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F 000 INITIAL COMMENTS " FO00
A recartification survey was conducted by
Healthcare Licensing and Surveys on 4/3/17
through 4/8/17. Complaints reviewed in the
course of this survey were complaint intakes
WY000002385, WY000002377, and
WY000002378,
The following common abbravlations are used
throughout this document:
ADLs: Activities of Dally Living
CNA: Certifled Nurse Alde
DON:;  Director of Nursing
MDS: ' Minimum Data Set
RN; © Registered Nurse
Leas commoniy used abbreviations will be
annotated In each deficlency.
F 164 | 483.10(h)(1)(3)(); 483.70(1)(2) PERSONAL F 184 l,
s8sD | PRIVACY/CONFIDENTIALITY OF RECORDS Fl64 4
483.10 This requirement will be met as '7
(h)(1) Personal privacy includes accommodations, ¢videnced by:
medical traatment, wntten!and hal?p‘gon:nd 1. Nursing staff will be in-
communications, personal care, visits, i .
meatings of famlly and resident groups, but this serviced at next scheduled
doas not require the facliity to provide a private nursing meeting onMay18§,
room for each resident. 2017 on need to ensure thit
(h)(3)The resident has a right to securs and the electronic medical
confidential parsonal and medical racords. records are secute and only
() The Tesident has the right to refuse the release those with a need to know
of personal and medical recards except as will have access to the
provided at medical electronic medxcél
9483 70(1)(2) or othar applicable fadara! or setate records.
laws. .. . .
I ORSQR FROVIDER/SUPPLIER REPRESENTATIVE'S GIGNATURE TITLE
At a0 S N ceans BN, ¢ NO - é'/// 7
Ay Jeficlbncy stabament yn sateriskd(*) dunctes a deficlency which the netitition may be d from N
R e e e
followihig tho date of survay whather of net & plan of corraction s provided. For nupaing hwnn.mubowmdlmum plane of corrociion are dieclosabla 14

_nyl llwdmmodmmmedom the faciity. Ifdaﬁchnr.hammq an approved plan of comaction ls requisite to continued
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2. Nursing staff will be
F 184 Continued From page 1 F 164 educated on 5/18/2017 thit
§453.70 ;/ the electronic record does
22)&4_71%&’" Tf’d& ) fdentialall closedown after 15 minutes
e must keep confidential a - .
Information contained in the resident's records, but staﬂ:ls still responsible
regardiess of the form or storage method of the for logging out of the
records, except when release [s- electronic medical record
(1) To the Individual, or thelr residant when moving away from
reépresentstive where permitted by applicable law; the computer.
. 3. The computer in the report
(H) Required by Law, . room was moved on April
(W) For treatment, payment, or health oar'a 24, 2017 so that screen is
oparations, as parmitted by and In compilance 3
with 45 CFR 184.506; not facing the doorway at
. any time 1o ensure privacy
(iv) For publio health ‘;aicﬂ';/ﬁas. g&oﬂ:ﬂng or; alrniuse, of electronic medical
neglect, or domestic violence, oversight :
activities, judiclal and administrative proceedings, records when displayed o |
law enforcement-purposes, organ donation the computer screen,
purposes, research purposes, or to coroners,
medical examinérs, funeral directors, and to avert
@ serious thram"to healmmo; ?bfgtg as pmltted QA: Random checks will be
by and In compliance wi 184 .
This REQUIREMENT s not met as evidencad completed each month by the Directoy
by: of Nursing or designee to ensure
Based on °mﬂ{??:é| staff Irﬁvlew. and review privacy for all electronic medical
of facllity policy, lity failed to engure records. A 4 i
medical records were sacure during 2 random varter] atzgogu‘ﬁl bzprowded
obgervations of the report room, The foliowing q Y ty Assurance
conoam was [dentifled: Performance Improvement meeting.
6/4/17
1. Observation of the report room on 04/05/17
from 1:35 PM to 1:51 PM (18 minutes) showed
the electranic madical recard for a fadfity resident
. was open o the complter and no staff were
[ present. The room was located near the éormmon
I | area whare resideits and family were sested,
m@mm-r(m mqu Otuciote , w em:osoemt Facllty ID: Wyono2 If continuation sheet Page 2 of 38
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Continued From page 2

The door to the room was open and the computer
screen was facing the open door to the common
area. The computer system Identified CNA#1 as
the user that waa logged into the system.

2. Obsarvation of the repart room on 04/06/17 at
3:23 PM showed the medical record of a faclilty
resident was open on the computer and.no staff
were present. The door to the room was open.,
The computer system Identified CNA#1 as the
user that was logged info the syatem.

3. Intarview with the DON on 4/8/17 at 9:30 AM
revealed staft are to log out of the computer
charting system when they-are not uging It to
ensure privacy of residents' parsonal information.

4. Review of "Resident Rights” received from the
facliity on 4/8/17 at 10:30 AM showed "The facility
shall protect and promots the rights ag identified
below, Each Resident, and hig/her legal
repregeniative as appropriate, has the right...14,
To have c¢linical and pereonal recorda kept
confidential,..”

483,10()(2)-(4) RIGHT TO PROMPT EFFORTS
TO RESOLVE GRIEVANCES

{1)(2) The resident has the right to and the facility
must maka prompt efforts by the facllity ta resolve
grievances the resident may have, in accordance
with this paragraph.

(i)(3) The facility must make information on how
{o file a grisvanca or complaint avallable to the
resldent. .

