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The followlng common abbreviations are used
throughaut this document;

CNA:  Certified Nurse Aide

DON:  Diragtor of Nursing

LPN:  Licensed Practical Nurse

MAR: Medication Administration Record

MDS:  Minimum Data Set .
RN:  Registered Nurse |

l.ess commanly used abbreviations will be
annotated in each deficiency

F 225 483.13(e)( )=}, (c)(2) - {4)

55=0 INVESTIGATE/REPORT
ALLEGATIONS/ANDHIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry soncerning abuse, neglect, mistreatment
of resldenis or misappropriation of their proparty;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a hurse aide or
other facility staff to the State nurse aide registry
or licansing autharities,

The Ffacility must engure that all alleged violations
involving mistreatment, neglect, or sbuse,
ingtuding injurles of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and -
to other officials in accordance with State law !
through established procedures (including to the
State survey and certification agendy).

F225. 1his facifity will ensure any allegation of

abuse is thoroughly Investigated and re-
port will be made to State survey agency,

1) Investigation of resident #19 allega-
tian of abuse will be done by Adminis-
trator, Director of Nursing Services
and Social Servtce Director, Investiga- :
tion will include interview of resldent,
CNA staff, LN staff, and close observa-
tion of resident condition and cares.
Results of investigation will be report- 3
ed to State agency.

2} Soclal Service Director will visit with all
residents regarding actions of staff
towards them during cares. All resi-
dent interviews will be documented by
Soclal Service Director, Any resident
identified to have concerns regarding
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investigation Is in progress.

The results of all invastigations must be reported
to the administrator or his designated
representative and to other cfficials in accordance
with State law (including to the State survey and
certification agency} within 5 working days of the
incident, and if the afteged viclation Is verified
appropriate corrective action must be taken.

This REQUIREMENT s not met as evidenced!
by:

Based on review of medical records, State
survey and certification agency records, and staff
intarview, the facility failed to investigate and

1 of 1 allegations of abuse discovered during
record raview. The findings were:

Review of a social service progress note dated

has gommented soveral imes this month that
one of the night aides has been rough with

and they will keep an aye out. May be [his/her]

: paranoia. Will continue o menitor." No evidence
of an investigation inta this allegation was found.

; Review of State survey and certification agency
records revealed no report was made to that

. office of an abuse allegation.

During an interview on 6/26/14 at 2:06 PM, the
saclal services director confirmed the aflegations
were not thoroughly investigated, and no report

report 1o the State survey and certification agency .

1213113 for resident #19 revealed "[the resident]

fhim/her]. | have spoken with the aides abeut this
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F 225 Continued From page 1 F 225 staff provided care, will result In bvesti-
The facillty must have evidence that all alleged gation of concern and report to State
violations are: thoroughiy investigated, and must agency.
prevent further potential abuse while the
3) Social Service Director will be in-

serviced by Administrator regarding
the need to Immediately recognlze
anhd report any concern or verbaliza- !
tion by any resident regarding

abuse.

4) Monitored by Sacial Service Direc-
tor through quarterly reporting of
residant concerns to Quality Assur-

ance Commitlee,

§/5hy
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58=p INDIVIDUALITY

by:

-was made to the State survey and cerlification

F 241 483.15(z) DIGNITY AND RESPECT OF

The facility must promote care for residents in a
rnanner and in an environment that maintains or
enhancas each resident's dignity and respact in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced

Based on madical record review, observation,
and resident Interview, the facility failed to ensure
staff treated 1 of 9 sample residents (#2) and 1
non-sample resident (#5) with dignity and
raspect. The findings were:

1. Review of the 5/5/14 signiftcant change MDS
assessment showad resldent #2 required
< extensive assistance with dressing and bathing,
“and was totally dependant for transfers and toilet :
- usa. The following concerns wers identified:
t a Inferview on 6/25/14 at 6:25 PM with ,
' resident #2 revealed s/he was uncomfortable and
" had requested to ba laid down. The resident
stated s/he was having pain and discomfort and
“sthe had to "sit here and cringe” because sfhe
ean't get away from it [the pain].” The resident
: was unable to transfer without assistance. At that
| time, CNA#1 who had hesn asked by the
resident for assistance, came back and told the
_rasident it would be 30 minutes before s/he could
- be hefped. At 6:30 PM the resident again asked
‘ the CNA how much longer it would be, telling the
aide sfhe was experiencing pain and discomfort,
b. At 6:53 PM, the resident wheeled

F 241 This facility will ensure and environment
that malntains or enhances each resl-
dent's dignity and respect in full recogni-
tion of his or her individuallty.

1) A Resident #2 will be observed
closely throughout the day by Direc-
tor of Mursing Services. DON will
visit with resident #2 frequently ‘
throughout the day to identify needs |
and concerns of resldent #2. DON !
will ohserve interaction between
resident #2 and stalf. DON will Inter-
vane far resident #2 at anytime staff
Is noted to not address the raguests
or concerns of resldent #2. DON
willl address CNA #1 regarding the
need to listen and provide care to
resldent #2 upon any reguast, con-
cern or compiaint by resident #2.
DON will address CNA's #2 & #3 re-
garding listening to the concerns of
rasident #2 and providing care as
requested and safe. They will also
be visited with regarding the need to
report all resident #1's concerns and
complaints of pain to the LN staff
immediately. Resident #1's care plan
wlll be revlewed and updated as
apprapriate to include resident re-
quests and comforts.

