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BONNIE SLUEJACKET MEMORIAL NURSING HOME

1 A complalnt survey was conductad In eonjunction |
with the recertification suvay by the Offica of
Mealthcare Livensing and Surveys on 3/2316

i through 3/26/16. The survey was promptad by

reomplalnt intske YWWYo0001978,

|

' The followlng common abbreviations are used
: (hroughout this doevment;
|

ADLe- Activities of Dg(ly Living
'CNA- Certlfied Nurse Aida
DONM- Dirgetor of Nursing
+ MOS- Minimur Data Set
"RN-  Registerad Nurse

| Legs aominonly used abbraviations witl be
annotated in each deficlency. F225
F 226 | 4831 3(0)(12(i|)-(lll). {e¥(2) - {4) \ F225 Bonnic Bluejacket Nursing Home will
§8=D | INVESTIGATE/REPORT ) ensuro that ell allegad violations involving |
ALLEGATIONS/ANDIVIDUALS | mistreatment, neglect, or abuse, including
' . injuries of unknown source and
misappropriation of resident property are
reported iromediately to the administragor |
of the facility md to other officials in
aceordance with State law through

The facility must not employ Individuals who have
been found guily of ahusing, neglecting, or
mistreating residents by .a court of law: or have
had a finding entarad Into the State nurse aide |
registry conoerning akuse, neglect, mistreatment

of residerits or migappropriation of thelr properly: + established proosdures (inoluding to the
and report ainy knowledge It has of actione by a | , Btate survey and ceriification agency). ’
' court of law agalnst an amployee, which would |
indicate unfitness for service as a nurse aide or i 1) All dosumentation regarding alleged |
athar facllity staff to the Stata nurse alds registry ' misappropriation of property for resident !
' or llcensing autharltios, » #25 will be reviewed by Social Service
i J direoted and used as example of ‘
The facility must ensure that all allaged violations . allegationa which should have necessitared '
involving mistreatment, neglect, or abuse, ' call to state survey agency along with |

including Injunies of unknown aource and [ !

| investigation of allegation,

1 I

LABGRATORY DIRECTOR'S OR FREWDER{SUF‘PLIER REFRESENTATIVE'S SIONATURE TITLE {K8) DATE
v

oy atatement andlig with an esierlzk () denotes g deticlency whish the Institulioh may be excused fram corracting providing 1L 1a delerminsd thal
jparie provida sufficient pratection to the patisnte. (Sise inafructiona.) Excepl for nutging homes, the indings slated above ars disclosgbie 50 days
§ date of survey whether or nol & plan ot correction I providad, For nursing homas, the sbove findings and plans of correclion are disologabla 14
days followng-tha-oate-thaas documantus-aremnda\avallabla%to tre fagillty, If deflalenclos aymu. un appreved plan of cormction la ragquisite lo continued
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BTATEMENT [F DEFICIENCGIES (*1) PROVIDER/SUPALIER/CLIA

(X2) MULTIFLE CONSTRUGTION

{X9) DATE SURVEY

migsappropriation of resident praperty are reported
l immediately to the administrator of the facllity and '
. to other officials in accordance with Slate iaw !
{ through establisher! procedures (Including to the
| State survay and certilcation agency),

' The facllity must heve evidence that all alleged
« violations are thoroughly livestigated, and must
' prevent furlher potential abuse while the

1 investigation is in progress.

! .
| The resuits of all Investigationg must be reportad !
1 to the adminlstrator or his designated [
representative and to other officials in accordance
with Stata law (Including to the State survey and
certification agency) within § worlting days of the
incident, and If the alleged violation s verified '
| appropriate corrective notiot must be taken, J
; :

This REQUIREMENT is not met as evidencad
« by:
Based on review of facility Investigatione, staff

interview, and review af policy and procedures,

+ tha Faoility falled to ersure 1 of 1 allegation of
[ misappropriation uf property was reperted 1o the
| state aurvey agency. The findings were:

Review of the soclal worker's Investigation notes
to DFS/APS (Department of Family
Serviags/Adult Proteclive Services), smailed on |

v 119115, showad thera was poselble hinangial
exploitation of residant #25 by a famlly member,

. Further review of tha investigation notes showed

i "l also made [the resident] aware that [the
resident] would now be ineligible for Medioald an
wald have to move out of the nurslng home .
hacause of lack of financial resource...” Review of

AND PLAN &F CORREGTION IDENTIFICATION NIJMBER; A, BUILDING COMPLETED
G
535018 &, WING 0372812015
NAME OF PROVIDER LR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP COBE
386 SOUTH US MWY 20
MEJACKET . I
BONNIE BLUEJACKET MEMOQRIAL NURSING HOME AABIN, WY B2410
T SUMMAIRY BTATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORREGTION T
PREFIX - (EACH DEFICHINCY MUST BE PRECEDED BY FULL PREFIA ACH CORRECTIVE ACTION SHOULY BE , COMPLETION
TAG REGULATORY OR LEC IBENTIFYING INFORMATION) U ag CROSS-REFERENCED TO THE APPRORRIATE Ale
I : | BEFICIENCY)
A ] K _ . _
. ' 2) Social Service Director will review all
F 225 Continued From page 1 {  F225  resident charts for any allsgation of pbuse. |

If any allegation of abuao ia identified,
Sovial Service Director will immedintely
notify state survey agency and begin
thorough investigation of allugation.

1) Social Seyviee Director will create and
implement Abuse Investigation Log to
allow monitoring of any and all
allegations, Log will include proper
procedure gnidelines which direct staff
that notification of state syrvey agency
must be done with any abuse atlegation,
Social Service Direcior, Director of
Nuraing Services, and Administrator will
review and be familiar with Abuse Log
and Procedure Guidance form and will ajfl -
have copies availably in office,

| 4) Monitored rough quartetly Social

Service Directar Quality Assurance :