()){4) The facllity must establish a grievence policy
to ensure the prompt resolution of all grievances

F 164

F 186

F 166 This regulation will be met as
evidenced by:

A. The facility will ensure that

all grievances will be investigated and
efforts made by the facility to resolve
including those listed by residents
#17, #20, #21, and #12.

|

Yl Li/ 7
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1. Nursing staff will be educated on
F 186 | Continued From page 2 F186| 5/18 12017
regarding the residents' rights contained in this ) Av /
paragraph. Upon request, the provider must give L{
a copy of the grlavance policy to the resident. The a. Any concerns expressed by ! 7
grievance palicy must include: residents will be submitted to the
() Notifying resident individually or through Director of Social Services via the
postings in prominent locations throughout the STAT messaging system on the
faclilty of the right to file grievances orally : :
(meaning spoken) or In writing; the right to file electronic medical records
grievances anonymously; the contact information immediately.
of the grievance officlal with whom a grievance
can be flled, that I, his or her name, business
address (malling and emall) and business phone b How to use the STAT ,
number; a reasonable expected time frame for messaging system on the electronic
completlng the review of the grlevance; the right medical record.
to obtaln ‘& written declsion regarding his or har .
grievanca; and the contact information of . . .
independent entities with whom grievances may R ¢. Social Services will
be filed, thal (s, the partinent State ageney; complete a grievance form on all
Quality lmprovement Organization, State Survey : .
Agency and State Long-Term Care Ombudsman grievances and determine how to
program or protectlon and advocacy system proceed.
D) ldentlfy!ng a Gnevancc Official who Is d. Social Services will create zh
responsible for oversesing the grisvance procass, . . _
recelving and fracking grievances through to their log for all grievances with resolutiony.
conclusions; leading any necessary investigations
by the facility; maintaining the confidentiality of all e. Suspected abuse will be
Information associated with grievances, for , . . .
example, the Identity of the resident for those tnvestigated by Social Services upon
grievances submitted anonymously, Issuing notification,
i written grisvance declsions to the resident; and
‘ coordinating with state and federal agencles as : .
necessary In light of specific allegations; Quality Assurance:
(iil) As necessary, taking immediate action to .| Social Services or designee
prevent further potential violations of any resident will have all grievances filled out on a
right while the alleged violation Is being grievance form and logged on the
UT'!FV
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, " | monitored and reported on quarterly pt
F 168 | Continued From page 4 F188| Quality Assurance Performance

Investigatad, Improvement meeting.
(Iv) Consistent with §483.12(c)(1), immediately
reporting all alleged violations involving neglect,
abuse, Including injuries of unknown sourcs, 6/14/1°
and/or misapproptiation of resident proparty, by ’
anyone furnighing services on behalf of the
provider, to the administrator of the provider; and
as required by State law;

L

(v) Ensuring that all written grievance deglslons
Include the date the grievance was recelved, a
summary statement of the rasident’s griévarice,
the steps taken to investigats the grisvance, a
summary of the partinent findings or conélusions
regarding the residant's concerns(s), a statement
as to whether the grievance was confirmed or not
confirmed, any corrective actlon taken or to-be
taken by the faclilty as a result of the grievance,
and the date the written decision was lssued:;

(vi) Taking appropriate corrective action In
accordance with State law if the alleged violation
of the realdents’ rights ls confirmed by the facility
or if an outside entity having jurisdiction, such as
the State Survey Agency, Quality Improvement
Organizatlon, or local law enforcement agency
conflrms a violation for any of these residents’
rights within its area of responslbility; and

(VIl) Maintalning evidence demenstrating the
resuit of ali grievancas for a pariod of no less than
3 years from thae lasuance of the griavance ‘
dacision.

This REQUIREMENT ig not met as evidenced

by:

Based on resident, family, and ataff Intarview,
and pollcy and procedure review, the facliity felled
to ensure grievancas were resolved for 4 of 4
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sample residents (#12, #17, #20, #21) who
volced grievances, The findings were:

1. Intesview with the resldant #17's farnily
member on 4/6/17 at 9:40 AM revealed a concemn
had baen reported to the DON about CNA #2.
The famlly member stated the CNA Is “rude and ,
rough" with the restdant and "forces" the resldent 6/4/17
to use his/her injured arm to ransfer which
causes the resident "significant pain.” The family
member felt that if the CNA gels in trouble for not
caring for the rasident then the resldent would be
rataflated against by the CNA not anawering
his/her call light or not providing assistance. The
family stated, "nothing gets dons" about the
concsms, however, the family member was
concsmed about reporting it agaln out of fear the
facility would discharge the resident

' 2. intarview with the resldent #17 on 4/5/17 at
| 1:5Q PM revealed a/he had praviously reported

‘ concema about fough trastmant by CNA #2 fo the
nurse and was told the nurse would "talk” to the
CNA about It. Tha behavior did net improve and
the resident revealed s/hie was "afrald” to bring 1t
up again. The resident felt the CNA was Impatient
and tolis hlmlher to "get up" without providing
assletdiics aind the CNA gets louder when ghe Is
upset with the resident. Further, the resident
stated gfne feit "uncomfortable,” "Ife a burden,”

"embayrassed,” and “infimidated” by the CNA.
There wag o evidence a grievance form was
oompleted related to the resident's concems,

3. nterview with resident #21 on 4/4/17 at 6 AM
revedled the resident had reporied, to the nurses
and DON, that CNA #2 Is “rude.” Further, the
resldent Bﬂ]d s/he reported concems about gtaff
and was told s/he "can go someplaca eise.”

fonu CMS-2B97{02-89) mwmmm Otwointe Event ID: 508H 14 Faclity ID: WY0002 If continuation sheet Page 6 of 38
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Continued Fram page 8

There was no evidence & grievance form was
completed related to the regident's concerns,

| 4. Review of a nuree's note dated 1/11/17 and

{imed 12:42 AM showaed resident #21 reported
g/he did not like the CNA "that was in here." The
nurse talked o the resident "1 to 1" at that time.
There was no avidence a grievarice form was
completed related to the residant's concems,

e

B. Revigw of a nurea's note datad 1/13/17 and

imed 11:30 AM showed resident #21 complained

of care that was provided. The nurse fold the
resldent s/he needed to express his/her concemns
to the DON and "if [s/ha] Is not happy In this
facility [a/he] gould always conslider another
facillty."-There was no evidence a grisvancs form
was complaled related to the resident's eoneerms.