B. Resident i#6 witl have full pain

FORM CMS-2567(02-99) Previous Versions Qbstlete

Evant I GOCS 11

Facility ID; WY0002 If conlinuation sheet Page 3 of 21




PRINTED: 07M1/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT QF DEFICIENCIES (#1} PROVIDERISUPBLIERICEIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 0(/ COMPLETEL
G
535018 B, WING 06/26/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
368 3QUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410
o) 1D SUMMARY STATEMENT OF DEFIGIENGIES 0. PROVIDER'S PLAN OF CORREGTION )
PREFX  {EAGH DEFICIENCY MUST BE PREGEDRD BY FULL PREFX . (EACHCORRECTIVEACTION SHOULDBE ' COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATICN} TAG | CROSS*REFEREB]SEE TO THE APPROPRIATE DATE
: FICIENGY}

F 241 Continued From page 3

himfherself into hisfher room, and put on the call
flight. CNA#2 and CNA #3 rasponded to the call
light and began fo prepare the resident for bed. A
hospital gown was presented fo the resident, and
sthe said, "Do | have to wear one of those? { don't
fike It." CNA#3 responded, "Yes. You sweal a lot."
The resident again stated that s/he did not like tc
wear the hospital gowns, but allowed the CNAs to
dress him/er init. At 6:59 PM, the resident was
transferred to bed, at which time &/he complained
of pain, stating the pain made him/her "want to
cry; huris like the devil." CNA#3 responded to
this complaint of pain saying, "That comes from

- being a diabetlc." At 7:54 PM, RN #1 received

- report that the resident was complaining of itching
and pain. The RN assessed the resident for
itching, and wondered aloud if the resident was
suffering from itching dug to the hospital gown
that sfhe was wearing, and commented the
resident usually wore a t-shirt to sleap In. The RN
assisted the resldent in removing the hospital
gown, and donning a t-shirt, et which time the
resident stated sthe was "glad to get thal damn
thing off." The RN also administered pain
medication at that time.

2, Observation on 6/25/14 at 6:28 PM revealed
severat residents were seated at a table in the

- living area. Resident #5 was seated in a

| wheelchair at the table and made several

comments about pain s/he was experigncing in

- hisfher legs, RN #1 was in the area preparing to
pass evening medications. On 6/26/14 at 6:32
PM, the resident complained to the DON stating,
"My leg hurts tonight. My leg always hurts." The
DON rgsponded, "Maybe [RN #1] has something
he can give you." The DON did not communicate
the resident's complaint of pain directly to the RN.
Interview with the resident at 6:40 PM revealed

F 241" assessment review done by DON. Pain

_ assessment will include leg pain and posi-

" tioning. DON will visit with RN #1 regard-
ing need to immediataly Intervene for
resldent #6 at any complaint of pain. In-
terventions might include, pain medlica-
tlon, position changs, transfer to more
comfortable chalr, at a minimimum. Ad-
ministrator wlll Inservice DON regarding
need to immediately notify appropriate
staff when DON is notified of resident
concern, Interdisciplinary Team will re-
vlew and update care plan as appropriate
based on resident #5 pain assessment,

2} Director of Nursing Service will ob-
serve all staff to resldent interaction
watching for resident requests and
concerns and resultant interventions,
Any cohcerns or requests Identified
to be Ignored or set aside by staff will
result in immediate intervention by
DCN to ensure resident concerns are
being addressed by al! staff. Director
of Nursing Service will do review of
pain assessment for all residents.
Interdisciplinary Team will review
and update all resident paln Care
Plans as appropriate, DON will notify
all staff of changes to paln care plans
and apprepriate and immediate in-
terventions.

3) DON will Inservice all staff regarding
need to listen to resident concerns

FORM CMS-2567(02-59) Previous Verslons Qbsolote Evenl ID: GOCEH
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resident's complaints of paln.
F 309 483.25 PROVIDE CARE/SERVICES FOR
sg=pn HIGHEST WELL BEING

Each resident must receive and the facility must

provide the nacessary care and services to attain

or maintain the highest practicable physical,

mental, and psychosocial weli-being, in

accordance with the comprehensive assassment
_and plan of care.

- This REQUIREMENT is not met as evidenced

by:

Based on observation, medical record review,

! and rasident interview, the facility failed to assess
pain for 1 random non-sample resident (#6) who
voiced complalnts of pain, The findings were:

Observation on 6/25/14 at 6:28 PM revealed
several residents seated at g table in the living
area, Resident #6 was seated in a wheelchair at
the table and made several commenlts about pain
s/he was experiencing in hisfher legs. RN #1 was
in the area preparing to pass evaring
medications. On 6/25/14 af 6:32 PM, the resident
complained to the DON stating, "My leg hurts
tonight, My leg always hurts.” The DON

o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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F 241 Continued From page 4 K244 | and requests and provide cares conslstent .
being moved from the wheelchair o a recliner - with resident wishes. DON & Administra-
"would help" relieve the discomfort. This * tor will empower staff to report any resi-
comment was in the presence of RN #1 who dent requests which might not be con-
, ma(:(e ”? ar:te[r&pt *? regosllgc;n th%?;']deml _gr t \ - sistent with care plans so that care plans !
seek out an aide who could transfer the resident. . : i
. . O and resident :
' At 8:45 PM tha resident continued to be seated in ' e concel;"s can work together
the same locatlon at the table in histher | . to ensure best yesident care, DON will
wheelchair, Review of the medical record on inservice all staff regarding need to imme- - & )ﬁ / p
/26/14 showsd no dacumentation refated to the diately intervene for any complaints of ‘#ﬂf] |

This facllity will provide the necessary
tare and services to attain or maintain the
highest practicable physical, mental, and
psychosocial well-belng.

F 309

1) Resldent #1 will have pain assess-
ment done by Director of Nursing
Services. Pain assessment will result
in interdlscipllnary Team Care Plan
review and update to include pain
interventions. DON will Inservice RN
#1 regarding need to listen to resi-
dent and recognize need for Interven-

tion upon any complaint of pain,

2) DON will do patn assessment on all
residents which will ¢esult In Interdis-
ciplinary Team review and appropri-
ate update of all resident pain Care

Plans.

