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INITIAL COMMENTS

The following common abbreviations are used
throughout this document:

ADLs- Activitiesof Daily Living

CAA- Care Area Aszessment

CNA- Certifiled NurseAide

DON- Director of Nursing services
MAR- Medication Administration Record
MDE- MinimumData Set

LPN- Licensed Practical Nurse

RN-  Reglstered Nurse

Less commonly used abbreviations will be
annotated in each deficlency.

483, 10(g)(2) RIGHT TO INFO FROM/CONTACT
ADVOCATE AGENCI ES

A resident has the right to receive information
fromagenclesactingasclientadvocates, andbe
afforded the opportunity to contact these
agencies.

This REQUIREMENT is notmetasevidenced
by:

Based on observation and staff interview, the
facility failed to ensure the correct contact
information for the State Survey Agency was
posted on 1of 1 information boards. The findings
were:

Observation ofthe information board located in
the mainarea ofthe facility showed the mailing
address, the phonenumberandthe nameofthe
State SurveyAgency was outofdate. Interview
withthe DON on4/13/16 at4:05 PMverified the
information neededto be corrected so itwas

F 000

F 168The facility will ensure each resident
has access to information from
agencies acting as client advocates,
and be afforded the opportunity to
contact these agencies.

This will be accomplished by:

A.) All residents could be affected.

B.) New letters were ordered,
information board updated with correct
information. 4/29/16

C.) All residents will be made aware of
updates to the information board and
availability. Residents were informed
rt resident council on 5/5/16 with a
repeat reminder on 6/2/16.

D.) Develop a monitoring tool to
ensure accuracy of information to be
reported on quarterly at QA meeting by
the Social Services. Appropriate
ollow up action will be initiated by the
’I}I committee as necessary,
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Thefacility mustnotemployindividualswho 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 conceming abuse, neglect, mistreatment
of residents or misappropriation of their property;
and reportany knowledge ithas of actions by a
court of law against an employee, which would
indicate unfitness for service as anurse alde or
otherfacility staffto the State nurse aideregistry
or licensingauthorities.

Thefacility mustensurethatallallegedviolations
involving mistraatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediatelytothe administrator ofthefacility and
to other officlals inaccordance with State law
throughestablished procedures (includingtothe
State survey and certification agency).

Thefacility musthave evidencethatall alleged
violations are thoroughly investigated, andmust
prevent further potential abuse while the
investigationisinprogress.

The results ofallinvestigations mustbereported
to the administrator or his designated
representative and to other officials inaccordance
with State law (includingto the State survey and
certification agency) within Sworking days ofthe
incident, and ffthe alleged violation is verified
appropriate corrective action must be taken.

feneure there are no findings on the
CNA abuse registry and all
investigations will be done thoroughly
tarnd any follow ups will be complated.
he policy on abuse will be more
specific to the screening procedure.

This requirement will be met as
evidenced by:

A.) All residents could be affected.

B.) Prior to hiring of any new nursing
assistant there will be evidence that
the CNA abuse registries will be
checked, reviewed and on file.
The Following registries will be
checked:

a.) DFS Abuse Registry

b.) National Criminal Search

¢.) Department of Health Licensing

Registry.

This facility will ensure that all
investigations will be thoroughly done
by interviewing random residents and
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accurata for the residents,
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This REQUIREMENT isnotmetas evidenced
by:
gased on regident interview, staff interview,
review of investigations, employee file review.and
policy and procedure review, the facility failed to
ensure 1of2abuse investigations reviewadwas
thorough. Inaddition, the facility failed to ensure 2
of 2 CNAs (CNA #1, CNA #2) hired wers
screened {0 ensure nofindingsonthe nurse aide
abuse registry. The findings were;

1. The following concerns were identified related
to screening CNAs:

a. Revlew of the employee file showed CNA
#1was was a recent hireto the facility with a hire
date of 4/5/16. The review failed to show any
evidence the CNAabuse registrywas checked
priorto hireto rule outabuse findings.

b. Reviewoftheemployeefileshowed CNA
#2 was hired in2013 and was under review
related to resident concems, The review failed to
showanyevidencethe CNAabuse registrywas
checked priorto hire to rule outabuse findings.

¢. Interview with the human resource
manageron4/13/16 at4:40 PMrevealedshedid
not check this registry, and did notknow ofihe
requirement. Interviewwiththe DONon4/14/16
at 9:35 AM verified she was unaware of the
requirement to check the CNA abuse registry,

d. Reviewofthe4/15/15 revised policyand
procedure on the subject of "Abuse" showed the
section on prevention included screening but,
was notspecific onthe procedures. The policy
showed "Sc¢reening will include all appropriate
background checks asrequired."
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Staff that were not directly involved in
F 225| Contlnued From page 2 F 225the allegation at hand. All

documentation required in the
investigation will be tracked and
charted on as part of the corrective
action.

C.) The Social Service Director will
develop a monitoring tool, canfirming
that the abuse registry for current as
well as new hire CNA’s has been
checked and a copy of the results will
be placed in their employes file.
Human resources to report to QA
quarterly. Social Services will ensure
proper documentation is met.

D.) Social Services will add to the
Abuse log, a column for # of residents
interviewed as well as another column
for follow-up charting, which will be
monitored quarterly at the QI meeting.

