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A complaint survey was conducted by the Office
of Healthoare Licensing and Surveys on 11/29/18.
The survey was prompted by complaint intakes
WY00002307 and WY00002321.

The following common abbreviations ars used
throughout this document: '

BIVS- Brief Interview for Mental Status
DON- Director of Nursing Services
MDS- Minlmum Data Set

MAR- Madication Administration Record

Less commonly used abbraviations will be

annotated Ih each deficiency.
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(d) Accidents.
The facllity must ensure that -

(1) The resident environmerit remailns as free
from accldent hazards as is possible; and

(2) Each resident receives adsquate supervision
and assistance devices fo prevant accidents.

(n) - Bed Ralls, The facllity must attempt to use
eppropfiate alternatives prior to Installing a side or
bed rail. If a bed or side rall Is used, the faclilty
must ensure correct installation, use, and
malntenance of bed rails, including but not limited
to the following elements.

(1) Aesess the resident for risk of entrapment
from bad ralls prior to Installation.
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(2) Review the risks and benefits of bed rails with
the resident or resident representative and obtain
informed consent prior to installation.

(3) Ensure that the bed's dimensions are
appropriate for the resident’s size and weight.
This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review,
incident investigation review, resident and staff
interview, review of employee education files, and
review of quality assurance performance
improvement (QAPI) meeting minutes, the facility
failed to ensure safety for 1 of 1 residents (#1)
who was injured during motor vehicle transport.
Based on the failure of the facility to provide
effective training to all drivers and ensure safety
belt checks were completed, this deficient
practice was cited as past noncompliance at
actual harm as the resident sustained a fractured
leg. At the time of survey on 11/29/16 the facility
had implemented a QAPI plan to provide
increased resident safety during motor vehicle
transportation. A complete van driver
re-certification process was completed on
11/18/16. The findings were:

Review of the 11/17/16 incident investigation
summary showed on 11/12/16 while being
transported on a facility van to an activity,
resident #1 was not secured in his/her wheelchair
and was injured when the van came to an abrupt
stop. The resident's wheelchair had been
secured; however, a check to ensure the resident
was belted in was not completed. The resident
sustained a fractured leg.

Interview with the resident on 11/29/16 at 12:37
PM regarding the 11/12/16 accident verified the

F 323

Past noncompliance: no plan of
correction required.
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seatbelt was not secured and s/he fell out of the
wheelchair and fractured his/her leg. The resident
stated s/he didn't realize the seatbelt was undone
until the fall occurred. Observation at that time
showed the resident had a brace on the left leg.
The resident revealed s/he continued to be
non-weight bearing and hoped the physician
would clear him/her that week to begin therapy.
The resident stated medication was administered
for pain, the leg was stiff and had "spasms."

Review of the 9/21/16 Quarterly MDS
assessment showed the resident was cognitively
intact with a BIMS score of 15/15.

Further review of the facility investigation showed
it was thorough and the van driver was
suspended pending the investigation. Review of
the 11/15/16 QAPI meeting minutes showed the
root cause of the accident was a "knowledge
deficit" of the driver (#1). The driver was taken off
driving duty permanently after the incident.
Review of the education file related to
driving/transportation for driver #1 showed there
was a 26-question test completed. There was no
date on the test and the driver had failed to
answer correctly on 6 of the 26 questions. The
other 4 drivers employed at the facility were
provided re-education/certification on 11/18/16.
Review of the employee files for these drivers
showed completion of this certification. In
addition, the safety committee was assigned to
continue monitoring by completing audits to
ensure system compliance.

Observation on 11/29/16 at 2:58 PM of van #1
and at 4:20 PM of van #2 showed the 2 facility
transportation vans were equipped with safety
straps to secure the wheelchairs as well as

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FTJ211 Facility ID: WY0027

If continuation sheet Page 3 of 4




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

PRINTED: 12/14/2016
FORM APPROVED
OMB NO. 0938-0391

shoulder/lap belts to secure the residents.
Interview with driver #2 at 4:20 PM verified she
was provided the re-certification and that safety
monitoring and checks were being completed.

Interview with the DON on 11/29/16 at 4:31 PM
verified the education driver #1 received prior to
being allowed to drive "was not the best." She
verified the safety plan was implemented on
11/18/16 when the re-certification of the drivers

was completed and the problem was corrected as

of that date with continuing QAPI audits.
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