repmting of abuse log allsgations and

documenttion of appropriate )
interventions, notificationy, investigations -

and final implementations/daterminations. ; 5/3/ ,g’
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUGTION (X3) DATE BIURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING GOMPLETED
¢
B3G01Y B. WiNG 03/28/2015
NAME OF PROVIDER OR BUPELIER GFREETADDRESS, CITY, STATE, 2IF CODE
308 BOUTH L3 HWY 21
HONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410
HA D | SUMMARY BTAVEMENT OF DEFICKENCIES : o _PROVIDER'S PLAN OF GORRECTION |
PREFIX (EAGH DEFICIENCY MUET BE PREQEDED BY FULL  PREFX | {EACH CORRECTIVE ACTION BHGWLD BE COMBLETION
ag | REGULATORY OR L3C IDENTIFYING INFORMATIEN) ‘ A ! CRO&8-REFERENCED TO THE APPROPRIATE e
| : DEFICIENCY)
T T !
F 225 | Gontinued From page 2 f 226 .
! the state survey agency's (SSA) records showed | ’ :
| ne evidenae this allegation of misapproptiation \ :
was reportad &% requitsd. Interview with the ! ' |
social worker on 3/26/15 at 8:50 AM revealed she ! |
wag unawara of the reporting requiretnents, !
Interview with the administrator on 3/26/16 at 9:1 5, ; |
AM revealad she was aware of the reparting
raquirements but had not considerad this to be an i .
| @llogation of misappropriation of proparty. She :
 verified the facility had not reponted the Incident to ; ,
| the S8A. The resldent was discharged on ! ; ;
L 2M7HM5, r :
Review of the facllity policy and procedure related * '
+ 10 abuse and neglact pronibition ravised 8/30/14 .
showed "All suspeoted, raported, or actual acts of . '
abuza or investigations of injJury of unknown 4 |
 Gawtee wlll be reported fo the Office of hesith ! ;
Qualtty [SSA} ..." The policy inluded a definition ' !
of misappropniation of property but did not inolude | |
+ Ihat an allegation of misappropriation of property : i i
was reportable to the SSA, | \ '
F 228! 483.13(c) DEVELOP/IMPLMENT I F22 !
SS=DE ABUBENEGLECT, ETC POLICIES | 226 .
' 'The facillly fust develop and implement written | s facility will ensure policies and
policies and proceduras that proflblt ' procedurss that prohibit mistreatment,
, mlatreatment, naglect, and abuge of residents | neglect, and abuse of residents and |
and misappropriation of residant property. : | niisappropriation of resident property. |
] 1
F 1) Administrator and Social Service '
Director will reviow and update atnse '
. This REQUIREMENT is not met a8 evidenced . policy to include: !
by , , " A: Consistent abuse definitions
| Based an staff interview gnd policy ari . tiroughout the policy. |
i procecure review, the faniiity falleii to ensure the l B: Idontifying State Survey Agency L
« abuse pollcy and procedure was claar and | eotrentl
| comprahwnsive. The findings were: ' ' y |
i L
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_ CENTERS FOR MEMGARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {*1) FROVICER/SUP PLIER/GLIA {X%2) MULTIPLE GONSTRUCTION (;(s) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATICN NUMBER: A BUILDING COMPLETELD
c
536012 B. WING 03/26/2015
NAME OF PROVIDER OR SUPPLIER HTREET ADDRESS, CITY, STATE, ZIP CODE

380 SOUTH US HWY 20

BONNIE BLUEJACKET MEMORIAL NURSING HOME BAGIN, WY 02410

(04} 10 BUMMARY STATEMENT OF GEFICIENGIES N PROVIDER'S FLAN OF CORREGTION )
PREFIX ,  (EACH DEFIGIENGY MUBT BE PHEQEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
raad REQULATORY OR LEC IDENTIFYING INFORMATION} ' TAG URGBE-REFEREBIE&E EOCTEEAFPHDPRMTE DATE
) EFICIENGY)
|

! C:; Addition of prooedure to assist ataff in |

F 226 Continued From page 3 . F z"’~6| how to identify events such as bruising,

icrational fear of certain people, '
ocourrences or patterns and trenda thyat '
might conatityte nbuse. |

Revlew of the facility's policy and procedure |

" antitled "Patient Abugs/Unknown Cause Injury

Inve'-;tlgattn’fﬂepnrt" reviged on 6/30/14 revealad i |

' the following concemes: . Cog .

&, The "Purpoee” of the palicy includad it was | i i?iéﬁﬁsﬁmﬂmﬂ:ﬂ%ﬁﬂ:d? atA I

" "To establish guidelines concerning the reporiing | I Nursi i Risk Ivia S°

_and Inveatigation of possible suspected or alleged - Nursing Services, Risk Manager, Soctal

m|3tFaatment abuﬁe or neglal:t of pa"ent For I Services Dlmctﬂl, Wlll review pollcy '
g I this policy the term abusa will refar to | carefitlly to ensurs full understanding of |

physical, mentel, psychological abuse, neglect, | nbuse policy and training techniques for |

misappropriaton of proparty,” Furthar review of | inservicing staff regurding how to identify |
the policy showed & dlfferert definition of abuge i | abuse svents, ’
which wae "Abuse inoludes suoh actions s using ! ‘
l

derogetory language to a patient, rough handling, |

- lgnaring resident while giving care, directing

|
I
3) Al staff, all departments will be l
inserviced regarding updated abuse policy ;
|
!

patient who need tollating aesistance to utinste or | ¢ and requirements for new hites and smnual
defacate In their bed, Ignoting any raguest oy i almee training to include how to identify !
nead by a resident.” The dsfinitions of abuge ' | abuse events.
were nconsistant In the sama policy. '
. b. Review of the raporting saction of the ’ . . .
policy and procadure shawed “If an incident | 4) Monitored by Social Service Ditwotor
" necessitates heing reparted ta the Office of i ‘ thmug.h quarterly Quality Aaau!'anf:e
* Health Quality.. The policy and procedyrs was | reporting of sandon staif questioning
not updated to reflect the curment name of the ! regarding abuse identification and action "
* 55A (state survey agency) and did not Inclule a interventions and reporting. 5/-’:%6/

!
|
|
|
telaphone number for the agency. Further the use ' |
: of the title "Office of Health Quality’ was used an i
| aiditional 2 times In the dacument. i ! |
i @ Review of the policy and procadure , i
. showed staff would be trained upon hive and |
annually on abuse idenfification. However there !
' wae no procedure Ihat inclydad how to identlfy '
avents, such as brulglng, irrational fear of certain :
:people. stolirences, and patjems or trends, that | i !
' might constitute abuse. , i '
d. During an intarview with the adminiatrator
on 2616 at 8:16 AN, she sald tha policy and
i pracedure would be reviewed and changes made

FORM CMG-2587{02.80} Pravious Veralons Obapiele Evant I YEXO11 Faeiiy ID- WYDDG2 If conlinvation shes! Page 4 of 17
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_ GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0038-0391
SIATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIFLE CONSTRUCTION (X3} DATE BURVEY
AHD PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULONG COMPLETED
c
536019 8 WING 03/26/201%

NARE OFF PROVIDER OR SUPPLIER

BONNIE BLUEJACKET MEMORIAL NURSING HOME

6 30UTH U% HWY 20
BAZIN, WY 82410

STREET ADDREQS, ITY, 3TATE, ZIP QODE

85=E | MAKE CHOICES

lby

The resident has the right ta choose activilias,
schedules, and health care conslstent with hlg or
her Interasts, asseszments, and plans of care,

. Interact with membai's of the community both |
inside and outsida the facility; and make choices

- about aspects of his ar her life in the facility that
ana significant ta the resident.