5/29/16
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of care, and verbal and physical abuse. The
investigation included interviews with the

and educstion, and was allowed to continue

situation." The following concerns were
identified:
a, The investigation failed to include
the original allegations.
on 4/14/16 at 8:25 AM verified she had not

the 1n/16 investigation. She also verifiad the
follow-up planhadnotbeendone.

4/12/16 at 1:30 PM revealed current and
historical concerns with CNA #2. Ongoing

administration about the allegations of

2. Reviewofthe 11116 investigation relatedtoan
allegation of abuse/neglect showed fwas not
thorough. The allegation Involved CNA#2 and 3
residents. These 3residents made allegationsin
aresident council meeting that included neglect

residents who made the allegations and other
staff members. The findings of the investigation
showed the CNAwas provided disciplinary action

working. Therewas also a planforthe DONand
soclalservice directorto "meetwith the affected
residents and a random selection of residents
once per month for 3 months to follow-up on this

intervisws with other residents notinvolvedwith
b. Interviewwiththe social service director

thought about interviewing other residents during
¢. Interviewwith agroup of 13 residents on

allegations whichincluded neglect of care and
verbal abuse were made by 4 residents during
thismeeting and 1 residentbroughtforth current
concerns about the CNA during a confidential
interviewon4/13/16 at 1:30 PM. Based onthese
comments the survey team informedthe facility

abuss/neglectatthattimefortheirreporting and

This facility will ensure that the abuse

__ Policy and procedure states the
Requirements for screening new hires for
The CNA position.

The requirement will be met as evidenced
By:

A.) All residents may be affected.

B.) Abuse policy was revised to include

Proof that this has been done. -

C-HT’\% olica will inglindy -
a.) DFS AbuseReglstry

b.} National Criminal Search

¢.) Department of Health Licensing

d.) Residents not immediately
involved in the issue will be
interviewed.

e.) Staff to be interviewed as

appropriate.

f,) Families to be interviewed as

appropriate.

g.) The Director of Social Services
and/or the DON will coordinate
efforts of appropriate disciplines

- for investigation to ensure satis-
factory resolution of the incident,

The need to check the CNA abuse registries ,
Human resources will keep documented

l

¢
5
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investigation.
F 226 483.13(c) DEVELOP/IMPLMENT F 226
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F 226|Continued From page 4
§8=D ABUSE/NEGLECT, ETC POLICIES

Thefacilitymustdevelop andimplementwritten
policies and procedures that prohihit
mistreatment, neglect, and abuse ofresidents
and misappropriation of resldent property.

This REQUIREMENT snotmetasevidenced
by:
Based on policy and procedure review and staff
interview, the facillty failed to develop the abuse
prohibition policy and procedure to ensure
required screening procedures inregard to CNAS,
and thorough Investigation techniques. The
findingswere:

Review of the 4/15/15 revised policy and
procedure onthe subject of "Abuse" showed the
section on pravention Included screening;
however, the information was not specific as to
the procedures. The policy showed "Screening
willincludeallappropriate background checks as
required." Additionally, the area ofthe policy and
procedure related to investigation was not
developedtoincludewhat elements/techniques
would allow for a thorough investigation. The
policy showed "Director of Nursing and
Administrator will coordinate efforts of appropriate
disciplines for investigation and satisfactory

t resolution ofincident. They will provide adequate
documentation ofinvestigation of alleged abuse
andtakenecessarystepstoensure preventionof
further abuse..." Interviewwith the sacial service
designee on 4/14/16 at 8:25 AM verlfied the
policy and procedure did not include developed
proceduresinthese areas.

F 205 D- A menitoring tool will be
developed and reported on quarterly at
the QI meeting. Appropriate follow-
up action will be initiated by the QI
committee as necessary.
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The facllity will promote care for 15/29/16
F 241| Continued From page 5 F241 [residents in a manner and in an
F 241| 483.15(a) DIGNITY AND RESPECT OF F 241 environment that maintains or

enhances each resident’s dignity and
respect in full recognition of his or her
individuality.

SU=U INUIVIDUALITY

The facility must promote care for residents Ina
mannerand inanenvironmentthatmaintains or
enhances each resident's dignity and respectin

fulirecognition of hisor herindividuality, This requirement will be met as

evidenced by:

A, All residents who require a
mechanical lift could be
affacted.

Residents who are in need of a
mechanical lift for toileting will
be assisted to the toiletin a
timely manner. Education will
be provided to all nursing
assistants on toileting those
residents requiring use of a lift
in a timely manner.

A sit to stand mechanical lift
was ordered on 4/26/16 for
additional availability.

The licensed nurse (LN) will observe
residents asking to toilet who require a
mechanical lift to ensure they are
assisted to the toilet in a timely manner.
The LN will complete random checks
no less than 1 time every shift for 4
eeks and will report the results to the
Director of Nurging (DON). Random

This REQUIREMENT snotmetasevidenced
by.
Based on observation, and resident and staff B.
Interviews, the facility failed to provide sufficient
numbers of mechanieal iifts to meet resident
needs and maintain dignity during 1 random
observations of 2 residents (#8, #27) who
requiredthe use ofamechanicalliftfortransfers.
The findingswere:

Observatlon on 4/12/16 at 8:50 AM showed
residents #8 and #27 had calledfor assistance.
The call light for resident #27 was answered at
8:56 AM and s/he requested assistance to the
bathroom. Theresidentwastransferred fromthe
wheelchalir to the toilet by CNA #3 and CNA #4
withthe use of a sit-to-stand lift. A call lightwas
placedwithinreach ofthe residentandthe CNAs
left. The calllightfor resident#8 was answered at
9:05 AM and the resident requestedto goto bed.
Theresidentwas told thetwo lifts usedtotransfer
residents were both being used and the resident
would have to wait. Between 9:02 AM and 9:10

AM, resident#27 was asked two times ifs/he was
done usingthebathroom. After resident#27 was

bservations will be done by the DON
or designee no less than 3 times every

done, the Iiftwas taken to resident#8 at 9:23 AM, eek
33 minutes afterthe call lightwas activated. The '
residentwastransferraedtothe bathroomandwas
found to be incontinent of urine. Interview with
both residents during the observation revealed
FORM CMS-2507(02-98) Previous Versions Obsolela Evant ID:B3N{1 Facility D Wy0002 fcontinuation sheet Page 6 of 21
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D. A quality improvement
F 241| Continued From page 6 F 241 monitoring tool will be
thefacility did nothave enough mechanicallifts. implemented by the DON to
Interviewwith LPN#10n4/12/16 at9:23AM ansure residents ae toileted in a
revealed the facility needed additional Iif;s_, ] timely manner. This monitoring
Further, the number of residents requiring lifts will be completed monthly and

duringtransfers hadincreased butthe number of
lifts avallable hadnot.
Duringarssidentgroup interviewon4/12/16

reported on quarterly at the QI
meeting. Appropriate follow-up

at 1:30 PM, the residents indicated the facllity did action will be initiated by the QI
not have a sufficient number of lifts to meetthe committee as necessary.
needs ofthe residents andthey were requiredto
waitfor careto be provided.

F 244 483. 15{c){6) LISTEN/ACT ON GROUP F 244

$8=D | GRIEVANCE/RECOMMENDATION This facility will ensure that it will listen

) to the views and act upon the

When aresidentorfamily groupexists, the facility grievances and recommendations of
must listen to the views and act upon the residents and families.

grievances and recommandations of residents
and families conceming proposed policy and

operational decisions affecting resident care and This requirement will ba met as

life inthe facility. evidenced by: | 5/29/16
A.) All residents and family members
This REQUIREMENT igsnotmetasevidenced may be affected.
by:
Based on observation, resident and staff B.) Grievance paperwork has been
interview, and review of resident council meeting placed on the information board and is

minutes and grievance logs, the facility failed to

ensureresolution for 1of 1repsated grievances visible and accessible to all residents

reviewad. The findings were: and famiy.

Review of the 1/16 resident council meeting a.) Social Service Dirsctor will
minutesandtheattached grievance log showed ensure the grievance paperwork is
residents had inquired about replacing the blinds readily available.

inthe dining room on 4/2/15 {9 months earlier). b.) All grievances will be discussed
Further review of the minutes/log showed the ith the person(s) issuing the
administrative staff had been nofified. The Bﬁevanc&

follow-up to the grievance showed, "Has been G.) appropriate action will be taken

| discussed, not feasible at this time. Up for as necessary

FORM CMS-2567(02-80) Previous Versions Obsolele EventID:B3JV11 Factiily ID: WY0002 Foantinuation sheet Pags 7 of 21
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discussionatalatertime." The grievance was
identified inresidentcouncil mestingminutes 2
additional times, on 6/4/15 and 7/2/15. The
follow-up commentwas, "Staffto manuallyfix
blinds.” Thefollowing concerns were identified:

a. During a resident group interview on
4/12/16 at 1:30PM, the residents revealed the
blinds inthe dining room continuad to be broken
and staff ware unable fo close the window
coverings completelywhich allowad the sunto
shineinonresidents while they atetheirmeals.

b Observation on 4/12/16 at 8 AM and
4/13/186 at 7:45 AM showed the Eastwall ofthe
dining room hadwidows that covered the length
oftheroom. Thevertical blinds onthesewindows
were broken and missing 10-12 slats.

¢. Interview with the social service director
and DON on4/13/16 at 10AM verified the blinds

F 244person(s) who initiated the grievance.
e.) New drapes have been ordered
on 4/26/16 and are to be custom made
with an estimated delivery date of
6/2/16.

C.) A monitoring tool will be developed
by the Social Service Director to
identify any/all grievances and to
monitor follow-up with any/all actions
taken to resolve issues. This
monitoring tool will be reported on
quarterly at the QI meeting

were nneed of repairandthe grievance had not |

been resolved,

d. Intarview with the malintenance director on
4/14/16 at 8:50 AM verified the malntenance
departmentwas behindinthe repairwork dueto
vacantpositions. Hefurther stated the blinds had
been discussed; however, there was nothing
ordered at thattime.
483.15(h)(2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to malntain a
sanitary, orderly, and comfortable Interior.