3) DON will Inservice all staff regarding
need to assess and decument all com- -
plaints of pain by all residents. $taff
wlll revlew Care Plans to ensure all

pain interventions are belng

FORM GMS-2067(02-00) Pravious Versions Obsolele Event ID: GOC511
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paln intluding notifying LN, posltion change,
transfer to another chair and recognition that no
resident should be allowed to stay in pain
for any amount of time,

4) Monitored by DON through quarterly
reporting of resident/staff ohservation and
resultant appropriate interventlon of care.
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F 308 i Continued From page 6 . F 309 implemented. LN's will be inserviced by
i respanded, "Maybe [RN #1] has somathing he ' DON regarding appropriate documenta-
i can give you." Th? DON did C?Ot G?mmﬁnm;ﬁf the . . tion of pain to include onset, site, level,
 resident’s complaint of pain directy to the RN. :
Interview with the regident at €:40 PM revealed mitewenﬂon' post Intervention pain lev-
being moved from the wheelchair to a recliner e
"would help" rellgve tha discomfort, This 4) Monitored by DON through quarterly
. comment was in the presence of RN #1 who ‘ reporting of appropriate pain Interven-
. Made no attempt to reposttion the resident, or  tion and documentation by staff to Qual- g}q} ¥
“saek out an aide who could transfer the resident. : .
AL 8:45 PM the resident continied to be seated in - , Tty Assurance Committee. a4
the same localion at the table in hisher ' :
wheelchair. Review of the medical record on
612614 showed no documentation related to the f
resident's complaints of pain.
F 314 483.25(c) TREATMENT/SVGS TO F 314
88=0 PREVENT/HEAL PRESSURE SORES This facility will ensure that a resident
who enters the facility without pressure
Based on the comprehensive agsessmant of 8 sores does not develop pressure sores.
resident, the facility must ensure that a resident
who enters the fagillty without pressure sores 1) A. DON will contact MD for pres-
doas not develop pressure sores unless the sure sore intervention orders for |
Individua's clinical condition demonstrates hat resident #2. LPN #1 & #2 will be !
they were unavoidable; and a resident having inserviced regarding need to pro- ;
pressure sores recelves necessary freatment and vide all pressure ulcer treatment

services to promote healing, prevent infection and undar ordar of MD.
prevent new sores from developing.

B. DON will contact MD for pres-

. . . sure ulcer Intervention order for resi-
This REQUIREMENT s not met as evidenced .  dent #25. LPN #1 & #2 will be inserviced

by: ‘ ,
gased on obseivation, madical record review - regarding need to provide all pressure
and staff Interview, the facility falled to ensure  Ulcer treatment under order of MD.

: residents having pressure sares recelved 2)  DON will review the medical record

. physician-ordered traatment and services to of all resident's Identified with pres-
prormole heaiing for 1 of 1 sample resident (#2)
and 1 non-sample (#2&) resident with pressure
sores. The findings were:

sure sores. Any resident noted to
have pressure sore interventions
without MD orders will immediately

FORM CMS-2567(02-08) Pravious Versions Obsclele Event IR GOCHN Facility ID: WY0002 If conlinuation sheat Page 6 of 21
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notad. Obsarvation of wound carg with LPN #1 on
6/26/14 at 11:11 AM vevealsd the resident had an
Allevyn dressing on higther left butioek, The
dressing was remeved, the wound was cleansed
with starile normat sallhe, and & frash Allevyn
dressing was applied. The followlng concems
wera identified;

a. Interview with LPN #2 on 6/26/14 at 3:30
PM revealed the nuraing staff treated pressure
ulears according to stending orders, Review of
the facillty standing orders entitled "Medical
Protocol Ordere" showad the treatment for
pressure ulcer or wound care to be: "Follow
speaific MD, order for surgloal wounds or
pressure uicers."

2, Interview with the DON on 6/26/14 at 2:06
PM revealed the facllity had no physiclan orders
for the treatment of this wound,

2. Review of the 6/12/14 quarterly MDS
agsassmont revaalad resident #25 was at risk for
pressure Ulcars, Roview of a Weakly Skin
Assassment dated 6/18/14 revealed, "Resident
with 0.25 om open arsa to right inner buttock
between coccyx area and huttock fold, Alleyvn
applled to affected area” Observation of wound
caro with LPN #2 on 6/26/14 al 3:30 PM revealed
the rasldent had an Alleyyn dressing applied o

4y D " SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION X6)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {BAGH GORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DAVE
DEFICIENCY)
F 314| Contlnued From page 6 F814]  Sore orders,
1. Review of the 3/6/14 significant change MDS N
assesement revealod resident #2 had disgnoses 8} DONwillinservice all LN staff regard-
that Included peripheral neurapathy and diebetes Ing need to provide pressure ulcer
mellitus, was at risk for presaurs ulcers, required interventions anly under the direc-
extensiva asslstance with bed mobllity and tion and order of MD,
dressing, and required ftotal assistance with
jransfars and follat use. Review of a late-antry 4} Monitored by DON/designee
clinical note for /21714 at 4:30 PM showed the through quarterly reporting to Qual-
resident had an Allevyn dressing covering a sore ity Assurance Committee of Medical .
measuring 0.8 centimetars {cm) to the "left Record review of pressure sore of- % H}M
gluteal fold," and scant light yellow drainage was ders by MD. 1%
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the right lower gluteal furrow. The dressing was
removed, ravealing an area of discolored skin
that appeared closed. A fresh Allevyn dressing
was applied. The folfowing congerna wers
identified.
a. Inferview with LPN %2 on 6/26/14 at 3:30
PM revealed the nursing staff treated pressure
ulcars according to standing orders. Review of
the facllily standing orders enfitled "Medical
Protocol Orders” showad the trealment for
pressure ulcer or wound cere to be: "Follow
specific M.D. order for surgical wounds ot
preseure ulgars.”
b, LPN #2 was unable fo locate physician
orders for treatment of this wound,
¢. Interview with the DON on 8{28/14 at 2,06
PM confirmex) the faclltty had no physician orders
for the treatment of thls wound,
F 323 483.26(h} FREE OF ACCIDENT F 323 | This facifity will ensure that the resident
s8=0 | HAZARDS/SUPERVISION/DEVICES environment remalns free of accident
hazards as is possible and each resident
The facility must ensure that the resident receives adequate supervislon and assis-
environment remains s freg of accldent hazards tance devices to prevent accidents.
as is possible; and gach resident recelves
adequate supervision and assistance davices o 1} DON will ohserve resident #5 trans-
pravent accidents, fers by staff and will Intervene Imme-
diately upon Identification of any
transfer noted to be anything but lift
transfer. CNA’s {1 and #4 will be
This REQUIREMENT Is not met as evidenced inserviced regarding safe transfers of
by: resident #5 and need to read and
Based on obsarvation, staff Interview and follow care plans,
g;efgtl;a;qrsg&ﬁ&%ﬁ’ﬁg;ﬁﬂ:ﬁgﬁ“g? :;,[0 onaire 2) DON will observe ail staff during all
observations of resldant transfers. The findlings resldent transfers. DON will Immed-
were: ately lntervene upon any identifica-
tion of unsafe transfer practices