8. Review ot a nursing note dated 1/15/17 and
timed 1:50 PM showed reskient #21 reported that
"aldes" wera rjot taking him/her to the bathroom
during the shift and the pravious night. Further,
the note. qhmd the CNAs stated the resident
was v!nlﬁw farvily and was taken to the
bathroon) after the visit, There was no evidence a
grisvance form was completed related to tha
regidents gongems. " Cov o th

7. Infervigw with rasldent #12.0n 414/17 a1 3:30
PM revealad the resident had reported to faslity
staff s/he wanted a new wheelchalr, and also that
sihe wes mlaalng an afghan blankat -

lnterview with resldent #20 on 415117 at 1 30
PM reveslen s/he was missing "23 tops,” and
g/he had reparted the mlssing items to "several"
CNAS -idh"h/r‘!"-:.:A P \r

1

F 186

- 6/4/17Y

L
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9. Review of the grievance log showad there had
been no identified grlevances since June 2016.
There was no evidenca a grievance form was
completed related to the residents’ cancerns,

10. Interview with the soclal services director on
4/6/17 at 8:15 AM revealed the facility had not
recelved any formal grievances since 6/9/16 and
had Identified the grievance system ag an area 6/4/17
for improvement In January 2017; however, she ,

was riot aware of the grievances for resldent #17,
#20, or #21. Further, she revealed the facliity has
tried differant wheelchalrs for resident #12 and
tha resident had concams with all of them;
howaver, sha was not aware the resident was
mizsing an afghan blanket or that the resldent
was unhappy with the current wheelchalr.

1M, Reviaw of the, polley Imed "Resldent
Grievance Pollcy” last revised on 4/25/16 showed
“...3. Raskdent Grievences will be tracked by.the
Quality Improvement Commitiee A, Soclal
Services Wil be responsible for tracking and
reporting Resident Grievances quarteriy, or more
often ae required, to the Quality Improvement
Committee, B, Soclal Services will réspanaible
to make the administrator sware of on-going
CONGems,. ,Procass .1. Notify the Soclal Services
Persn fof daglstance In resolving the proh{em
The Soclal ervice Pmon serves as the facilty's
In-housa ! gmbudsmm An "ombudsman®
invastigatas combiaints on behalf of the
adminlgtretor gnd reports findings/rasolution to
the Adminietrator. This report may either be done
verbally or written, The Social Service Person wi
be happy to write concem for the resident. 2, If
you aré not satisfied notify the Director of
Nureing, 3. Should you remain unsatisfled, please
take the concem to the Administrator, You are

f°m;‘, ChE-2687(02-99) pmuwmom Byont [D; B08HY FaciXly 10: WYD0D2 {f continuwtion sheat Page 8 of 38
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welcome to present the problem verbally or in
writing. You may expect a response at each leve!
as quickly as possible, certalnly within 6 working
days.."
12, Review of "Resident Rights" received from
the facifty on 4/8/17 at 10:30 AM showead "The
faollity shall protect and promote the rights as
Identifiad below, Each Regident, and his/her legal
representative as appropriats, hag the right... 11,
To volce grievances and suggest changes in
policies and services to efther statf o outside
napmenmives without fear of restralnt, -
interferenca, cosrclon, discrimination or raprisal.
The faollity shall listan tg and act promptly upon
grievancas and reoommandatlnns recelvod from .
Residents and family groups..." . '
F 167 | 483.10{g)(10)(i{11) RIGHT TO SURVEY F 187 ,
§5+B | RESULTS - REAQ[LY ACGESSIBLE F167 Z[ / u} )7
" ) This requirement will be metas |
(gK10) ‘I;he résldent has tha nght to- evidenced by: )
(i) Exgmlr}g mm of the most reqsatgt survey 1, The Director of SOCI&I
of the faoll ctad by Fedaral or State S
surveyars awnd any plan of comection in affect with er.:lms ““ltlhremw with
mp.d tg jhﬂ hdlw and . residents at the next
e scheduled resident counci
(aX11) Tﬂﬂ fquy nmt«- meeting May 4, 2017 the
(1 Post in a place readily accsssible fo res Idents location of the most current
and fafmlly members and legal rppl‘esenmwee of survey results and will be
mg'm%‘h?@"m f the most recant survey of clearly visible at all times.
e : 2. A note will be made
(D) Hm'ramm ;vih rsslglect| to an'? suﬁgleys. available in the current
oerﬂjl;cat m‘ ." o J:m': &:‘; gatons made survey notebook stating
*a,_pu any pfan of oprrectlon in aﬁact wlth that theprevious3 years of
. l e c SuI'Ve . -

mmw@;ﬂ»ﬁm@amm . " Even (0:608HY]

”
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TRRERFRSS [ permmimen 0w coveon
. 838019 B, WING .
NAME OF PROVIDER OR SUPPLIER 8T R@TADDRESS. CITY, STATE, ZIP CODE
BONNIE BLUBJACKET MEMORIAL NURSING HOME ’B’:sﬁ:";v"v":m 2
N O I RN i M D
v REGULATORY OR LSC IDENTIFYING INFORMATION) v c@cwm%w& T &Eip’?‘#&‘m e
request from the Di