ThisREQUIREMENT isnotmetas evidenced
by:

Based onobservation, residentand staff
interview, and review of grievance logs, the

F25%1he facility will provide housekeeping

and maintenance services necessary
to maintain a sanitary, orderly, and
comfortable interior,

This requirement will be met as
evidenced by:

A. Allresident areas could be
affacted.
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d.) Follow-up provided to the
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B. All rooms will be checked routinely
F 253| Continued From page 8 F 253 for necessary repairs,

facility failed to providemaintenance services
necessaryto ensureacomfortable interiorfor2
of 3 resident areas (the dining room, 100 hall).
The findingswere:

1. Observation on4/12/16 at 8AM and 4/13/16 at
7:45 AM showed the Eastwall of the dining room
had widows thatcovered the length ofthe room.
The vertical blinds on these windows were broken
and missing 10-12 slats. Interviewwith a group of
residents on 4/12/16 at 1:30 PM verified the
broken blinds wera bothersome and had been
discussed with staff, Review ofthe grisvance log
showed grievances were filed from the resident
group on 4/2/15, 6/4/15 and on 7/2/15 related to
the blinds, andaresolution hadnotbeen
reached.

2. Obsarvation on4/14/16 at 8:50 AM showed the
following areas:

a. Inthe bathroom adjacentiothetubroomin

the 100 hallthere was agouged area inthe paint
nearthe toilet. There was also a broken piece of
laminate onthe front face of a cabinetwhichwas
pulling away, and the area where the sink
connected to the wall was damaged and cracked.

b. The bathroom wall inroom 104 had a
gouged area 2 feet long by 3 inches wide which
exposed thedrywall.

¢. Thewallintha bathroom of room 101 had
a gouged area with chipped paint.

3. Interview with the maintenance director on
4/14/16 at 8:50 AM verified the maintenance
departmentwas behindinthe repairwork dueto
vacant positions. He further stated the blinds had
been discussed; however, there was nothing
ordered atthattime.

a. Windows in the dining area were
measured and drapes ordered on
4/26/18. (These drapes do have to be
custom made.) The drapes will replace
the vertical blinds currently hanging in
the dining room.

b. The sink in the bathroom adjacent
to the tub room where the crack was
where it connhected to the sink was
repalred. 4/15/16. The chip paint area
will be removed and the area
repainted.

¢. The bathroom wall in room 104
with the exposed drywall will be
repaired and the area repainted.

d. The wall in the bathroom of room
101 was spackled on 4/15/16 and will
be repainted.

C. Maintenance or housekeeping
designee will inspect room on a
quarterly bagis, and as needed or as
problems are identified with listed
repairs to be completed in a timely
manner.

D. A monitoring tool will be developed
and completed on a quarterly basis
with repairs listed for review by the
maintenance supervisor.

E. This monitoring tool will be
completed quarterly by the Designee
and will be reported on at the QI
meeting. Appropriate follow-up action
will be initiated by the QI committee as
necessary.

EventiD'B3JV11
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F 279 Continued From page 9
F 279 483.20(d), 483.20(k)(1) DEVELOP
$5=D | COMPREHENSIVE CARE PLANS

Afacility must usethe results ofthe assessment
to develop, review and revise the resident's
comprahensive plan of care.

The facility must develop a comprehensive cars
planforeachresidentthatinciudes measurable
1 objectives andtimetables to meet aresident's
medical, nursing, and mental and psychosocial
needs that are identified inthe comprehensive
assessment.

Thecare planmust describe the earvicesthat are
to befurnished to aftain or maintainthe resident’s
highestpracticable physical, mental, and
psychosocial well-being as required under
§483.25; and any zervices that would otherwise
berequired under§483.25 butare not provided
duetotheresident's exercise of ights under
§483.10,including the rightto refusatreatment
under §483.10(b)(4).

; This REQUIREMENT isnotmetas evidenced
by:

Based on medical record review and staff
interview, the facility failed todevelop care plans
inavariety of areas for 2 of 9 sample residents
(#5, #14). The findingswere:

1.Review ofthe 6/1/15 significant change MD$
assessment showed resident#14 hadtriggered
areasthatincluded PsychosocialWell-being and
Mood State. Review ofthe CAAs forthese areas
revealed a care plan would be developed. Review
of the care plan with a review date of 8/25/16
showed these areas were notaddressed.

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CUA (2) MULTIPLE CONSTRUCTION (x3) oate SURVEY
LAND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
. 535018 B.WING 04/14/2016
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
388 SOUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACHDEFICIENGYMUSTBEPRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE comBiErion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY}
The facility will develop a 5/29/16

F 278[comprehensive care plan for each

F 279fesident that includes measureable
pbjectives and timetables to meet a
resident’s medical, nursing, and
psychosocial needs. This care plan will
be used to describe the services that
are to be furnished to attain or maintain
the resident’s highest practical well-
being.

This requirement will be met as
videnced by:

A. All residents could be affected.
B. All resident’s care plans will be
reviewed and updated by the

Interdisciplinary Team (IDT) to

reflect the most current

comprehensive assessment.

a. Resident #5's care plan was
reviewed and updated to
reflect both Visual Function
and Communication on
4/27116.

b. Resident #14's care plan
was reviewed ad updated to
address both Psycho-social
well-being and Mood State
on 4/28/16.

C. Assessments will be reviewed
nnually, quarterly, and with any
ignificant change to ensure that care
plan is currently updated to reflect
ny/all changes that may have
ccurred. The IDT will be

FORM CMS-2567(02-89) Previous Varsions Obsolete EventiD:R3VII
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responsible for these reviews and/or
F 279| Continued From page 10

F 312
$8=D

{FORM CMS-2567(02-99) Pravious Vergions Obsolele

1
3

o a

2. Review of the 10/26/15 admission MOS
assessment showed resident #5 had triggered
areas that included Visual Function and
Communication, Revlew of the CAAs for thess
areas showed a care planwould ba developed.
Review ofthe careplantastreviewed on 10/20/15
showed visual functionand communication needs
were notaddressed.

