a recapitulation of stay wes
completed for 1 of 1 sample resident (#33) who
was discharged to another facllity, The findings
weare:

Review of tha closed medical record for resident !
#33 ghowed s/he was discharged on 7H/13 with
plans for admission to another long-term care
fachlity. Review of the 7/1/13 discharge report
showed the reason why the regsident was being
discharged, but falled to Include a récapitutation
of stay or a final summary of the resident's stalus.
During an Interview with DON #1 on 8/7113 at
4:15 PM, she confirmad the dlscharge repoit did
nol address the requirsments and did not recap

(aslde_nt transferred to another faeility
| from our facllity over the last 6 months,

" rafarrad {o the DON. DON will documsant i

- inservice tool te ensure full undsrstanding

summary, including a recapilulation of
stay, Is completed for any resident
dlacharged to another facllity. :
A. Resident #33 will have a recapituiation
of stay completed by DON. Recapitulation
will be provided to the resident receiving
facility.

B. Medical Records Clerk will identify any

Any resident transfer Identilted will have
revigw done by Medicel Records Clerk to
determine completion of racapitutation of
stay, Any transfer thal does nol have a
recapitulation of stay document will be

a-recapitulation of stay using patient
record.
. DON will use klentified transfers as

of need to provide recapitulation of stay
o a {aclity recelving a resident transfor
from our facllity.

D. Medical Records will monitor all resideny

fransfars for inclusion of recapiulation of
stay. Results will be repdrted to Quality
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