FORM CMB-2667¢02-08) Previous Varslons Chsoleta Evenl ID.GOCEH Fachlly 1Dz WY000:2 If coninuatton shewt Fage 3 of 21
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F 323 | Continued From page 8 Faz3| bystaff
Review of the 5214 quarterly MDS assesstment 3)  All staff will be Inserviced by DON
assistance from staff for transfers, Review of the practices for allresidents., Al staff
care plan last reviewed oh 8/4/13 showed the will be Instructed to follow Care Pl
resident required a mechanical "sara-ift" or "lift cred 1o Toliow Lare Fians
for 2 person transfer." Observation on 8/24/14 at to ensure they understand which
.66 AM showed the resident was transferred methad of transfer has been deter-
from the whaslohalr to a recliner by CNA#1 and mined safe and appropriate for all 5’}?};»;
CNA#4, The CNAs used an under the arms grab residents. _?197-(4
and Iit. Interview with the DON ony 6/26/14 at 3:25
PM verified the transfer was unsafe,
F a1 433-25(” SUFFICIENT FLUID TG MAINTAIN F 327 This facility will provide each resident with

85=0

HYDRATION

The facfity must provide aach resident with
sufficient fluid Inteke to maintain proper hydration
and health,

This REQUIREMENT 13 not met as evldenced
by:

Based on observation, medicel racord review
and staff and resldent irtetview, the facility failed
to ensure hydration staius was maintained for 2
of § sample resldents (#3, #5). The findings were!

1, Review of the 52/14 quarterly MDS
agsessment shawed resident #b had & dlagnoses
of dementla and required extensive assistance
with eafing. Revlew of the 7/10/13 registered
dlatitian {RD) assessment showed the resident's
estimated fluld needs were 1776 mis (millilters)
per day. The following conoerns were identlfied:

a, Obsarvation on 6/23/14 at 4:40 PM
showad the regident was seated in a recliner In
the living area. When talldng lo the resident It was
noted histher lips were dry and cracked,

b. Obaetvation on 6/24/14 at 9:65 AM showed

sufficient fluid intake to maintain proper
hydration and health,

1) A. DON/designee will observe resi-

B

dent #5 throughout the day and ob-
serve for staff offering and providing
fluids at each contact and multiple
times throughout the day, DON/
designee will Intervene any time staff
is identified to not be offering/
providing fluids to resident #5. Inputs
will be recorded by CNA staff,

DON/designee will observe resident

3§E’fhroughnut the day and observe

for staff offering and providing fluids
at each cantact and multiple times
throughout the day. DON/designee
will intervene anytime staff is identi-
fied to not he offering/providing flu-
Ids to resident #5. Inputs will be rec-
orded by CNA staff,

2) DON/fdesignee will observe all res

FORM CMS-2567(02-90) Pravloua Virslns Obsolate

Evant ID: GOGA11
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ldents at each contact and multiple

F 327 | Continued Fromm page 9 F 327 times throughout the day., DON/
the resident's lips remained dry and cracked. designee will observe CNA's passing
¢. Review of the fuid Intake records showed ferine and assisting resi it
the amounts of fluids recorded were with meals. offering and assisting residents with hy-
From 6/20/14 to 6/24/14 the recards showed the dration/nutrition pass at least 3x/day. If
resident averaged 984 mis of fluids par day for staff Is Identified to not provide hydra-
those five days, tion/nutrition pass 3 times per day, DON
d. Obseryation on 6!2’53 14 at 8:17 PM will immediately intervene to ensure
showed the resident was in bed and thers was a hydration/nutrition passes are being

water pltcher on the bed side table. However, a
fall mat was on the floor next to the bed, placing
fhe table and water out of the resldant's reach,

done for residents. Night time water
pitcher fill will be checked by DON/
designee to ensure all water pitchers are

2. Reviaw of the 6/13/14 quartery MDS being filled for each resident In the eve-
assessment showed residant #3 was nings. DON/destgnee will observe med-
Independent for ealing, However, the resldent cal record for documentation of fluld

had experienced slgnificant weight loss and

review of the 2/6/14 care plan for mput.
dehydrationffluid maintenance showed Eluidﬁ were 3) DON will inservice all staff regarding
to be encouraged, and & "hydration protoco need to brovide hvdration for all
followed. The following concerns wora identified: o To provi V” ration fora

a. Observation oh /265114 at 8:06 PM residents which will include hydra-
showed ONA#2 helped the resident with evening tion/nutrition pass 3x daily plus
care and transferred the resldent to bed. The filled water pitchers both morning
CNA failed to encourage or offer the resident and night. Staff wil be instructed to
fluids prior to leaving the room. encourage and assist all residents

b. Raview of tha RD Initlal assessment with asslst needs. All Inputs will be

showed fluld needs wers estimated to be 1660
mig per day, Review of the fiuld intake records
which recorded Intake at meals showed the

documented in the resident’s medi-
cal record, DON and Administrator

average fluld intake per day for this regldant from will update hydration palicy and