3. Interviewwiththe DON on4/13/16 at4:05 PM
verified these care plans were planned to be
developed andshewas unsurewhytheyhadnot
beendone.

483.25(a)(3) AOL CARE PROVIDED FOR
DEPENDENT RESIDENTS

Arssidentwho sunableto carry outactivities of
daily living receives the necessary servicasto
maintain good nutrition, grooming, and personal
and oralhygiene,

This REQUIREMENT isnotmetasevidenced
by:

Based on medical record review, observation,
staff interview and review of policles and
procedures, the factlity failed to ensure adequate
perineal care was provided for 2 of 2 residents
(#8, #27) observed for incontinence care. The
findings were:

1.0bservationon4/12/16at8:57 AM showed
CNA#3 and CNA#4 transferred resident#27
from the wheel chairto the bathroom with a
sit-to-stand lift. The wet incontinence padwas
removed and perinea! care was provided, CNA#4

ill also communicate these changes to
taff at the time changes do occur.
D.A monitoring form will be
develaped by the DON to ensure that
annually, quarterly, and with any
significant change that the care plan
reflects the most current assessment.
E. This monitoring tool will be
completed monthly by the DON and
reported on quarterly at the QI
meeting. Appropriate follow-up
action will be initiated by the QI
committee as necessary.

F ZTQEpdates to current care plan, The DT

F312

F312

A resident who is unable to carry out
activities of daily living will raceive
the necessary services to maintain
good nutrition, grooming, and
personal and oral hygiene.

Thig requirement will be met as
evidenced by.

A. Allresidents who are incontinent
could be affected.

B. Nursing assistants will be
inserviced on how to provide
proper perineal care by the DON
utilizing the section on “Perineal
care (peri-care) from the
“Mosby’s Textbook for Nursing
Assistants”.

C. The LN will observa individual

5/29/16
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Nursing assistants performing perineal
F 312| Continued From page 11 F 312icare to ensure perineal care is done
cleaned the resident's posterior perineum and did correctly. LN to provide additional
notcleanthe anterior perineum andupperthighs instruction if needed. DON will follow-
where urinehad come into contactwith gkin. up with additional instruction and
Review of the 2/9/16 significant change MDS observation of the individual C.N.A
assessment showed the resident required who did not perform perineal c‘arels )
extensive assistance with toileting and personal correctly P P
hygiene. A. A monitoring tool will be
2. Observation on 4/12/16 at 9:33 AM showed developed by the DON to assess
LPN#1 and CNA#4 transferred resident#8 from each C.N.A. performing perineal
thewheelchairtothe bathroom. The residentwas care.
Incontinent of urine. The CNA cleansed the B. This monitoring tool will be
posterior perineum and did notcleanthe anterior completed monthly by the DON
perinaum fo Includethe upperthighs where urine and reportad on quarterly at the
had come info contact with the skin. Review of Ql meeting. A rlate foll
the 3/15/16significantchange MDS assessment oling. A\ppropriaie iollow-
showed the resident needed extensive assistance up actlon_wﬂl be initiated by the
with toileting. QI committee as necessary.
3. During aninterviewwith the DONon4/14/16 at
9:30AM, sheverified the CNA needed to clean
the anterior and posterior perineum as part of
incontinence care.
4. Review of the policy and procedure provided by
the facility for perinea! care, copied from the
"Mosby's Textbook for Nursing Assistants”
showed "Perinea! care (pericare) involves
cleaningthe genital and anal areas. These areas
provide a wamm, molst, and dark place for
microbes to grow. Cleaning prevents infection
and odors, and tpromotes comfort."
F 323 483.25(h) FREE OF ACCIDENT F323[The facility will ensure that resident's |5,
SS=D HAZARDS/SUPERV'S' ON/DEVICES environmeynt remains as free gfde /29I16
. ident hazards as possible; and each
The facility must ensure that the resident cal | : ! .
environment remaine as free of accident hazards resident recaives adequate supervision
as is possible; and each resident receives :nd. :sstlstlve devices to prevent
ccidents.
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PROVIDER'S PLAN OF CORRECTION
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A. All residents who require
F 323 Continued From page 12 F 323 transfers utilizing a mechanical

adequate supervision and assistance devices to
prevent accidents.

ThisREQUIREMENT isnotmetasevidenced
by:
Based on medical record review, observation,
andresidentand staffinterviews, thefacility failed
to ensure safetransfers for residents (#14, #27)
during 2 of 6 resident transfers observed. The
findingswere:

1,Observation on 4/12/16 at 857 AM showed
CNA#3 and CNA#4 transferred resident#27
fromthe wheel chairto the bathroomwith the
sit-to-stand mechanicai lift. The resident held
ontothe lifthandlewith the righthand only. The
resident was unable to use the left upper
extremity. Further, the welght of the resident
appearedtobesupported by the sling and nofthe
lower extremities, as the resident was leaning
back and away from the lift. An interview withthe
residentthat same day at 10:10 AM revealad s/he
had difficulty holding onto the lift with the right
armonly. Observation ofthe medication pass at
11:15AM showed the resident requesled pain
medicationforrightshoulder discomfort. Review
of the 2/9/16 significant change MOS assessment
showed the residenthad diagnoses thatincluded
cerebral vascular accident. Further, itshowed the
resident needed extensive assistance with
transfers. Interview with the DON on 4/14/16 at
9:30 AM revealed risk management had
determined the sit-to-stand liftwas to be usedto
transfer the resident. Further, she indicated the

lift could be affected.