F 167 | Continued From page 9 F 167 oequocial SI:M:GS trector
respect to the facllity, avallable for any Individual i
1o review upon request, and Quality Assurance:
(W) Post notice of the avallability of euch reports In 1. Director of Social Services|
areas of the facllity that are prominent and or designee will do random checks
sccassible to the public. monthly to ensure the current survey

15 clearly visible and will report on
(Iv) The facillty shall riot make avallable ldentifying g P
Information about complainants or residents. such at the Quality Assurance
;’hla REQUIREMENT i not met as evidenced Performance Improvement meeting
Y- uarterly,
Based on obaarvation, and regident and staff q l%’ 'I‘h Di f fS 'al
Intarview, the facllity falled to ensure survey , = ~ae Director of Soct
results and a notice of the avallabliity of previous Services will review location of
surveys were posted fn,an area readlly accesslble survey results every month at the
?h?gmbs w: canels was 25, - scheduled resident council meeting
g r,% , : ‘and report quarterly at the Quality
1. Obseivaiin on 41417 at 6:28 AM showed 8 Assurance Performance Improvement
binder ¢ontaining the most recent survey results meeting on a quarterly basis.
was In a fllq wall pocket, behind the piano In the 6/4/17
main lobpy, not easlly viewable or agcessible to Wil
all residsnts; Further obsarvaﬂon showed there
was no posted notice that surveys from the
preccdlng 3 years waru aval!able for revlew upon
requést, . '~ :
2. Gmup lmerv!ew on 4/4/17 at 1 PM with 11
residents présent revealad that they did not know
vmamJ}he nyrvey resull:s were locatqd _
l

3. lntewlcw un 4/817 at §:54 PM wh‘h tha soclal
services dirctor confimd that the survey results
bindey Was behind the plano and not easlly
accessible to all residents, and that only the last
survey Ig in the binder, She further revealed she
had the nor year's giirveys "somewhers." . . ;

F 221 483 10(5)(1), 483.12(a)2) RIGHT TOBEFREE | F 221 | F221: This regulation will be met as

LS. gvidenced by:
Event ID: $08H11 Paciiy ID: WY0002

if conlinuation sheet Page 10 of 38
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The resident has a right tp be [raa;ed wlm mpect

and dignity, including: :

§483,10(e)(1) The ﬂgh} o be fma frqrn any

physical or cheflcal restraints Imposed for -«

purposes of disalpiine or convenlerice, and riot

requlred o maaﬂhh realqenfs med%cel symptorno.
nslstgnt v

483 "w@l“ A

pomgsin e L
@ reg 0 ma )

neglect, ?ng:l ppropriation gf resldaf’\tpmerty

and expioltatin deﬂnad In this gubpart le
Induml%ut { ngia limted to treedd’jun f;":m BL
corparal punishment, involuntary s&zlusion and
any %l or chemical restralrt not raqqud to
e e e
@) The I'apllliv '"“35 & -
(1) Ensir at e resident e fos i phy physlcal
or Qhemlcalmrostralnﬁa lmosed Jor purposss, of -
dlsclrllng P{,";.tl""""'?.f'ﬁﬁ qr{.d that are not .-
am
bk "‘%,9 il N
indicated the, 1qpl must usg [he 16t rasirictive

13

ls-'&

wa RE.QUIREMENT u not mef &3 n gvldemod

Basad'on observatlon. rqadlaal mcord revlew
o '""”"‘iei"" m 10135, mplam'
residerity ( 4) Vg’ﬁ free trom unh&;&!ﬂw K

documegt gngolng ru-pvaluqﬂon of lha naed p

- FORM APPROVED
_CENTERSF FAM SERVICES — , __OMBNO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONETRUCTION (X2) DATE SURVEY
AND FLAN OF GORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
; . c
§35019 B. WING _ : " 04/06/2017
NAME OF FROVIDER OR SUPPLIER T~ STREET ADDRESS, CITv, BTATE, 2iF GODE T
BONNIE BLUEJACKET MEMORIAL NURSING HOME ’Bﬁ:”;v“‘,":m 20
X 1]

YD SUMMARY STATEMENT OF DEFICIENCIES I mowoars PLAN OF CORREGTION o)
REFIX (EACH DEFICIENCY MUST BE FREGE)BD BY FULL, PREFIX RRECTIVE ACTION BHOULD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG caoss-n c&nlg cry)smommm DATE
F 221| Continued F 1 F oot 1. Resident#24 and all other

ontinued From page 1€ . .
885D | FROM PHYSICAL RESTRAINTS residents will be free of
physical restraints,
§469.10(e) Respact and Dignlty. N

2. Resident #24 and all other”
residents who use recliners
daily and/or prm will be . ..
assessed for safety and ablhty o
use recliner.

3. Nursing staff will review thé:'
- Restraint Policy at nursing
meeting on 5/18/2017 with
education on what or what is
not considered a physical
restraint. -

QA: Director of Nursing or
designee will perform random
checks of commons area as well a;
patient rooms monthly to ensure nb
unauthorized restraints are in use. | -
To be reported quarterly at Quaht)
Assurance, Performance
Improvement meeting,

6/4/17

vr-’:’

FDRMBWWM_W%?M .

!n-iaami '
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STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

(X'l) PROVIDERIBUPPUERICLIA
IDENTIFICATION NUMBER:

| (xa) MULTIPLE CONBTRUCTION

535019

| %8 DATE SuRveY
COMPLETED

c

A BUILDING

B, WING

NAME OF PROVIDER OR BUPPLIER
BONNIE BLUEJACKET MEMORIAL NURSING HOME

: - 04106/2017
- BTREETADDRESS, CITY, §TATE, ZIP CODE .