B/20/14 to 624114 was 784 mls/dey. staff will be Inserviced regarding
facility policy concerning approprl-

3. Interview with CNA#6 on €/26M4 al 10:10 AM ate resident hydration

revealed the education CNAs recelved wes to e .

offer and encourage flulda with each resldent 4) Monitored by DON/designee

contact. This CNA further steted resldant #5 through quarterly reporting to Qual-

could drink If & glags was placed in histher hands, ity Assurance Committee of obser-

but coutd not get histher own flulds, The CNA
stated resident #3 cotld agk for fluids and could

FORM CMS-2567(02-99) Provieia Vesluna Obeclste Evanl ID:GOC6 1 Faallty ID: Wyan02 If continuption sheoi Page 10 of 24
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F 327 | Continued From page 10 F327]  vations and documentation of alt resi-

F 332
$8=0

drink If provided flulds; however, sfhe was
gonfused and needsd encouragement,

4, In & group Interview of 14 resldents on 6/26/14
at 10 AM, the residents ralsed concers that slaff
did nat consistently ensure water pltohers ware
replenished at night.

5, Interview with tha DON on 6/26/14 at 3:25 PM
verified ghe was unable (o find a “hydration
protocol." However, she axpacied staff to pass
watsr to each resldent rcom daily, to offer flulds
at meals, sotivities, and when resident cares ware
provided.

483.25(m)(1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

The facility must ensure that it is free of
madication error rates of fiva percent or greater,

This REQUIREMENT s not met as evidencad
by.
gased on ohservation, medical record review,
and staff Interview, the faclllty failed fo maintain a
medication error rate under five percent (%). Two
errors aocurtad out of 26 opportunities for error,
resuiting in an emor rate of 7,69%. Residents
affacted by these errors were non-sample
residents #12 and #7. The finoings were!

1. Obgervation of the medication pass on 6/26/14
at 11:30 AM revealed resident #12 was
adminlsterad sucralfate (Carafate) 1 gram (G),
The resident then went to the noon meal where
sfhe was observed 1o he eating 30 minutss later
at 12 PM. Review of the medical record revealad

dents requiring careful hydration inter- 8’) 7/]«-1
£
ventions, o1t

F 332 This facility will ensure that it is free of
medication error rates of five percent or
greater, )

1) A. DON will contact MP regarding
tesident #12 Carafate. Order will
be obtalned or medication will be
discontinued, LPN #2 will be in-
serviced by DON regarding appro-
priate timing of Carafate. Tlme of
megication administration for Cara-
fate will be reviewed and adjusted
a5 appropriate.

B. Resident #7 will be given warf-
arln at the time aordered.

2) DON will watch all LN's during med
passes and will immediately inter-
vene If any medication Is given at
an inappropriate time.

FORM Cing-2667 (02-00) Praviois Verslons Obsolate Evant 0: QOG5

Faallty I0: Wyonos {f oontinustion sheet Page 11 of 21




PRINTED: ¢711/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0838-0391
BTATEMENT OF DEFIGIENGIES A) FROVID fCLI
AND PLAN OF CORREGTION wo IDENTlFI%E%giPI‘%ﬁ\?DER? fﬁmﬁ;ﬂgﬁ CONBTRUGTION wa ggﬁfgﬁéﬁ\r
¢
636019 B, WING 06/26/2014

NAME OF PROVIDER OR SURPLIER
BONNIE BLURJACKET MEMORIAL NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
388 BOUTH US HWY 20
BASIN, WY §2410

(4 I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST B PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTICN SHOULD BE QOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE PATE
DEFIGIENCY)

F 332 | Continued From page 11 F332| 3) DON will Inservice all LN staff regard-
ne onder for this medication. Interview with LPN ing need to provide all medications
#2 revealed she was unable to find a slgned timely and review Drug Handbook
t1)rder Ig the chargdlnaervialaw wlth] the DON at with LN staff to ensure LN's under-

2:30 PM revealed the Elsctronic Medieal Record : .
(EMR) had a box that was checked as signad by Stand where ko fod information =
the doctor, but she was unable lo produce a garding implications ot Inappropriate
signed, dated and timed verbal or written order administration of medications. LN’s
far this medication, and she confirmed there was will be inserviced regarding the 5 R's
ho telephene order (TO) i the madieal record, of medication pass including right
ﬁm%rglng fo Lﬁxl-Cnmps1Dru1g1 tlﬁfgé:gatlon order. Any medication noted to not
andbook for Nursing 2010, on, pd. e i ;
1246, sucralfate should be administered wﬁ?h hm‘.re an;rie; will be 'rgr_md'atew
water on an empty stomach one hour befare or reviewed with MD to obtaln order or
fwo hours sfer meals. discontinue medication.,
4 .
According to Perry, Potter & Elidn Nursing ] xo::::rei bZIDC:IT t:mugh quarterly
Infarventions and Clinica) Sklls 2012, Bth eclition, porting to Quallty Assurance Com-
a physiclan's order Is required for all medications mittee of appropriate timing of medi-
administered by a nurse, in written or electronic cations at medication pass and re- >) .
form that includes the date, time and signatura of view of all medications and assoclat- | } f‘/rl;)
the prescriber, ed MD orders. Q—f'@‘.’ 4
2. Observation of the medication pasa on 6/26/14
gt 11:40 AM revealed resldent #7 was
adminfstered warfarlh sodium (Coumeadin) 1
milllgram (my). Review of the medical record
revealed the order for this medication was to be
administered at 8:00 AM every day. The
medication wag given three hours and 45 minutes
Iate.
According to Lexl-Comps Drug Information
Randbook for Nursing 2010, 11th edition, pg,
1398, this 8 & high alert medication with an
increased risk of causing significant harm when
used In siror, and states to administer at the
game time each day which enables titvating the
residant's blood level to a specific therapeutlc
range.
FORM CMA-2007(02-06) Previaus Vaislane Obsolets Event Ik GOGH § Faollty 10: YWYGDO? If sonlnuation shaet Paga 12 of 21
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F 3711 483.35()) FOOD PROCURE, F 3711 This facility will ensure food Is stored,
55=F | STORE/PREPARE/SERVE - SANITARY prepared, distributed and served under