This REQUIREMENT is not met as evidenced

Based on observation, medical regard review,

and resident and staff interviaw, the facllity failed
( 10 énsure preferences and choiges ware honored

for 2 of 9 sample residents (#5, #8) and 1 i
" non-sample resident (#11). The findings were:

1. Review of the 1/27/15 algnificant change MDS

[XA} t SUNMMARY STATEMENT OF DEFICIENCIES : ' PROVIDER'S PLAN OF GORRECTION T )
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PR:—FIN " {EAGH CORRECTIVE AGTION BHOULD RE | GOMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) | TAG CROAS-REFERENCED TO THE APPROPRIATE | DATE
| | DEFICIENCY) |
| ! ! l
F 226 Continued From page 4 226 i
as necessary. ' |
F 242" 483,16(b) BELF-DETERMINATION - RIGHT TQ ! F242 F242

address preference,

Thia facility will ensure resident has the
right 10 choose activities, schedules and
healih care consiatent with hiz or her

interests, assessmenis, and plans of care.

I

{ 1) A: Resident #5's preferonce to get to
the dining room oarly in order io have
coffee prior to breakfast will be made
available. Care Plan will be updated to

B; Resident #11'y choice to go to bed |
will result in resident being aliow to maks
the oboice and be helped to bed, Care Planl
witl be updated to address resident chojce |
and approprinte ataff interyention,

C: Resident #6878 choioe to pot ready
for bed will result in resident being
allowed to make the choloe to get ready
forbed, Care Plan will be updated to

. d3gezemaent showed resident #5 had diagnosas E
t which Included Parkingan's Disease and required |
" extensive assistance with transfirs, ambulation, |
! draaamg and hygiene. The MDS assessment also |
' showed the reeident was cognitively intact with a
, brief inteyview for mentel status (RIMS) scora of !
| 14/15. Interview with the resiclent on 3/24/15 at ;
1 840 AM revealed s/he had requested to getup |
early to have ceffes prior to breakfast, Thls wae a ;
' routine s/he had enjoyed prior to edmission,. The
* resident stated although staff were aware of the |
prefarence there was difficutty In gatiing the :
" gsslstance in the AM 1o allow this choioe. The .
, Fesident stated in the past week s/he had golten |
' to the dlnlng room eatly ona moming. Review of !
soclal sarvice progress notas dated 316M5 tlmad

i t

eddress resident choice and appropriate
staff interventions, '

. 2) Interdisciplinary Team will interview

¢ all residents and resident families 1o
determine if resident preference and

choice i3 being identified and provided,
Any rosident noted s have a preference or
chaice not being provided will have plan

~ to meet that prefersnce/choics put in

. motion. All resident preforence ot choice
_ will be placed in care plan and appmpnate

* interventions identified.

. .
1
L i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APEROVED
_GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391
STATEMENT OF DEFIC/ENCIES (41) PROVIDERISUPPLIER/GLIA {%2) MULTIPLE CONSTRLICTION {X3) DATE SURVEY
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c
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(Kapin JUMMARY STATEMENT QF DEFIGIENGIES o FROVIDER'S PLAN OF CORRECTION )
PREFIK (EACH DEFIGIENCY MUST BE PRECEDED BY UL, PREFIX (EACH CORRECTIVEE AGTION SHOULD HBE | COMRLETION
TAG REGULATORY DR LC [DENTIFYING INFORMATION) OTAG CROBS-REFERENCED TD THEAPPROPRIATE . DATE
! DEFCIENGY)
‘ ) All nursing ataff will be inservioed
F 242 | Continued From page & F 242" regarding the need to both understand any |
at 10:15 Al and 3/19/15 tmad at 11.15 AM ' resident praference or choice and the need |
showed the plan was to have the "night alde” gel to intervene to provide for that vesident
the resident up at 5:30 AM. The notew showed preference/choice. Staff will be inservised

this arrangement crested some frustration with
the roommala; howesver, the resident wishsd to
: gt up early and go to the dining room 15 minutes |
i print bo breakfast, Review of the resident’s care |
plan failed fo show the praference or a plan to

to yead and be farnitiar with resident care
plans 1o include prefereice and cheice.

4) Monitored by Divector of Nurging

!
atternpt to accommodate the resident's cholcs. |  through quartorly Quality Assurance
Interview with the DON on 3/26/16 at 8:26 AM - i Reporting of resident preferences/choice |
! verified she was unaware the resident wae not - are identified in care plan and observation
gatting to the dining room sarly In the morning as of st4fF that preferences/choioces arn hoing
' racquested, provided, 15/54/ / g

|
i 2. Obzervation an 325018 al .23 PM showed I |
rezident #11 azkad CNA#2 to help.himfher lay | i
down. At that time the CNA told the resident *you l |
. can'l go to bed yel, you just ate." The resident ( I
" agein reyuested to lay down and was told no. Tha' i
, CMA instead took the resident 1o g table nthe [ |
| common area where 11 minules later e/he was l 1
" provided & snack. At that time the resldant slated
+ io the DON who pravided the snack, "get me owt
of here." The regident's statement was not .
' directly acknowledged inatead sfhe was told to |
i 6igy and have the snack. Interview with the DON |
1 0N 3126115 at .26 AM revenled the GNAE had |
bean Instructed not to assist residents to bed unill ! \
affer everyone was out of the dining rosm, In I i
]
\

addltion, she verified ataff attempted to keep
» regldents up untll at least 7 PM.,

3. Review of the quarterly MDS assessment

dated 1/6/15 showad resident #8 had disgnoses
that Included cerabral vascular apcident and lygal |
» biindness, and requirsd lirnitad one parson

" physioal aesiat for transfers, walking, and ’

dressing. Observation on 3/25/15 at 6:08 PM !
. showad the call light was on oulside the )