388 SOUTH UG HWY 20
BASIN, WY 82410

{44) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX EA%H |ENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING iNFORMATION)

TAG

PROVIDER'S PLAN OF CORRECTION
{EACH ACTION SHOULD BE
CROSS-REFERENQED TO THE APPROPRIATE
DEFICIENCY)

D

T

F 221} Continued From page 11

physical restraints, The findings were;

1. Observation on 4/8/17 at 8;50 AM showed
resident #24 was sltting In a recliner In the main
lobby area with his feet elevated on the foot rest,
A trash can was placed under tha foot rest, The
following concems were identified:

a, Review of the resident's history and
phyaical dated 11/7/16 showed the resident hada
left upper extremity amputation,

b. Review of the resident's ¢are plan showed
that s/he had a cara plan for ADLs with a goal to
achieve maximum functional moblity, The
fall/safety approaches included mobliity alarm.
Thera wae no eyldence a restraint assessment
was performed related to the placement of the
trash can under the recliner foot rest.

2. Interview on 4/6/17 at 8:54 AM with CNA#3
revealed the rash can was put under resident's
recliner foot rest to prevent him/Mer from lowering
hig/her legs.

3, Interview with the DON on 4/6/17 at 9:20 AM
revealed there was not & safety evaluation for
placement of the trash ¢an under tha recliner
while the reeldent’s legs were elevated. Further,
she rovealed staft were not to place the trash can
undar the racliner bacauss it prevented the
resident from moving.

4, Review of facliity policy and procadure on
regtraints with an (ssue date of 8/13/14 showed
the purposge as, °...1o klentify the need fora
physical restraint and (o ensure the safety of the
resident..The DON or deslgnee wili complete the
physical restralnt consent form to determine i
appropriata and safe."

F221

6/4/17

FORM ChS-2567 (02-0%) Previous Viarsions Obaciete Event D) 508H11

Faciity It WDon2 if conBnuation shest Page 12 of 38
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. QEN TERS FQ& MEDIGARE.'Q MEDICAID SERVICES ) : OME%&A.APPROVEP
SRR [ Dowmmern | mires covemnon o
c
535019 8.WING . 04/06/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDREBS, CITY, STATE, ZIP CODE
BONNIE BLUEJACKET MEMORIAL NURSING HOME m:mugm %
0%4) 10 SUMMARY STATEMENT OF DEFICIENCIES D 'PROVIDER'S PLAN OF CORRECTION ot8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THEAPFROPRIATE | - DATE
DEFIGIENGY)
F 225 | Confinued From page 12 F 225 ins c;{ns regulation will be met a3
F 225 | 483.12(8)(3)(4)(c)(1)-(4) INVESTIGATE/REPORT |  F 225 ©Videnced by: b
85<E | ALLEGATIONS/INDIVIDUALS . q/17
1. Investigations were
483.12(a) The facllity muat- conductedifor concerns M«Q}
(3) Not employ or otherwlse engage Individuals expressed by residents #1/7 ,
who- | and #21 with inability to Yo gl dS
() Have been found gullty of ab;:se. neglect, substantiate abuse & dtakt
exploitation, misappropriation of property, er allegations, ’
miatreatment by a court of law; egations g @
(I} Have had a finding entered Into the State 2. Any concerns voiced by - X
m.lrezjku?l ;lge mgll:tur);a pgnnce{ni?g a&u:e&neglect. residents to staff will be % ' L /.
expioltation, mi ent of residents or . .
tmisappropriation of thelr property: or comxinumc.ated to Social v O((‘“j \rx
- ecblinary acon n effect anal Services via the STAT : WAz
{liy Have a disciplinary action ct againet his : >
or her professlonal license by a state licensure [messaging on t_he 4 \\% "Jr
body as a result of a finding of abuse, neglect, electronic medical record @/
exploitation, mistreatment of residents or
misappropriation of resident property. 3. Social Services will keep|a
(4) Report to the State nurse aide registry or - log of all grievances and
licansing authorities any knowledge it has of resolutions,
actions by a court of law against an amployee,
which would Indicate unfitnass for service as a .
‘nuree alde or other fackity statf. 4. Human Resources will
: complete background
(c) In responee to allegations of abuse, neglect,
exploitation, or mistreatrnent, the facliity must: checks on CNA _#2’ CAN
#4, and RN#1 with
(1) Engure that all alleged violations Invalving
abuse, neglect, exploltation ¢ mistreatment, completed record placed fn
Including Injuries of unknown source and the appropriate personnel
misappropriation of resident property, are file.
reported iImmediataly, but not later than 2 hours
after the allegation is made, if the events that Quality A ance:
FORM CMS-2587 [02-09) Pravious Viralons Obsclate Event ID: 508H11 Facilty ID: W 0302 If continuation sheet Page 13 of 30