The facllity must -

(1) Procura food from sources approved or
consldered satisfactory by Federal, State or locel
authoritles; and

(2) Store, prepare, distribute and serve food
under sanitary condltions

This REQUIREMENT Is not met as evidenced
by:
Based on obzervation and steff Interview, the
facllty falled to ensure sanitary conditions in 2 of
2 kitehens, The findings were:

1. Observation on 623/14 at 4:10 PM In the main
kitchen showed there were driad foad crumbs
and debris undernaath the slectric slicer located
on & preparation table. The slicer was not In use
and had been cleaned; however, the area sround
the adjustment disl was solled with & hulld up of
food, grease, and grime, Observation on 6/25/14
at 4:30 PM showed the sllcer and the counter
underneath the slicer remained In the same
gondition, According lo Food Code 2013, U.S.
Public Mealth Service: 4-601,11 "(A) Equipment
food-contact surfaces and utensils shall be clean
to sight and touch...{C) Nonfood-contact surfaces
of equipment shall be kept frae of an
aceumutation of dust, dirl, food residue, and other
debris."

2, Observation on 8/23/14 at 4,10 PM showed the
walls and celling In the produca walk-In
refrigorator were In need of cleaning. Thers was a

sanitary conditlons.

1) A. Dletary Manager will Inmediate-
) ly clean slicer, including dial, prepa-
ration counter, and counter under
slicer.

B, Dletary Manager will immediate-
ly clean preduce walk-in cooler celling
and walls,

C. Dietary Manager will immedi-
ately clean back wall of cooler,

D. Dietary Manager will immedi-
ately dispose of all disposabie contalners
in dietary department,

E. Actvities Dlrector will imme-
diately dlean or make provision for the
immedlate cleaning of the kitchenette
ice machine.

F. Dietary Manager will dispose
of alt disposable contalhers and will en-
sure sticer is dleaned Immediatealy,

FORM CMS-2667(02-08) Pravious Voralons Obactste v 113 GOGEH
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F 371 { Continued From page 13 E374) 2) Dietary Manager will observe all
black and brown dusty substence around the light dietary department areas for cleanli-
fixture and on the ceiling heer the light and the ness, Any area identified with any
condenser fan. In addition, the wall hear the light grime or discoloration, will be Im-
§W[L°h i:nd ?3 th?rn’lgml&l}lel‘ “‘?3 d“}f g’:h IE:‘ ] mediately cleaned by Dietary Man-
ars-colored Gust and grima, Acoording 1 Foo ager. Activity Dlrector will obsery
Code 2013, U.S, Publlc Health Service: 4-601,11 ger, S rve
g A) E quipment tood-contact surfaces and all Kitchenette areas for ¢leanliness,
utenslis shall ba clean to sight and touch...(C) Any area ldentified to be in need of
Nonfood-contact surfaces of equipment stall be cleaning, will be immediately
kept frae of an accumulation of dust, dirt, feod cleaned by Actlvity Director/ deslgn-
realdue, and other clabris.” ee,
3. Observatlon of the defrost cooler on 8/26/14 at 3) Dietary Manager will develop clean-

11:05 AM showe! there wera areas on the back
wall of the cooler with dark-oolored slustersd
spots. interview with the distary manager at the
{ime of observation verified the areas nesded to
be cleanad, According to Foad Code 2013, U.8.
Publlc Health Sarvice: 4-601.11 "(A) Equipment
food-cantact surfaces and uensiis shall be clean
to slght and {ouch...{C) Nonfood-contact surfaces
of equipment shall be kept free of an
accurnulation of dust, dirt, food residue, and other
debrls."

4, During obgervations of the main kitchen on
82314 gt 4:10 PM and 6/26/14 at 11 AM, It was
notad that disposable contalners were belng used
to store leftover food In. These containers were
obsarvad In use In the cooiers with food not
otlginal o the contalners label, In addition, there
were multiple cottage cheess, and margarine
contaners cloaned and stored for fater use.
Acsording to Food Coda 2013, U.S, Publle Health
Service definilions; (2) "Single-use articles"
Iholudes fems such as wax paper, butcher paper,
plastic wrap, formed aluminum FOOD contalhars,
jars, plastic tubs or buckets, bread wrappers,
plekla barrals, ketchup hotiles, and humber 10