1
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STATEMENT OF DEFICIENCIES (X1) PROVILER/ZUFPLIER/CLIA (%) MLLTIFLE GONSTRUGTION (%3} DATE SURVRY
AN BILAN OF GORREGTION IDENTIFICATION NUMBER A BUILDING __ COMPLETED
C
$asp1e 8, WING 03/26/2015
NAME OF PHROVIDER OR SUPPLIER BIRERY ADDNESS, CITY, STATE, ZIP CODE
; £ BLUEJACKET MEMORIAL NURSING. HOME 388 BOLITH UB HIVY 20
BONNIE BLUEJAG -NURSING. BAGIN, WY 82410
() 112 SUMMARY STATIEEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION L)
PREFIX {EACH DEFOIENCY MUST BE PRECEDED BY FULL . PRERIX | {EACH CORREGTIVE AGTION SHOULD BE OCMPLETION
TAG REQULATORY DR L3S0 IDENTIFYING INFORMATION) TAG O} CROS&-REFERENCED TO THE ARPROPRIATE DAYE
i . DEFICIENGY)
' f
I |
F 242 Continued From page & F 242' :
 resident's room. The resldent requested : |
asgistance getling ready tor bad, CNA#2 I
i reaponded with "not right now," turned off the call . :
_light, and Isft the room. Further observation at f \
. 702 PM (54 minutes later) showed the call light
illurninated cutside the resident's raom. At that
| tme, CNAH responded. The resident ageain '
requesied assistance getting ready for bed and at
that time was provided assistance. !
I 279 | 483.20(d), 483.20(10(1) DEVELOP Farey F279 ‘
g5=) | COMPREHENSIVE CARE PLANS : Thm'fa(?:lfty W}l] dﬁVele a comprehenaive
! ¢ and individualized care plan for ail
A facliity must uae the resuits of the gssessiment I residents,
10 develap, review and revise the residant's | |
comprehenaive plan of oare, | 1) Ar Resident #7 has expired but :
! Interdisciplinary Team will use resident 1
. The facility must develop a comprehensive cara | chart a3 training tool and will evaluate !
- plan for each resident that Includes measurabla | i documentation regarding incontinence and i
- ohjectives and timettgbles to mest a regldent's | toilsting and review record to determine
medlcal, nursing, and merital and payohosaaial * what would have been most & : !
i , ppropriate
2::2:;::\2&1 atzre identifiad in the comprehenslve a ! incontinenco oare plam for this resident.
) ! B: Resident #17 will hava 7-day ;
The oare plan must describe the services that are ! . bowalbiaddor assessment done. DON
o be furnished to attaln or maintain the reskients . . will review assessment and individualized
 highest practicable physical, mantal, and | | bladder schedule will be dovelopad. |
psychosacial well-baing &3 required under | ! Incontinence plan will be added to resident |
483,26, and any services that would otheywisa ! Care Plan, |
be requirad under §483.25 but are not provided ’
! due to the rasident's exercise of rights under ¢ 27 Interdisciplinary Team will review all
! £483.10, including the right to refuse treatment ! residents care plans and DON will review |
under §483, 10(b){4). | all resident’s charts, Any reaident |
! i identified with incontinemes will result in a !
. | new 7 day bowel/bladder asseasmeant, !
This REQUIREMENT 18 not met as evidenced : Assessment will be reviewed by DON and
- J
i lgésed on obeervation, staff and resident | individualized bladder schedule will bo
' interview and medicat record taview, the facllty developed and addod ta Care Plan,
. |
FORM GMS-2467{02.09) Provious Verglany (hbeolsie Everit ID: Y8XOH IFRoility 1B: WY0D02 I continuation ahest Page 7 of 17
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STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER: A BUILDING GOMPLETED
c
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BCINMIE BLUEJACKET MEMORIAL NURSING HOME

STREET ADDRESS, CITY, STATE, ZiP GODE
306 30UTH U8 WY 20
BASIN, WY 82410

. The services provided or arranged by the facilty
+must be provided by qualifiad persons in
» secordance with each resident's written plan of

48=D ' PERSONS/PER GARE PLAN ;
|
, |
| care, |

This REQUIREMENT g not mat as evidenced
by. '
Based an obsarvation, staf Interview, and
medical record raview, the facility fallec to ensure
steff followad the cara plan for 1 of 9 sample
residants (#19). The findings were:

Review of the 3/17/15 quarterly MDS assessment |

puayin SUMMARY STATEMENT OF DEFICIENGIES | I FROVIDER'S FLAN OF CORRECTION P ) .
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION BHOULD BE | COMPLETION
AL REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED 10 THE APPROPRIATE DATE
, PEFICIENGY) !
o ) " | 3) DON will ens i '
. . nre gvery tosident will
F 279 Continued From page 7 F278 " have, upon admission, quarterly, and with |
falled to develop & comprehengive and ; i significant change, 2 7-day bowel and .
individualized care plan for 2 of 10 sample | bladder nescazment done, Assessment will |
residents (7, #17). The findings were: : be reviewed by DON and individualized |
, ; bladder achedule will be developed and
1. Review of the 1/8/15 quarterly MDS , l
assessment showed resldent #7 was occasionslly | | s:h;d“.iﬁ %dd'ad fo (.‘,‘at: Plan,‘ All nursing
Incortinent of Lrina. lntarviaw with the DON on r ;B ‘:1 wi U resident oo toreviewand |
312615 st 8:25 AM verlfied the resident was ; follow all resident care plans, |
incartiinent of urina. Review of the 3/18/15 care | ' . |
plein showadl ho evidente a care plan for ' + 4) Monitored by DON through quarterly
incontinenge was developed, Interview with the | + Quality Assurance reparting of review of .
L DCN on 3/26H5 at 8:26 AM verified there was no - updated resident incontinence care plan, 5} ﬁ/b/
t care plan developed for inoantinence:. ‘
| 2. Review of the 1/6/15 quarterly MDS |
+ mseezament showad resident #17 was fragquently
» inconfinent of Lwine, Review of the 1/7/16 careg !
! plan showed no evidencs & cara plan for
| incontinanva was davetoped. (nterview with the
- DON on 3/28/15 at 8:26 AM verified there was no :
| care plan developed tor Incontinencs,
F 282 . 483.20{k)(3)(ii} SERVICES BY QUALIFIED FRa2.

| F282 '
| Thig facility will ensure services will be'
. provided in  accordence with  each!
l resident’s written plan of ¢are. |
i |
i 1) Resideat #19 will have 7-day|

bowel/bladder assessment done, Upon
o complation of assesament, DON  will |
. Yeview and evaluate results and develop |
. individualized ingontinence care plan.

2) Interdisciplinary Team will review alt’
rogidents care plang and DON will ceview -
all tesident's charts.  Amy resident
identified with incontinenca will result in g |
new 7 day bowel/bladder agsessment.

FORM CME-2007(02-80) Previoun Verslons Qbsolsis Evanl [0 YBXO11
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STATEMENT OF DEFICIENCIES
AND PELAN OF GORRECTION

(%1 PROVIDER/EURPLIER/CLIA
IDEMTIFHIATION NUMBER

§3sne

(X2} MULTIPLE CONITRUGTION
A BUILIANG

B. WING

(X3} DATE BURVEY
COMPLETED

C
D3/26/2015

| WAME OF PROVIDER OR BUPPLIEF

STREET ADDRESS, GITY, 3TATE, ZIP GODE

BONNIE BLUEJACKET MEMORIAL NURSING HOME

304 BOUTH UB HWY 20
BAGIN, WY 82410

BUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICENGY MUST BE PRECEOED AY FULL
REGULATORY OR LSC IDENTIFYING INFORMAITIN)

o |
PREFX
TAG

PROVIDER'S PLAN OF CORRECTION (xe)

(EAGH CORRECTIVE ACTION SHOULD BE !

CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENGY)

DATE

F 282 | Conlinusd From page B

showed resident #19 was always incontinent of
urine snd oscaslonslly incortinent of howel.
Further review shawed tha rasident raqulred
limitad assistance for toilating and personal
hygiens. Review of the 3/1B/15 care plan showed
ai intervention for incontinence was "Toileting
during the day no lees than 2 Q hrs [2 hourgl."
The following concerna wela identiflad:
a1, Continuous ebservation on 324716 from 8

AM to 11:30 AM (3.4 hours) showed the resident
was hot toilated ar offerad tolleting.

b Continwouy phaervation on 3/26/16 from &

| PM to 7:30 PM (2.5 hours) showed the residen

I was not tolleted or offered tolleting.

o G interview with the DON on 326715 at B:25

' AM ravealad tha care plan sholld have best

| fallowed in regard to tollsting the resident no less

|

|

F 282,

individualized bladder schedule will b
developed and added to Care Plan,

i
Assessment will be reviewed by DON andJ

3) DON will ensure every resident will |
have, upon admission, guarterly, and with |
gignificant change, a 7-day bowel und
bladder assessment done, Assessment will.
be reviewed by DON and individualized
bladder schedule will be developed and
schedule added to Care Plan. All nursing
stafl will be inserviced ta review and
follow all resident cars plans.

4) Monitored by DON thsough quarterly
Quality Assurance reporting of review of
updated resident incontinetice care plan,

GOMPLETION

| than every 2 hours,

Fi09

Sy

F 308 I 483,25 PROVIDE CARE/SERVICES FOR
g4=ly HIGHEST WELL BEING

- Bach resident must recelve and the facility must
provide the nevsesery care and sanvices to attaln
or maintain the highest practicable physlcal,

" mental, and peychosoofal well-bsing, in
accordance with the comprahensive asreasment

, and plan of care.

: This REQUIREMENT s not met ag svidenced
by:

! Based on observation, staff interview, and
medical record review, the facilty falled to ensure
the nocessary ansessmsnts and menltaring was

. implemanted to ensure pravantion of patential
healtheare complications from congestlve heart

. failure and aderma for 1 of 9 sample residents

Fa0gl

. pluing odema svaluation every shifi and

This fiweility will ensure the necessary ¢are:
and services to attaih or maintein the

highest practicable physical, mental, and
paychosaoial well-being of each resident, i

1) Resident #7 hay expired, however, !
DON will use rosident #7 record as & CHE |
training tool for all mureing staff. Specific !
CHF guidelines of care will be Identified '
t include daily intake and output, daily:

weights, oxygen aatucation every shift, )

lung assessments avery shift,

2} DON will review diagnoses of all
residents, Any resident identified to have
a diagnosia of CHF will have CHF
tionitoring  guidelines mchaded in Care |
Plan

FORM GMS-2587{02-88) Provioug Varslone Qbsolele
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DEFARTMENT OF MEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID S8ERVICES 2MB NO. 0838-0381
BTATEMENT OF NEFICIENCIES (X1) PROVIDER/SUPPLIEFUGLIA {R2) MULTIPLE CONSTRUCTION {13} DATE BURVEY
AND FLAN DF CORRECTION IDENTIFICATION NUMBE R A BUILDING GOMPLETED
: G
s36014 B WING 03/26/2016
| NAME OF FROVIDER OF SUPRLIER UTREET AULRESS, GITY, GTATE, ZIP CODE
. 486 SOUTH US Hwy 20
BONNIE BLUEJACKET MEMORIAL, NURBING HOME BASIN, WY 82410
Ko | BUMMARY STATEMENT DF DEFICIENCIES T ow PROVIDER'S PLAN OF CORRECTION )
ISHEFIX (EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX - {BAGH CORRECTIVE ACTION SHOULD BE | COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICIN) TAG GROSS-REFERENGED TO THE APPROPRIATE | DATE
| | DEFICHENG'Y) :
| i
L (3 All nursing staff will be ln\*it:wn:edl
£ 309 1 <  a0g|
| Continled From page 9 F 20g| regarding the need 1o clossly mouitor all!

: (#7). The findings were: CHF patients for any signs of exacerbation]

to inclods odema, weight gain or
i tespiratory change. Upon identification at"
| any exacetbation immediate interventions’
. to include intake and output, weights,|
| oxygen saturation, edema, and resplratoryl

statia will be initiated by nursing staff.
Congestive Heart Failure momtomlgn
puideline policy will be developed and!
reviewed by all nursing staf¥, [

| Revisw of the medical recard showed resident #7
! had diagnoses to include congeslive heart fallure .
- andl edema, Review of the 1/8/16 quarterly MDS

| aesessmant showad the resident requirad
extenslve assistance for ADLs, Review of the
care plan kst reviswed on 1/1/16 showad under
the category of "Paotantal for haalthcare
Gompllcations” Intrrventinna Included: maonlior for
edemy, dyspnen (ehortness of hreath) and weight |
gal. When Interviewed on 3/26/16 at 8:25 AM, | :
the DON stated the monitoring would be included | + 4) Monitored by DON through cuarterly

m the nursing notes and was not on any other | " Quality Assurance reporting of CHE
| monitoring form or flow sheet. Pertodic  remi ion. -
| observations on 323116, 32418, /268 and : Yesidlont dochmentation 5l6)5

+ /26115 showed the residant's feet and ankles '
were swoller. Flowever, there wae ne avidenca of |
assessment or monltorlng of the edema inthe |
fursing notes, Interview with the DON on 3/28/15 !
gt 8;26 AM revealed zhe thought staff were
meonltoring and assessing the resident but were
not documenting thair findings, ! ‘

F 315 4B3.25(d) NO CATHETER, PREVENT LTI, | Fa1s E3I5
$8=0  RESTORE BLADDER J . This facility will ensure staff provides -
. ! appropriate lrealment andl  services to:
I reators aa muych noymal bladder fanction as |

passible. QLWW ,f:f? }\m . ﬂ'}cfy-.:a.f.’f,

1) Resident #19 will have 7J-day
bowel/bladder assessmont dome, Upon
completion of assesament, DON willl
roviow and evaluato results and develop
individualized meontinence oare plan,

| Basad.on the resident's comprahansive
aasesameant, the facilily must snsure that a
' ragident who eniers tne faciity without an |
| Indwelling catheter is not cathetarized uniess the |
s clinlcal condition demonstrates that i
]
|

! catheterlzatlon was necessarty; nd a resident
“who is incontingnt of bladder recelves approptiate

'  treatment and services to prevent urinary tract

| Infactions and t restore a8 much normal biadder
- function as poasible, '

i
|
2) Interdisciplinary Team will review all |
residents care plans and DON wilt mviewi

&ll resident’s oharts.