05/11/2017 THU 11:07 PAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

[ZoL7/048

PRINTED: 04/2072017

R
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB FONQM APQg ';Rg?o\;,:,Egn
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION ' (X8 DATE SURVEY-
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
) 535018 B, WING : 04!28!2017
NAME OF PROVIDER OR SUPPLIER STRENT ADDRESS, CITY, STATE, ZPGODE |
388 SOUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURBING HOME . BASIN, WY 82410 .
%) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE cm%um
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENGY)
: Lo . Social Servi
F 226 | Continusd From page 13 F 225 L desi ' cn.’lfes or
cause the allegation Invoive abuse or reautt in esignee will complete a
serious bodlly injury, or not later than 24 hours if monthly report on
the events that cause the allegation do not Involve : .
abuse and do not resul in serious bolly Injury, to grievances and resolution Z,/y
the administrator of the facllity and to other to ensure cully completed /7
officials (Including to the State Survey'Agency and ; :
adult protective services where state law provides with a report to Quality
for jurisdiction In long-term care faciites) kn Assurance Performence
accordance with State law through established Improvement on a
procadures, .
, quarterly basis.
(2} Have evidence that all alleged violations are .
thoroughly investigatad. 2. Social Services or design%e
(3) Prevent further potential abuse, neglect, will monitor new employe
exploltation, or mistreatment while the logs completed to ensure
Investigation Is In progress. all appropriate background
(4) Report the results of all investigations to the check and/or abuse registry
sdministretor or his or her designated ks
reprasantative and o other oficials in accordance checks are completed
Xgh Stat:d l;\;v Inclugli{ng ﬁg the gft%;i: Survey monthly and report to
enoy, n 6 working days incident, and Quality A
ffthe allsged violation Is verified appropriats ty Assurance
coractive action must be taken. Performance Improvement
This REQUIREMENT Is not met as evidenced on a quarterly basis, '
by: ‘
Based on resident, family, and staff interview,
medleal record review, and policy and procedure
review, the facliity falled to ensure abuse
allegations were Investigated for 2 of 3 abuse
allagations which Involved 2 sample residents
(#17, #21), Further (he feoility failed to ensure
pre-hire screening was performed for 3 of 9
employess (CNA#2, CNA#4, RN #1) prior to
resident contact. The findings were:
1. Review of the 3/27/17 slgnificant change MDS
assessment showed resident #17 had a BIMS
FORM CMB-2667(02-69) Previcus Versions Obsciels " Evant |D: 508H1 Paiy ID: WY0002 If continuation sheet Page’ 14 o7 38 -
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(X2) MULTIPLE CONSTRUCTION

{brief interview for mental status) score of 16
(cognitively intact), was able to understand and
be understaod and required extensive assistance
of 2 or more people for bed mobility, transfers,
drassing, and tollet use, The following concerns
were identified:

a. Interview with the resident's family member
on 4/6/17 et 9:40 AM revealed the resldent was
afrald of CNA#2, The family member stated the
CNA s "rude and rough” with the resldent and
"“forces" the regldent to use his/her injured arm to
transfer which causes the resident "sigrificant
pain." The famlly member stated the concarm was
taken to the DON; however, “nothing gets dons,”
The family member felt that if tha CNA got in
trouble for not caring for the resident then the
resident would be retallated against by the CNA
nat angwering hisvher call light or not providing
assistance, Further, the famlly member was
concemed about raporting the concem apgain out
of "fear” the facility would discharge the resident.

b. Interview with the resident on 4/5/17 at
1:50 PM ravealad CNA #2 was physlcally rough
with him/her during cares and It caused the
resident pain, The resident felt tha CNA was
impatient and told him/her to "get up” without
providing assistance and the CNA got louder
when she was upset with the resident. Further,
the resident stated s/he fait "uncomfortable,” "like
a burden,” "embarrassed,” and "intimicated" by
the CNA. The resldent revealed s/he had
previously raported the CNA behavlors to the
nurse and was tojd the nuree would "talk® to the
CNA about it. The behavior did not Improve and
the razident revealed a/he was "afraid" to bring it
up again.

2. Review of the admlssion assessment dated
1/18/17 ahowed resident #21 had dlagnoses

F 226

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SBUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING COMPLETED
C
835019 BWING 04/06/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE |
388 SOUTH UB HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME
\ BASIN, WY 852410
¢4 1D SUMMARY STATEMENT OF DEFIGIENCIES © PROVIDER'S PLAN OF CORRECTION
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5G IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE ARPROFRIATE ATE
DEFICIENGY)
F 226 | Continued From page 14

Ll
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STATEMENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMRER:

838018

(X2) MULTIPLE CONSTRUCTION
A BUILDING

(3) DATE BURVEY
COMPLETED

c
04/08/2017

B. WING

NAME OF PROVIDER QR S8UPPLIER
BONNIE BLUEJACKET MEMORIAL NURBING HOME

GTREETADDRESS,. CITY, STATE, 2P CODE
388 S8OUTH U8 Hwy 20
BASIN, WY 82410

SUMMARY BTATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LBC (DENTIFYING INFORMATION)

0d) 1D
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
EACH CORRECTIVE ACTION SHOULD BE
céoss-nsrmmcm TO THE APPROPRIATE
DEFICIENCY)

D
PREFIX
TAG

F 225 | Continued From page 15

which Included cervicalgla (neck pain), and
monoplegla (paralysls of 1 limb or reglon of the
body) of the left lower limb and left upper limb.
Further the resident was able to understand and
be understood, and required total assistance of
one person for bad mobility, transfer, and toilet
uga, The following concemnsa were Identified:

a. Interview with the resldent on 4/4/17 at 8
AM revealed s/he reported concerns about staff
and was told s/he "can go someplace else.”
Further, the resident revealed that CNA #2 was
"rude” and "rough” when sfie provided care and
the resident had expressed this to the nurses
heforas, .

b. Review of a nurse's note dated 1/11/17 and
timed 12:42 AM showed the resldent reported
s/he did not Ikke the CNA “that was In here." The
nursa talked to the resldent 1 to 1 at that time.