ing schedule which wilf include slic-
er, slicer dial, preparation counter,
counter under slicer, produce walk-
in cooler ceiling & walls, cooler and
disposable containers and all other
areas of the department. Dietary
Manager wifl assign cleaning tasks
to dietary staff and Manager will
observe department for clean sur-
faces daily. Dietary Manager will
inservice dietary staff regarding
need to clean all dietary surfaces
and follow cleaning schedule as de-
veloped. Activity Director will devel-
op cleaning schedule for Kitchenatte
and will assign cleaning duties as
appropriate, Activity Director will
nservice staff regarding need 1o
observe cleankiness of Kitchenette
and follow cleaning schedule for
Kitchenette.
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F 371 | Continues From paga 14 F3T1| 4) monitored by Dietary Manager and
cans which do not meet the materlats, durability, Activtty Directar thraugh quarterly
gtrength, end cleanabitity spacifications under §§ reporting to Quality Assurance Com-
4-101,11, 4-201.11, and 4-202.11 for multlves mittee regarding observation of
UTENSILS. cleanliness of dietary department .
5. Ghsetvation of the activities kitchen on 6/26/14 and kitchenette and monitoring of g/ 7/)1 ,
at 19:10 AM showed the lce/water diepenser wes cleaning schedule. FHo7TE]
not clean, The spout where the loe and water
came out was crusted with hard water deposits,
Additlonally, the drip/draln tray wae discolored
with rust-colored llcuid and hard water bulld up,
Interview with the distary manager at that time
verified it was the responslbility of the activilies
staff to maintain the cleantiness of the machine.
According to Food Code 2013, U,S. Public Health
Service: 4-601.11 "{A) Equipment food-contact
surfaces and utensils shall be clean to sight and
touch...(C) Nonfood-oontact surfaces of
equipment shall be kept free of an accumulation
of dust, dirt, food residue, and other debris,”
8, Interview with the diatary manager on 6/26/14
at 11:08 AM vertlled the containers were not
intendlad for re-Use. The managar also verffied
the slicer neaded to be cleaned more thoroughly.
I 431 | 483.60(b), (d), (&) DRUG RECORDS, F 481 This facility will ensure drugs and biclogi-
s9=F | LABEL/STORE DRUGS & BIOLCGICALS cal used in the facility are labeled in ac-
dance with accepted princlples, and
The facity must employ or obtaln the services of .
a Hcensedypharmaclst v?;ho gstablishes a system Include appropriate accessory and cau-
of records of receipt and disposition of all tonary Instructions.
gontrolled drugs In sufficlent detall to enable an 1) A. DON will observe medication pass
aecurate reconclliation; and determines that drug of LPN #2 and Instruct that pre-pour Is
records are In order and that an account of all ] <ce within the Facill
controlied drugs is malntained and perlodically frot acceptable practice within the facill-
raconeilad, ty, LPN #2 will be instructed to provide
medications to resident as they are re-
Drugs and blologlcala used In the facllity must be moved from pharmacy packaging and
FORM CMS-2047(02-08) Previous Vorslons Obsolele Event 0; GOCE1 Facilty 16 WYDD02 If continuation shewt Page 10 of 21
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fabeled in accordanca with curiently acoepted
professlonal principles, and Include the
appropriate accessory and cautionesy
Instructions, and the expiration date when
applicable.

In acordanca with State and Federal laws, the
taallity mugt store all drugs and blologicals in
locked compartments uhder proper temperature
controls, and permit anly authorlzed personnel to
heve accass fo the keys.

Tha facillty must provide separately locked,
permanently affixed compartments for storage of
cohtrolled drugs listed In Schedule il of the
Comprehensive Drug Abuse Prevention and
Controt Act of 1976 and other drugs subject to
abuse, excapt when the facility uses single unit
package drug distribution systems in which the
quantity storad Is minimal and a missing dose cen
he readlly detocted.

This REQUIREMENT Is not met as evidenced
by.

Basad on ohservation, staff Interview, and
consultant pharmacist review, the faciilty falled to
ensure the proper storage and tabeling of
medications, This practice affected all resldents
in the facility. The census at the tine of survay
was 25, The findings were:

1. Observation of the medication room on 6/23/14
al 4:38 PM showed 3 paper souffle cups oh top of
the medlication cart. The souffle cups wers
labelad with resldent inltials and the date, but
wera hot labeled with the contents of the cup.
Infarviow with LPN #2 at the time of observation

consumed by resident,

B. DON will observe resident medica-
tion pass to ensure LPN #2 does not pre-
pour and ¢rush medications prior to
providing medications to any resident,

C. DON will inform LPN #1 that med-
ication pre-pouring is not an acceptable
practice In this fachlity.

D. DON will inform RN #1 that medi-

cation pre-pouring Is not an acceptable

- practice in this facllity.

E. DON will work with facility Phar-
macist to provide education to LN staff
regarding unsafe practice of pre-pouring
medications including medication
names, times, and instructions.

F. Administrator and DON will pro-
vide education to LN staif regarding the
unsafe practice of pre-pouring medica-
tions and the concern for increased
medication errors based on this prac-
lice.

2} DON will work with ail LN’s to help
establish new workflow which will
Include passing medications to resi-
dents without pre-pouring medica-
tions.
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revealed the medicaticns on top of the medicalion
cart were "set up for supper time."

2. Observation of the medication room on 6/25/14
at 11:08 AM showed 11 souffle cups with
medleatians in them sitting on the medication
cart, The cups were labeled with regldent's name,
the date, and the time the medications were
supposed to be administered, They were not
labaled with the contants of the cup. One of the
souffle cups contalned crushad medicatlon.
Interview with LPN #2 at that time ravealed this
crushed medicalion was a controlled substance.
However, the cup was not labeled with its
contents, and due fo belng crushed, the
medication could not be [¢entifled by its shape,
oolor or other [dentifying marks. The LPN stated
that pre-preparing (pre-pouring) medications wes
her standard practics, and that hot ohly had alf of
the 12 PM medloations been pre-poured, but afl
of the 8 PM medlcations for 8/26/4 had been
pre-pourad as well,

3. Interview with LPN #1 on 6/2614 at 8:32 AM
revealed that her normal practice was to pre-pour
medications.

4, Interview with RN #1 on 6/26/14 at 7:20 PM
revealad pre-pouring medications in the facillty
was a common pracfice, and he pre-poured
madications an those shifte when he had time to
do 80.

8, Interview with the consulting pharmacist on
612614 at 8:06 AM ravealod 2 months previously
the facility, In an attempt to eliminate the practioe
of pre-pouring, worked with the pharmacy to
gtreamline the medication administration process,
The pharmecy began grouping eech resident's

4)

all LN staff regarding medication
passes and the expectation of not pre
-pouring any medications, Atlentlon
will be made 1o the safe practice of
medication pass and work flow of
medication pass.

Menltored by DON through guarterly
reporting to Quallty Assurance Com-
mittee regarding medication pass
observations and lack of LN's pre-
pouring medications.