FORM CMB-2687(12-08) Pravicus Veralong Qbgolels Event 10 YA
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STAYEMENT OF DEFICIENCIES 1) PROVIDERISUPFLIERICLIA (%2} MULTIPLE CONRTRUCTION (X3 DAYE BURVEY
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Q
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Koy n SUMMARY 8 TATEMENT OF DRFICIENCIES D PROVIDER'S PLAN OF CURREG TION

BONNIE BLUEJACKET MEMORIAL NURSING HOME

1%8)
FIREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
G REQLILAYORY PR LG IDENTIFYING INFORMATION) TAG CROS2REFERENGED TO THE APPROPRIATE PATE
, DEFICIENCY)
_ 4 t
. : ) Any resident identified with incontinence’
3151 Continusd From page 10 F 315 will result in a new 7-cay bowel/bladder.
: This REQUIREMENT i% not ret as evidenged assesemiont, Asseasment will ba reviewed

| by: ! ' by DON and individualized bladder
{ Based oh abwervation, staff interview, and . sohedule will be dovelopsd and added to
| madical raoerd review, the facility failed to ensure Care Plan.

| staff provided the approptiale treatment and

, services 1o restore as much normal bladdar '

- il
| function es posslble for 2 of & sample residents 3) DON will ensure svery rosident will

- have, npon admission, quarterly, and with
‘(‘fz;jm) who were intontinant, The findings ; . significant change, & 7-day bowel and
| ! bladder assessment done, Asgessment wil]
1. Review of the 3/17/15 quertedy MDS : be reviewed by DON and individvalized;
 asgessment showed regldent #19 was always 1 bladder schedule will be developed and:
inoontinent of urine and acosslonally incontinant ! schedule added to Care Plan, All nursing
of bowel. Further review showed the resident : staff will be mserviced to review and
! raguilred limited asslstance for toleting and ‘ follow all resident caro plans.
personal hyglane. Revisw of the 3/18/15 care
plan showed an Intervention for Incontinence was | ' 4) Monitored by DON throwgh quarterly
"Tofieting during the day na less than 2 G hrs {2 : Quality Assurancs reporting of review of
hours].* The fallowing corcerns were identifled: ! « updated resident incontinence care plan, 5‘/5’),{

a. Gontinuous obegvation on 324/15 from 8
AM to 11:30 AM (3.5 hours) shiowed the resident , :
was not tolleted or offered toileting. , .
b, Continuous observation on 3/26/16 from 5 |
PM ta 7:30 PM (2.5 hours) showed the residart '
was not toileted or offered toiteting. : !
c. Interview with the DON on 3/26/16 at 8:26 :
AM verifled the reaident should have been '
toiletad no isss than every 2 houis.

2. Raview of the 1/6/15 quarterly MDS ‘

assassment showed residant #7 was ocosslonally - .

incontinent of urine. Further review showed the i

resident renuired extensive asslatance with ' '

toileting and limited assiatance with personal \

hygiene, Observation on 3/24/15 from B AM to

11:30 AM (3.5 hours) showed the resident was

net tolleted or offered talleting. Review of the care !

plan showed the resident was ldentified ag '

incantinent lut It was not individualized or specific ! | !

FORM CiMS-2067(02-88) Provlous Versiona Qbaalaly Evenl ID: YHNQ1) Fachity Iy WYGo0z if conlinuetion shesl Page 1 of 17
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c
5aB018 8. WING 03/26/2016
A NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, BTATE, ZIF CODE

88 BOUTH LIS HWY 20
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FROVIDER'S FLAN OF CORRETTION " e
(EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSH-REFERENCED TO THE APPROPRIAY & : DATE

BONNIE BLUEJAGKET MEMORIAL NURSING HOME

—

KA BUMMARY STATEMENT OF DEFIGIENGIES
PREFIX (EACH DEFICIENCY UST BE PRECEDED BY FUILL

P
| FREFIX
G REGUIATORY OK LSC IDENTIFYING INFORMATION) | Ta@
!
1

e

|
|
; DEFICIENCY)
i ) !
F 315 | Gontinuad From pege 11 F316°
tin regard Lo a tollating plan or interventions; the :
| care plan just indicatad Incontinence eplsodes
, should be documanted. Interview with the DON
| on 326414 at §:26 AM verified the care plan was
nat lndividualized @i thiat 3.6 howrs was
"probably” teo lung to welt between toilating
intarvantions.
F 371 4083.36() FOOD PROCURE, N T
gi=F | STORE/PREPAREISERVE - SANITARY

Fa7l
This Facility will ensuro food is stored,
prepared, distributed and aerved under
aanitary conditiona, !

]

+ The faoility must - (

, (1) Procura food fram sources approved of

! consldered eatlsfactory by Faderal, State or lonal
authorities; and

| () Store, prapare, distribute and serve food

i under sanitary ¢onditions

1} A. Water filter attached to the jce and
water dispenser will be changed buy;
Mainténance Staff, .

B: Crumbs and debris undernoat
shelving in dry food storage arsa will b
immediately removed and area closned by
Dietary supatvisor,

Ceiling  tiles  nbove food
preparation srea will be cleansd by Dietari
Manager., !

C: 1. Two unopened plastic container.
of fruit 2alad will be tossed, B‘

1
I
I
i

" Thig REQUIREMENT Ia not met as evidancad

! by

1 Baeed on observation, staff interview atd review
| of facliily toad storage information, the facility

failed to ensure a sanliary envirenment In the | i 2. Oponed package of white sliced,
Kitchan. The findings wera: * cheess with no open date will be tosaed,

! L} Pickle relish loomted in

1, Obsearvation in the kitchan an 32316 at 3,50 rofeiperator with opened date of 9/23 will
PM showed the water filter attached to the ice be tossed. f
and watar dlspenser had g label which showed '
the: date the fiiter was due to be changed was 2) Kitchen will be tharoughly inspected
June 2014, Interview with the meintenancy ' for any visible signs of dirt, grime m-i
director on 3/24/15 &t 9:30 AM verified the flller — Any visible signs of u:;cleanlinﬁss.

| had not bean changed and was overdue, ! in tho kitchen will rosult in immediate]
2, Observation on %/23/15 at 3:60 PM showed | oleaning by Ditary Mannger. |

! erumba and dabris ineluding what appeared 1o be

1 | .
FUINM TS 26607 (02-99) Pravious Yareions Chaolela Even| I Yaxo Facliy 1y wygooz It continuation theal Page 12117
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NARE U FROVIDER OR BURE, IR

BONNIE BLUBJAGKET MEMORIAL NURSING HOME

STREET ADIDRESS, GITY, GTAYE, ZIP CODE
Ut SOUTH US HWY 20
BASIN, WY 92410

| rodent droppings underneath the shelving in the
dry food storage area, [nterview with the dietary

» manager ofr 3/25/1% at 1005 AM varifled tha

- debris under the shelving and was nof aware of

- any current rodent problema. n addition, celling

1 lilws located above a fowd preparation ares were |
solied with dried on eplattared food, The conditlon |
of the dry storage srea and the celling tiles j
remaingd unclaaned oh J26/15 at 10:08 AM.

L Accaiding to Food Code 2013, U.S. Public Health

| Service: 4-801.11 “(A) Equipment foad-contacs !