¢. Review of a nurse's note dated 1/13/17
and timed 11,30 AM showed the resident had
complained about cara that was provided, The
nurae told the resident s/he needed to express
hig/er concerns to the DON and "if [s/he] Is not
happy in this facllity [a/he] could always consider
another facliity."

d. Review of a nursing note datad 1/16/17
and timed 4:50 PM showed the resident reported
that "aldes" ware not taking him/her to the
bathroom during the shift and the previous night.
Further, the nole showad the CNAs stated the
resident was visiting with family and the resident
wag taken to the bathroom after the visit.

3. Interviaw with the DON on 4/6/17 and timed
2:07 PM ravealed she was not aware of any
aliegations relsted to resident traatment by CNA
#2. Further she revealed an Investigation had not
been completed related to the allegations.

F 225

FORM CM2-2587(02-89) Previoua Varsiane Obsolete ' Event ID:508H11
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‘ SUMMARY.STATEMENT OF DEFIQIENCIES ‘ o
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TAG REGULATORY OR LSC IDENTIFYING INFORMATICON) ' TAB ENCED TO THE APPROFRIATE bATE
DEFICIENCY)
F 225 Continued Front page 16 F 225 /7/
4. Review of the policy titied "Patient 4 17

Abusenknown Cause of Infury
Investigating/Reporting" last reviged on 5/8/18
ghowed ",..Abusga Ineludes guch actions as using
deregatory language to a patient, rough handiing,
lgnoring resident while glving care, directing
patient who need tolleting assistanos to urinate or
detacate.In thelr bed, ignoring any request or
nesd by & resident...2) Reporting: Any patient,
family or staff who witness or supact or héve any
concern about any resident who may be at risk of
abuse will report such Incident or congem to”’
Immediate fioor supervisor-on-duty immedtetely.
In the case of concem belng retated to immediate
fioor supervisor, another staff member may be
notifled. Immediate supervisor or staff member,
recalving report must determine most appropriate
courss of action for patient to ensure patiant s
removed from abusive situation Immadiately.
Actions may Include constant observation of
patient by supervisor, staff perpetrator Immediate
suspension from cares, or other..."

5. Review of the employea file for CNA#2
ghowed a 6/3/03 date of hire and start date.
Further review showed eviderice CNA reglstry
placement was requestad; however, there were
no results. In addition there was no evidence of a
background check balng complatad.

6. Review of the employee fila for CNA #4
showed a 5/26/16 date of hire and start date.
Further review showed ther® was no evidence of
a background check and reference chack belng
complated.

7. Revisw of tha employee file for RN #1 showed
0 3/7/11 date of hire end start dete, Funther

FORM CME-2587{02-54) Frevicus Vorslons Onsoion Event 1D 508H1 Facilly |D: WY0002 If continvetion sheet Pags 17 of 38
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review showed there was no evidence of a
background check and referencs chack baing
completed,

8. interview with human resources on 4/5/17 at
2:30 PM revealed that she had only been there
slnge May 2016. She aleo verifiad that the
information on the three employees was hot in
the parsonnel files.

9. Review of the annua! in-gervice for employees
provided from HR showed a date of 1/26-1/28/16
for the facility's [ast annual employee abusa
In-service,

10. Review of the policy and procedure titled
"Employment Verification" jast revised 5/20/16
showed the process for screening "...3) Copies of
all background Information will be kept in
personnel files. 6) No person will be hired fora
position prior to licensure verification, background
check, and all previgus employment hlstory
references. 7) Background checks will Inolude all
Federgl and State required checks, and past job
referance. 8) No person with a criminal
backgraiing rélated to abuse or theft will be
employed In this faclity.”

FORMAPPROVED
- EDICAR \ID SERV! - , , _OMB NO. 0938-
STATEMENT OF DEFICIENCIES {X%) PROVIDER/BUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (42) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
83so1e 2.l : 04/08/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CTTY, BTATE, ZIF CODE N
- : 388 SOUTH US HWY 20
. BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410
(X4) 1D SUMMARY ETATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION "
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFI EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LEC IDENTIFYING (NFGRMATION) TAG CROSSRECERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 225 | Continued From page 17 F 22§

L]
T

PR

F 244 | 483.10(N)(E)IVXA)(B) LISTEN/ACT ON GROUP F 244 é /
g8=E | GRIEVANCE/RECOMMENDATION F244: This regulation will be met a 7 7/ /7
" | (n(s) The tesident has g right to crganize and evidenced by:
participate in resident groups in the faclliity,
AR iy A. Outstanding ari
(Iv) The facility must coneider the views of a 9 Ing grievances fron
resident or family group and act promptly upon resident council meeting
the grievancas and recommendations of such minutes will be resolved to
groups canceming issues of resldent care and life includ
In the aollty. nclude concerns expressed
: i e resident #8,
"FORM CMG-2887(02-98) Priious Versicna Ohaolata Evant ID; 508H11 Facdlly ID: WY0002 If continugtion shest Page 18 of 38
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requast of the resgident or family group.

This REQUIREMENT Is not met as svidencaed
by: :
gased on restdent interview, staff interview, and
review of resident council mesting minutes, the
facility falled to ensure resident grievances were
resolved for 1 of 4 ronths (December 2016)
reviewad. The findings were:

1. Roview of the "Resident Councll Meeting
Minutes" dated 12/1/16 showed one of the
residents was "tired” of his/her spouse's T-ghirts
getiing lost The spouss wes also a resldent at
the facllity. Review of the "Residant Councll
Meeting Minutes" Dated 3/2/17 showed
Grievances from December 1, 2018 and listed
the missing T-shirts with a pian of action as
"sommunication book" and tho grievance was
marked as “resolved.”