B, The Risk Manager will assess
all residents to determine the
amount of assistance required
for transfers.

a, Resident #14 was assessed
for the correct sling size and
it was datermined that the
present sling is the corract
size,

b. Resident #27 was assessed
for the correct mechanical
lift and it was determined
that he must be changed to
a maxi lift (full body) to
ensure safety and les stress
to his right shoulder.

C. Nursing asgsistants will be in-
serviced by the DON on safe
transfers for resident requiring a
mechanical lift and how to
properly apply/use slings.

D. LN will observe placement of
the sling on resident #14 every shift
times four weeks with results provided
to the DON. Random observations of
proper sling placement will be done by
the DON or designee no less than 3
times every week.

E. A quality improvement tool will
be developed by the DON to ensure
that residents are transferred safely.
initiated by the QI committee as

resident had refused the use of other lifts. There necassary.
was no documentation to show an evaluation for
FORM CMS-2587(02-96) Previous Versions Obsolets Event IDB3JVI1 Fadlity IDWY0002 ifcontinuation sheet Paga 13021
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Continued From page 13
safety had been completed.

2, Review of the 8/1/15 significant change MDS
assessment showed resident #14 required
extenslve assistance with transfers, Observation
on 4/12/18 at 8:50 AM showed CNA #4 was
preparing the resident for a transfer with a full
mechanical lit. The sling was pasliioned under
the resident and then the DON came in to assist
with the transfer. When the resident was ralsed
off of the wheslchair, the opening In the bottom of
the sling allowed the resident to slide down with
his/her buttocks and part of the thighs coming
through the opening in the sling, The resident
verballzed paln and discomfort in the process
gaying "put me down, it hurts.” The alde and (he
DON continued {o fransfer the resident to bed.
Interview with CNA #4 on 4/12/16 at 9:50 AM
verified the sling had not been positioned
correctly under the resident so it allowed the
resident to slide through the epening more than
expected, The alde stated she should have
stoppad and repositioned the sling to engure
safety and comfort for the resident.

483.40(b) PHYSICIAN VISITS - REVIEW
CARE/NOTES/ORDERS

The physlclan must review the resident's total
program of care, including medi|cations and
freatments, at each visit required by paragraph (c)
of this section; write, sign, and date progress
notes at each visit; and sign and date all orders
with the exception of influenza and pneumococcal
polysaccharide vaccines, which may be
administered per physician-approved facility
policy after an assessment for contraindications,

This monitoring tool will be completed
monthly by the DON and reported on
quarterly at the QI meeting,
Appropriate follow-up action will be
initiated by the QI committee as
necessary.

F 323

F 388The physician will review the resident's
total program of care including
medications and treatments; write, and
isign and date all orders at each 60 day
raquired visit.

This requirement will be met as
evidence by:

A. Ali residents have the ability to
be affected.

B.The Administrator and the DON

P'vlll review with the physician

5/29/16

EvantiD:83Jv11
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the requirements as listed above
F 386/ Continued From page 14 F 386|(5/4/16).
This REQUIREMENT isnotmetasevidenced a. Physician will dictate all 60 day
by: visits {0 include stated review

Based oh medical recond review and staff
interview, thefacility failed to ensure the physician
reviewed residents' medication regimen during
the 60-day reviewfor 8 of9 sample residents (#5,
#8, #11, #14, #23, #31). The findings were.

1. Reviewofthe physician progress notes dated
1/28/16 and 3/22/16 showed the physician had
seen resident #8 for "60-day nursing home
rounds."” The notes further showed treatment
plans for depression and knee pain were
reviewed. Therewas nodocumentationto show
theroutineand pm(asneeded) medicationswere
reviewed. Inaddition, the progress notes provided
by the facllity had not been signed by the
physician.

2 Review ofthe physiclan progress notes dated
1/28/16 and 3/22/16 showed the physician had
seen resident #11for "Sixty-day nursing home
rounds."” The plan showed, "Continue current
management. No changes at this time.” There
was no documentation to show the medication
regimen was reviewed during the visits. In
addition, the notes provided by thefacility hadnot
been slgned by thephysician.

3 Reviewofthe physicianprogressnotes dated
1/28/16 showed the physician had seen resident
#23 for "Sixty-day nursing home rounds." The
plan showed, "Continue current management. No
changes at this time."” There was no
documentationto showthe medication regimen
was reviewed during the visit. Inaddition, the nate
provided by the facility had not been signed by
the physician.