I'surtacas and utensils shall be ofean to sightand |

! toigh., (0) Nanfaad-contact surtaces of !
sguipment shall be kept free of an accumulaton .
of dust, dirt, food residue, and other debris.” f

i

1
|
1
|
1
|
i

1 J. Observation on 3/23/15 at 3:50 P showed the
following lterns with tate and labeling concerns;

a. In the produce walk-In- refrigerator thare |
were 2 unopened plastic contalners of "fruit f

. 5afad." The containers were wriglnal from the !
producer and ncluded "Best before” dates. One |
curtainer shawed It wes best before 2/26/15, ang )

: the othar best bafore 4/12/15, {

b. In anather waik-in- refrigerator thers was |

| an opened package of white sliced chease with

N daite as to when it was opaned or as 1o when it

“was 1o be used by. Next to this ohesse pacisge
was a larger package of yellow chesse slices
which wara labeled "opened 2/23." Review of the
facility's "Use By Date Food Labeling Guide"
showed sliced processed cheese was expected
1o ba dated with & use by date of "3 months after
opening."

. The refrigerator with tha chease also
contained a container of picls rellsh which was
ghoul 1/3 full. The container was labeisd "opened '

*9/23." Review of the facilily's "Use By Date Food

| Laheling Guldk" showad bulk items such as

(xay D - BUMMARY JTATEMENT OF DEFCIENGIES n FAOVIDER'S PLAN OF GOARECTION e
PREFIX | {EAGH DEFICIENCY MUST RE PRECEDED BY FLLL PREFIX {EACH CORRECTIVE AGTION SHOULD BE combLEToR |
™y REGULATORY R LG IDENTIFYING INFOAMATION) T8 CROBS-REFERENCED 10 THE APPROPRIATE DAl E
! BERIGIENGY)
e e i : |
. , . : All food containers will be cheoked by
F 3711 Continued From page 12 Far:

Dietary Manager to ensure they have been
marked with “open date.” Any items.
noted to not have “open date” will ba
immediately  discarded by  Dietary!
Mansgar, “Open dates” will bs checked
by Dietary Manager to ensnra UJss By
Dutes are appropriately timed. Any food
item jdentified as being past it's|
appropriate  Use By Date will Dbel
immediately  disverded by Dietary
Manager,

3) A! Dietary Manager will add filtos:
replacoment to cleaning sohedule to use to
remind maintenance ataff when filter
changes ore due, Maintenance Supervisor
will add ico machine filter roplacement to.
woutine check schedule to ensure filter ig)
changed regularly,

B: Dictary Manger will inservice
dietary utaff about the need to review and|
perform all tasks on the diotary cleuningl
schedule inciuding checking under alt
shelving vnits for debris, ‘

Dietary Manger will add ceiling to)
cloaning schedule and ceiling will by
cleaned rogularly. I

C:  Dietary Manager will insnrvi:;l
dietary otaff rogarding need to roview and
follow all “Open dates” and “Uss by
dates” and any food items not containing
an “open date” will be immediately
discarded and any food itema past the
“Use by date” will be immediately
discarded by staff, '

FURM ClviE-2667(02-40) Pravinua Veralons Obsciala
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pickles were expected to ba dated wilh a use by
date of "8 montha after opening.”
Aucarding to Food Code 2013, U.8. Public Health
 Sarvice 3-601.17: "(B} Except as specified in m™
(E) -(O) of thie section, refrigerated,
s READY-TO-EAT T1ME/TEMPERATURE
| CONTROL FOR SAFETY FOOD preparad ahd
 PAGKAGED by & FOOD PROGESSING PLANT
shall bes ulearly marked, at the bme the original
‘contalner is upenad In a FOQD
i ESTABLISHMENT arwl i the FOOD s held for
mare thah 24 houts, to indicate the date or day hy |
( Which the FOOD shall be consumed on the .
' PREMIBES, sold, or discarded, besed on the i
lemperatura and time compinationy specified in § |
+ (A} of this section and: (1) The day the original
container Is apengd in the FOOD '
- ESTABLISHMENT shell be counted as Day 1;
,and (2) Tha day or date matked by the FOOD
ESTABLIBHMENT may not exceed a
manisfesturers Yse-by date if the manufacturer
 determined the uwe-by date based on FOQD
| wafaty.
F 387 | 482.40(c)(1)~(2) FREQUENCY & TIMELINESS
B88=F OF PHYBICIAN VISIT

The resident must be seen by a physician at least |
once avery 30 days tor the first 90 daye stter
admiselon, and atf least once every 60 days
thereafter.

A physician vislt is conaldered timely if It ocoyrs
not iater than 10 days after the date the vialt was
) required.

| This REQUIREMENT e not met as evidonced |

br—n s

BYATEMENT OF DEFICIENCIES {41} PROVIDERISUPPLIER/GLIA (47) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREC TIDN IDENTIFICATION NUMBER; A, BLLDING GOMPLEYED
c
53018 B, WING 0:3/26/2018
"WAME OF PROVIDER OR SURPLIER &TREET ADDRESE, GITY, #7ATR, ZIF CODE
388 BOUTH US HWY 20
E BILUEJACKE RIAL BIN H
BONNIE BILUEJACKET MEMORIAL NURSING HOME HABIN, WY B2410
T paio | BUMMARY ATATEMENT OF DRFIGIENGIES o PROVIDER'S FLAN OF GORRECTION o]
HRIEFX {EACH DEFICIENGY MUST BE PRECREDED BY FULL U OPRERIX (FACH CORRECTIVE AGTION SHOULD B | combLihion
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) . TAG ! cnosa-aer‘ﬁﬁﬁggﬁg TO THE APPROPRIATE ealE
: i CIENCY)
i et a - o —— i P ) P i e f " T
- * 4) Monitorsd hy Dietary Manager throngl}}
- : = 1A . m; \ \
F 371 ] Gontinued #rom page 15 371 i Quarterly Quality Assuranoe reporting o

F 387

. Dietory Manager cleaning  schedule!
teviews and cbeervations of department|
‘ cleanliness, filter roplacement and fooqg!

j container “open dut¢” and use by date,” 5 / 5’//,5/

K387

This favility will ensure each resident is
seen by 4 physician at loast once every 10
days for the firsr 90 days after admission,
and at lsast once every 60 days thereafter.

I} 1. Physician will be scheduled to visit
resident #8 in April and will provide
reaident physical exam.