8)q),
14
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meadications together bassd on the administration
time such as AM and PM. The scheduled
meadications could than be administered by
punching out a single foll package for sach
resldent at that time. Further, the consutting
pharmaclst exprassed concern about the safety
of pre-pouring medications, because once
medlcations were cispensed from pharmacy
contalners, the medications were unlabeled and
vulnerable to tampering or contamination,
8, Intepview with the administrator and DON on
612614 at 2,08 PM revealad the faclity practice
of pre-pouring medicetions had been "done
forever.” They were aware that pre-pouring
medications may contribute to etrors, and had
heen attsmpting to eliminate the practice of
pre-pouring medications, with limited success.
F 502 | 483.75(j){1} ADMINISTRATION F802| This facility will ensure laboratory
58=D ) testing is completed as ordered by the
The facillty must provide or obtain laboratory physiclan
services fo meet the needs of its residents. The '
fauslity ls responsible for the quallty and timeliness 1)  DON will have TSH laboratory
of the services, testing performed immediately on
resident 13.
This REQUIREMENT s not met as evidenced 2) DON/designee will review all resi-
by _ dent records to ensure all ordered
Based on medical racord review, and staff laboratory tests have been com-
interview, the facility failad to ensure laboratory leted
toating wag completed as ordared by the pieted.
physlcian for 1 of 9 sample residents (#3), The 3) DON will work with laboratory
findings were: director to develop a process to
Rovlaw of the medical record showed resident #3 ensure all resident Iaboratory-tests
was belng treatad for hypothyroidiam with the are performed. Process shall in-
medication Levoinyroxine dally, Review of & clude laboratory notification of
physiclan arder noted by the nurge on 6/6/14 new facility resident.
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showed, "TSH on 6/9/14." TSH Is a laboratory
tost for thyrold stimulating hormene, Further
review of the medical record falled to show
results of the TSH testing. [nterview with the DON
oh 6126/14 at 3:26 PM verified the laboratory test
was missed and had not been done.

F 14| 483,78()(1) RES

gs=£ | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The faglity must mainiain clinlcal records on each
resident in accordance with acoepted professional
standards and practices that are complete;
auourately documented; readlly accessible; and
systematically organized.

The clirical record must contain sufficlent
information to Identify the resldent; a record of the
resldent's assessments; the plan of care and
sarvices provided; fhe results of any
preadmission soreaning conducted by the State]
and progress hotes.

This REQUIREMENT Iz not met as evidenced
by:

Based on medical record review and staff
interview, the facllity falled to ensure the recards
were accurats and complete for 3 of € sample
residents (#1, #8, #13). The findings were!

During the survey, medioal record information for
residents was avaliable In two formats, Some
itams were accesstble In 8 bapet/hard copled
format and other Infarmation Including the MARs
were avaflable in an electronic format. Attempts
to relrieve Information from the slectronic MAR
was fime consuming and some of the Informatlon

F 6802 4} Monitored by DON through quar-
terly reporting to Quality Assur-
ance Committee of laboratory or- g

der and assocfated results and MD } ?/M

arders.

F 614

atganized.

CONncerns.,

This facility will ensure clinical records
are comyplete, accurately documented,
readily accessible and systemalically

1} A Skipped and missed Fentanyl &
Tramadol medication doses for
resident #1 will be Investigated by
DON and note placed in electronic
record Nursing Notes providing full
explanation of these medication

B. Missed naproxene and cranber-
ry medication doses for resident #13
will be investigated by DON and note
placed in electronic record Nursing
Notes providing full explanation of
these medication concerns.

C. Missed morphine, levodopa and
oxycodone medication doses for resi-
dent #8 will be investigated hy DON
and note placed in electronic recard
Nursing Notes providing full explana-
tion of these medication concerns.

Btors
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was not able fo be printed out, Review oh the
computer showad the information related to
"skipped" and "missed” medication entries was
not complete. The following concerns were
identifled:

a. Review of the June 2014 electronle MAR
showed rissed and skipped medication doses
for resident #1. These medications were Fentanyl
and Tramado! which are controllad narcetic pain
medications, Review of the paper controliad
narcotlc record showad the 1 missed dosa of
Fantanyl (& pain medication in a patch form
changed every thiee days) was recordad as
having baen administered to the resldent on
63114 and removed and destroyad on 6/3/14,
This was not consiatent with the electronic MAR
which showad there was a missed dose on
61114, Review of the paper controlled narootlc
record for the Tramadol 50 milligrams (mg)
showad the 4 doses were given; howevar this did
not explain why they were shown a8 "skipped"
doses on the electronic MAR,

b, Raviaw of the slactronic MAR for resldent
#13 showed 7 days (6/3, 6/7, 6/, 6/16, 6/17,
6124, 6/25) when there ware 2 mlssed dosas of
medications on esch of those days. There was no
information as to why the doses of naproxene
and cranherry ware mlssed,

¢. Review of the Juna 2014 electronic MAR
for resldent #8 showed the resident missed a
dose of morphine 30 g on 6/3, Ne note was
made in the electranic record as to why this dose
was migsed. The resldent missed doses of
carbidopa-levadopa 260100 mg on 6{13 and 6124
without explanation. Additicnally, the rasident
missed doges of oxycotone-acetaminophen
101286 my on 8/3, B/4, 6/8, 812, 8/19, 6120, 6122,
and 6/24 without explanation,

d. Interview with the DON on 6/26/14 ai 2:25

rmissed medications and observe LN dot-
umentation of the missed dose, DON
will immediately intervene to instruct LN
regarding approprlate missed or skipped
medication documentation.

2) DON will review all resident medical
records for missed/skipped medica-
tions and appropriate LN documen-
tation regarding missed/skipped
medications.

3} DON and Administrator will inservice
LN staff regarding appropriate docu-
mentation of missed/skipped medi-
cation doses. DON and Administra-
ter will continue inservice regarding
electronic record management pro-
cessas including decumentation and
retrieval.

4}  Monltored by DON through quarter-
ly Quality Assurance Committee re- B
porting of medical record medica- 3// 7/ -
tion documentation review, 19714
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PM verified she was unable i provide any notes
or details as to why these madication doses wers
not administered to the residents, She further
axplained the systam was set up to Include notes
and she expeoted the nurses to dooumeant notes
when a medicafion was net administored as

orderad.
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