of all orders to include but not
limited o medication and
treatment orders in his
dictation or to complete the “60
Day Review” document in the
EMR (electronic medical
record).
All dictation will be
electronically signed by the
physician within 5 days of
dictation and entry into the
computer.
All resident 60 day progress
notes dated 1/28/16 and
3/22/16 will be electronically
signed by the physician,
Future visits will include
indication that all orders have
been reviewed and are to
continue unless otherwise
specified.
C. A monitoring tool will be developed
by the DON which will be used to
review charts after each 60 day
physician visit. The areas to be
monitored include: dictation will be
ighed within the 5 day range. The
ictation will reflect that orders have
@en reviewed and are to continue
tated in the dictation or the “60 Day
Review” document will be completed in
he EMR. Any infractions noted by the
DON will be brought to the attention

b
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4. Reviewofthe physician progress notes dated
1/28/16 and 3/22/16 showed the physician had
seen resident #31 for "Sixty-day nursing home
rounds." The notes showed the resident's ragh
and associated skin irritation had been
eddressed. There was no documentation toshaw
the medicationregimenwasreviewed duringthe
visit. Inaddition, the notes provided by the facility
hadnotbeensigned bythe physician,

5. Review ofthe physician progress notes dated
1/28/16 and 3/22/16 showed the physician had
seen resident #14 for "Sixty-day nursing home
rounds.” The note included an objective
examination, assessment, and plan. However,
there was no documentation to show the
medication regimen was reviewed during the visit.
In addition, there was no electronic or written
physiclan signature,

6. Reviewofthe physician progress notes dated
1/28/16 and 3/22/16 showed the physician had
seen resident #5 for "Sixty-day nursing home
rounds.” The note included an objective
examination, assessment, and plan. However,
there was no documentation to show the
medication regimen was reviewed during the visit.
In addition, there was no electronic or written
physiclan signature.

7. Interviewwiththe DON on 4/13/16 at2:20 PM
indicated the physlician reviewed the electronic
MARs during the 60-day visits. However, she
confirmed therewas no documentationto show
the reviews were completed.

483.60(b), (d), (¢) DRUG RECORDS,
LABEUSTORE DRUGS & BIOLOGICALS

F 386/0f the physician for immediate
correction.

D.This monitoring tool will be
completed after sach 60 day
physician visit and reporied on
quarterly at the QI meeting.
Approved follow-up will be initiated
by the QI committee as necessary.
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a licensed phammagcist who establishes a system
of records of receipt and disposition of all
controlled drugs insufficient detailto enablean
accurate reconciliation; and determines that drug
records are inorder and that an account of all
controlled drugs ismaintained and periodically
reconciled.

Drugs and biologicals used inthe facility mustbe
labelad inaccordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the explration date when
applicable.

Inaccordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
haveaccessfothekeys.

The facility must provide separately locked,
permanently affixedcompartmentsforstorage of
controlled drugs listed In Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems In which the
quantity stored isminimal and a missing dose can
bereadily detected.

ThisREQUIREMENT isnotmetasevidenced
by

Based on observation and staff interview, the
facility failed to ensure expired medications were

notavailablefor usein 10of 3storage areas (the

jwith currently accepted professional
principles, and include appropriate
accessory and cautionary instructions,
and the expiration date when
applicable.

This requirement will be met as

evidenced by:

A. All medications located in the
medication cupboards,
medication cart, and the
medication refrigerator could be
affected,

a. The Brovana package with
the expiration date of 3/16
was removed from the
refrigerator and given to the
DON for proper disposal
4/14/16.

b. All medications in the
medication cart, medication
cupboards, and the
medication refrigerator will
be labeled with an easily
identifiable expiration date.

C. The DON or designee will chack
the medication cart, the
medication cupboards, and the
medication refrigerator for
expired medications every week
when ordering and prn.

All medications with an
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(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility:

(2) Decideswhat procedures, such as isolation,
should beappliedto anindividualresident; and
(3) Maintains a record of incidents and corrective
actions related toinfections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
preventthe spread ofinfection, the facility must
isolate the resident.

(2) Thefacility mustprohibitemployses with a
communicable disease orinfected skin lesions
from direct contactwith residents ortheirfood, f

designed to provide a safe, sanitary,
and comfortable environment and to
help prevent the development of
transmission of disease and infaction.

This requirement will be met as

evidenced by:

A. A policy will be developed to
outline an adequate cleaning
procedure for all mechanical
lifts to include the cleaning as
appropriate for the slings as
well,

B. a. All nursing assistants will be
Inserviced on the policy for
cleaning the lifts between
resident use.
b.Disposable sani-wipes will be
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Expiration date for the current month
1 F 431{ Continued From page 17 F 431will be pulled from the areas and given
] medication room).The findings were: to the DON for proper disposal.
Observation ofthe medicationroomon4/14/16 at A monitoring tool will be developed by
8:50 AM showed a box of 12ilndividgal PﬁCkEQeS the DON to ensure all medications are
of the medication Brovana located inthe . :
refrigerator. The date onthe packages showed gg:e;tl g lal?elgfl .W"“ an expiration
the medication had expired 3/16. Interview with S T applicable,
LPN #1 at that time confirmed the medications ) ) .
'. located inthe mfrigerator were for resident use DThIS monltoﬂng tool will be
: and the Brovana had expired and neededto be completed monthly and reported on
; removed. quarterly at the QI meeting.
1 F 441]483.65 INFECTION CONTROL, PREVENT F 441|Appropriate follow-up action will be
$S=E | SPREAD, LINENS initiated by the QI committee as
necessary,
The facility niust establish and maintain an i
Infection Control Program designedto providea F441
j safe, sanitaryand comfortable environmentand The facility will . .
L to help prevent the development and transmission e facility will establish and maintain
ofdisease and Infection, and infection control (IC) program 5/29/16
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direct contact will fransmit the disease.