2. Physician will be scheduled 1o wisit
resident #9 in April gnd will provide
res{dent phyaical exam, .
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BTATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUBPLIERICLIA (42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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c
535019 B WING 03/28/2015

NAME O PROVIDER OR SUFPLIER

BONNIE BLUEJACKET MEMORIAL NURSING HOME

‘9TREET ADDRESS, CITY, BTATE, ZIP GODE
300 SOUTH US HWY 20
BASIN, WY 82410

PROVIDER'S PLAN OF CORKECTION

()10 | SUMMARY $TATEMENT OF DEFICIENGIES ) )
PIIZFIN | (BAGH DEFIGIENGY MUST BE PRECEDED BY FULL © PREF (BAGH CORRECTIVE ACTION SHOULD be ’ GOMPLETION
TaG | REQULATORY OR LEC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE bt
| ! DEFICIENGY) |
T ! .
. 3. Physician will be scheduled to visit |
F 387 Continued From page 14 F 347 y ’

by:
! Paged an madical record review and ataff
) Interview, the faclity falled to enaure residents
, were seen by a physician every sixly days as
| caquired for 5 of 8 sample residents (7, #8, #2, |
#18, #18). The findings were: '

1. Raview of the physician progress niote for
resltdent #8 dated 1/20/1% showed the physician .
documented & B0 day assesement for the !
rasldent which included a revlew of medications,
but did not examine the resident. The note I
showed "Patient is. gone away from Ris/her room |
right now. S/he Is net examined today." The |
|
I

| physigian progress note dated 3/20/16 showed

i the physician completed a chart raview, but did

! not examing the resident, The note showed

: "patient is sleeping todey, No exam done."

| 2. Reviaw of the physician progross note for

, resident #9 dated 1/20/15 revealed the physician i
raviewed the resident's chart and labs, but did nat |
axanine the reaident. The note showad "no exam '
done today." The physlcisn progress note daled |
320416 showed the physician reviewed the
reskdant's chart and Jabs, but the resident "was
not saen today, She is not woken up.”

3. Review of the 1/20/15 physlclan progress notes |
for resldent #18 showed tha physician !
documented a 80 day assesement for the {
rekidant. The note showed the resident’s chart |
was reviewed: however, the resldent was i
slweping and was “not woken or disturbed," |
4. Raviaw of the physiclan progress notas for !

regldent #19 dated 11/21/14 and 1/20/15 showed
! ihe physlcian docurmentad a 80 day asseasment -
| for the residant, Review of notes for 11/21/14 '

resident #18 in April and will do physical ,
exaIn. )

4, Physician will be schedulsd to visit
resident #19 in April and will provide
rasident physical exam,

5. Rasident #7 has expired, Physician
celled to see resident up decline in health
- condition. Documentation will be placed
(i resident chart.

. 2) Director of Nursing will roview all
resident charts and eny resident identified .

* to have noi hed a physioal exam by,

i physician at last visit will have physician .
visit schechiled in Aprit, 2013 and physical

| exam provided by phyasicien,

3 medical Staff will be inserviced by,
Administrator regarding need to provide
physical exam of each resident at each
' soheduled visit, :

» 4} Monltored by Director of Nursingi

* through quarterly Quality Assurance
. roporting of physician visit physical exam |
review. |5/5// ’5,

|
|
1
1
!
|
t
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C
§35010 B, WING 03/26/2015
NAME OF PROVIDER OR SUFPLIER BTREET ABDRESS, OITY, 9TATE, ZIF COPE
. u B0 SOUTH LIB HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BABIN, WY 82410
Uy BUMMARY STATEMENT OF DEFICIENCIES " "ROVIDER'S PLAN OF CORRECGTION T )
FREFIX ! (EACH DEFIZIENGY MUST RE PRECEDED BY L, ' PREFIK {EACH CORREGTIVE ACTION SHOULED Bi I GOMPLETION,
TAG REGULATORY OR LSC IDENTIFYING INFORMATICHN) ' TAG CROJSREFERENCED TO THEAPPROPRIATE  + PATE
‘ | BEFIGIENGY) i
l .
F 387 | Continued From page 15 F 397] ;
; showed "No exam was done.” Review of the | ‘
. 172018 notes showed “No exam performed." |
[
! 5. Review of the physlalan progress notes for : |
, rasldent #7 dated 1/20/15 showed the physiclan | ’
documentad a 80 day assessment tor the i 1
| regidant. The physiclan apoke with the resldent, | :
howevet, review of these notes showed "EXAM: | ,
Mol perfarmed.” Further review of the progress | | i
i notes showed na ratioriale as to why the exam | ' ‘
- wae not perfarmed during the physician's visit. ! f '
| . .
{ 6, Intarview with the DON on 3/26/15 at 8:30 AM | |
* veriflad residents were not usually awalkened i J l !
i sleaplng when the physician mada a visi, .
F 411} 483.85(a) ROUTINE/EMERGENCY DENTAL F 411 |
$9=8 | SERVICES IN SNFS l Fal1 ;

|
. The tacility must assist residents in obtaining
“routine and 24-hour emergency dental care.
I
A facillty riust provida or obtain from an outside
Iesource, in accordence with §483.75(h) of this
part, routine and ermergenay dantal services to
meat the needs of each resident; may charge a
Medioare regident an additional amount for
routing and emergenay dental eervices; must if
nacesssry, aselst the resident In making ‘
; appointments; and by arranging for transpartation -
" to &hd from the dentist's office; and promptly refer
residents with lost or damaged dentures to g
denlist.

This REQUIREMENT Is not met as avidenoed ;
by: '
| Baged on staff intarview and review of the dental
| agreement, the faclity falled to ensure

This facility will provide or obtain from an
outside resaurce routine mmd emergency
dental servioes to meet the needs of eack
resident.

t 1) Administrator will identify and sontract -
| with a dantist to meet the needs of routine |
| and emergency dental aervices for.
. residents,  Administrator will develap :
. emergency dental service policy,

2) Director of Nursing will ensure each
¢ resident has preferred dentist identified on

filo to ensure best possible routine and !
| emergency dental services wre available !

for ench renident, '

3) Adminisirator will fgervice Mcdioalf
* Staff vegarding emergency dental service

, Policy to ensurs procoss nnderstanding,
[
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o
g35019 B, WING 031262015
NAME QF PROVIDER OR SUPPLIER STREET ADURESS, CITY, 9TATE, ZIF COLE
R 380 SOUTH U5 HWY 20
BONNIE BLUEJACKET MEMQRIAL NURSING HOME BASIN, WY 82410
SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION L iy
PR[:HK {EACH DEFICIENCY MUST BE PREGLEDED BY FULL PREFIX | {EACH CORREGTIVE ACTION SHOULD BE I GOMPLETION
TAG | REGULATORY OR LEC (DENTIFYING INFORMATICN) TAG CRDBE—REFEHES;JEIEIES g{-l)E APPROPRIATE DAYE
, .

T
_— - , . Administrator  will provide wopy Dfl
F 411, Continued From page 18 i F411 emerpeny dontal policy to contracted:
. ernergency dantal services wera avallable for |
}

emergency dentist,. DON will
residonts, Tha findings were: Lo wil inssevioe

nursing staff regarding emergency dentah

' Review of the dantal agreamant showed routing service policy.

sarvices would be provided, however, thare was
no provislon for srmargency dental services,

i

i 4) Monitosed by DON through quarlerly[
1 Interview with the sdminlstrator on 3/26/15 at. 9:15;

1

i

1

Quality Assurance reporting of routine and |
emergency dental care of all residents. i 5 / g [ 15

AM verified the congulting dentist was not looal
and would not be avallable to provide ermérgency
P dental sarvicns,

|
i

i
'
I
I ﬁ )

FORM CME-25a¥(0%2-90) Previous Versions Qbaolile Evenl (D;YaX{O 11 Fagilly 17, Wyonoz I continugtion shaet Page 17 of 17