(3) The facility must require staff to wash their
hands after each diract resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, stors, process and
transportlinens soasto preventthe spread of
Infection.

This REQUIREMENT isnotmetas evidenced
by:
Based on observation, staff interview and review
of policies and procedures, the facllity failed to

ensure Infection control measures were observed
during 2 random observations. The findings were:

1. Observation on4/12/16at9:33AMshowedthe
following concerns with infection control;

a. Residant#8 was assiated tothe bathroom
withasit-to-standlift. CNA#4 donned glovesand
complsted perineum care. The CNA then
removed her gloves and without cleansing her
hands proceeded withadditionaltasks. Theaide
assistedthe residentwith adjustingtheglasses,
placement of oxygen and removing footwear.

b. The aide removed the sling used to
{transferthe resident and placed tonthe lift, then
moved the equipment to the storage area located
inthe hallway. The lift handles used by the
resident during the fransfer were not cleaned
beforebeingplacsed inthestoragearea.

¢. Interviewwith CNA#5 on4/13/16 at2;35
PM revealed lifts were not cleaned between
residents unless they were visibly solled. She also
verifled thefacility had 2 slings forthe sit-to-stand

F 441 jgttached to the mechanical lifts to be
used in between resident transfers for
cleaning of both the lift parts and/or the
slings.

c.Slings are to be inspected q shift and
nd when visibly dirty will be machine
laundered,

.Lifts are to be cleaned each night by
he nursing assistant with
ocumentation completed and returned
o the DON each month.

e.DON or designee to do random
checks no less than three times q week
ith documentation given to the DON.
.Nursing assistants will be inserviced
on the correction method of passing ice
and the importance of washing hands
or using hand sanitizer between
resident rooms.

. lce scoop ordered.

.A monitoring tool will be developed
by the DON to ensure that the
mechanical lifts and the slings are

Iped down between resident
ransfers. A monitoring tool will also be
eveloped to ensure the the nursing
ssistant on the night ehift will wipe the
lifts down and inspect the slings and
machine launder the slings if vigibly
oiled. A monitoring tool will be
eveloped to ensure that the nursing
assistants when passing ice are using
he ice scoop and using proper hand
hygiene in between resident room.

FORM CM3-2567(02-98) Previous Verslons Obsolete Evant D:B3JV11

Faallity ID:Wv002 Feontinuation sheet Page 180f21



05/10/2016 TUE 10:43

FAX

DEPARTMENT OF HEALTHAND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

| STATEMENT OF DEFICIENCIES
ANQ PLAN OF CORRECTION

W

[Zoz5/02¢

PRINTED: 04/28/2018
) FORM APPROVED

{X1) PROVIOER/SUPPLIER/GLIA
IDENTIFICATIONNUMBER:

535019

{X2) MULTIPLE CONSTRUCGTION
A BUILDING

B.WING

{X3) DATE SURVEY
COMPLETED

04/14/2016

ey i = v o .

NAME OF PROVIDER OR SUPPLIER
BONNIE BLUEJACKET MEMORIAL NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
388 SOUTH US HWY 20

BASIN, WY 82410

X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY ORLSCIDENTIFYINGINFORMATION)

10
PREFIX
TAG

FROMVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THEAPPROPRIATE
DEFICIENCY)

COMg‘l?TlON
DAYTE

F 441

Continued Frompage 19
mechanical lifts which were shared between 8-9

gsidents ar(d they were cleaned between uses

only if they appeared dirty.

2. Observation on 4/13/16 at 10:20 AM showed
CNA#3 provided drinks and iceto residents from
awheeled cart. The CNA retrieved psrgonal mug
from residentroom#106 and returnedtothe cart.
The aide removed icefrom a cooler using a small
paper cup and filled the mug with the ice and
beverage and returned it to the resident, The
paper cupwas placed back intothe cooler. The
aide then went to resident room #107 and
retrleved the resident's mugfilling itwith ice using
the same papercup. The beverage was added
and the mug was returned to the resldent. The
aide continued to pass fluids to the remaining
residents inthe same manner., During this
process the aide did not wear gloves and the
paper cup did notprevent her hands from coming
into contact with the ice. Inaddition, the alde did
not perform hand hygiene in between handling
residents' personal items.

3. Intsrview with the Infection control preventionist
on4/14/16 at7:55 AM verified hands needed to
be cleansed after gloves were removed and
before additional care was provided. Further, she
acknowledgedicewas to beremoved from its
containerusingaicescoop ratherthan apaper
cup. Finally, hands needed to be cleansed
betweenresidents after comingincontactwith
thelr personal items. Interviewwlth the DONon

v
[U
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EFORM CMS-2867(02-99) Previous Verglons Obsolete

41141 1 Bat 9:30AMrevealedtherewas nogtaﬂ‘

that shewas aware of.

4. Review of the policy and procedure for
"Preventing Infection" showed for "Rules of Mand
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Hygiene ...Use an alcohol-based hand rubto
practice hand hygiene ifthey are notvisibly
soiled. Followthis rule: ... After contactwith
objects (including equipment) inthe person's
setting...After removing gloves,"

3

(%4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACHDEFICIENCYMUST BEPRECEDED BYFULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 Continued From page 20 F 441|F 441

D. These three monitoring tools
will be completed monthly and
reported on at the QI meeting
quarterly. Appropriate follow-up|
laction will be indicated by the QI
committee as necessary,
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