2, Group Interview on 4/4/17 at 1 PM revealad 4
of 11 residents in altendance felt the facliity was
not providing feedback and resolution to their
concems. Further, the group felt missing clothing
{tems continued be a concam,

2. Interview with resldant #8 on 4/3/17 at £:35 PM
revealed a/he had been missing 23 T-shirls "for
months now.”

3. Interview on 4/6/17 at .10 AM with the
housekeeping supervisor revealed If residents’

clothing is missing the facllity performs a search
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F 244 | Continued F 18 F 244 L. Oustunding
rom page .
wentinu Pag laundry issues to Le
(A) The facllity must be able to demonstrate thelr reported to and
responge and rationale for such response. investigated by (l / q )‘ -
(B) This should not be construed to mean that the Laundry
facility must implement as recommended every Supervisor.

2. Clear mesh zippefi
laundry bags are ¢n
order for use for
each residents
clothing.

3. Laundry supervisbr
to educate staff on
how to use these
bags.

Nursing staff to be
education on use pf
zipped bags that
will be available for
each resident.

- Quality Assurance:

1. Social Services or designee
will have all grievances filled
out on a grievance form and
logged on the gnevance log.
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F 244 Continued From page 19 F 244 reported on quarterly at
for It and 1 i fs not found the facility assumes it Quality Assurance
wag sent out to a contracted cleaner. The facllity Performance Improvement é/
attempts to call the vendoer, however, "they meeting 4 /7
usually destroy the clothing if it goes through their :
wash.” Further, the vendor will return itams found i
before they go through the wash, and these items 2. Laundry supervisor to do
belon are given to activities so they can be
mdah%h;gs Further, she stated social services random checks monthly on yse
“will replace the itams if not found." of the laundry zipped bags and
. for misplaced i
4, Intarview on 4/8/17 at 8:48 AM with the soctal will placed or clothing ang
sarviges director revealed the facllity doesn't report at
“replace clothing.” . :
F 259 | 483,10(1)(2) HOUSEKEEPING & MAINTENANCE |  F263| Quality Assurance Performance
§8=E | SERVICES ' : Iiprovement on a quarterly basis.
(1)(2) Housekeeping and maintenance services '~
necassary to maintain a sanitary, orderly, and _53 X ]
comfortable interior; This requirement will be met as
This REQUIREMENT le not met as evidenced evidenced by:
Based on obaervation and staff intarview, the 1. a. Maintenance to paint all l
Facility falled to ensure 2 of 2 resldent areas (100 rooms and bathroom jams and
hall, 200 hall) wera clean and in good repalr. The lower walls where chipped
findings were:
and damaged.
1. Observations of the 100 hall baginning on b. Maintenance to paint all rooms ajd
41417 at 2:63 PM showed the following bathroom jams and lower walls wh
maintenance and housekeaping concame; hinped &
@, In the bathroom of room #101 the lower 7 chipped and damaged.
inches on mr fmmet:a h?d wf‘hlé%ped :tf;d paint ¢. Maintenance to paint all rooms
exposing u ng materia preated a -
surfsca that could fiat be cleaned effactivaly. bathroom jams and lower walls wh
b. In room #104 the lower 12 Inches of the chipped and damaged.
doot; 'f_Ir:m l\:has daméged !axpose'ttl;1 :tnderzinat " d. In the central bathroom, the
created a eurface that could not be . T .
Cisanad effectvely. . : laminate strip will be repaired on the
¢. In room #1060 the lower 23 inches of the cabinet.
FORM CMG-2587(02-99) Pravious Versians Otsclele Event ID: 508H11 Pactiy |; WY0002 If continustion sheet Page: 20 of 38
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¢. Ceiling tiles and floor tiles wi
F 253 | Continued From page 20 F283| gy e o th ey
ge will be replaced.
door frame had chipped-off paint with exposed £ The ori . |
- underlylng material which created a surface that - The privacy wall in the 100 hall wjll
could not be cleaned effectivaly. be repaired or replaced.
d. In the tollet room next to the shower room
the right slde of the cabinet had 17 inches of 2. a. The ceiling tiles in room
broken trim which created a surface that could 205 will be replaced
notbe clesned effectively. b. The d placed. _
e. The entry to the 100 hall had thres 4 foot » The doorframe to room 201 will be
by 2 foot celling tiles with black spets and holes in repainted.
them. Two of the tiles algo had smau water spots
on them. To the right by the wall there was a p X : .
calling tile that had multiple cracks through it dQ“ahty Assurance: Maintenance will
f. The entry to the 100 hail had & 4 foot o random monthly checks on
privacy wall with 3 spofs with wallpaper peeled hallways, rooms, door frames for
off. cosmetic repairs and report quarterly]
2, Obsarvation of the 200 hall beginning on 4/3/17 at Quality Assurance Performance
at 5:00 PM showad the following malntenance Improvement meeting.
and houssekeeping concems: 6/4/17
a. In room #206 in front of the bathroom the
colling tile was cracked.
b. The door frame at room #201 had
chipped-off paint at the lower 12 inches that
axposed underlying material which created a
surfaca that could not be cleaned effectively.
3. Intarview on 4/6/17 at 8,25 AM with the
maintenance supervisor confirmed the ldentifiad
areas needed to be fixed, ‘
F 3008 | 483.24, 483.26(k)l) PROVIDE CARE/SERVICES F 309
483.24 Quality of life This requirement will be met
Quality of life is a fundamental principle that as evidenced by:
applies to all care and services provided to faclity :
residants. Each resident must recsive end the 1. Pain assessment to be
facility must provide the necessary cars and completed for residents
eervices to attain or maintain the highest #17 and # 21 and resident
wnll recelys in
FORM CMS-2587(02-99) Pravious Veralons Obsclets Event ID: 808H11 Faciy 10 Wyono i continuation sheet Pege 21 of 38
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F 508 | Continued F 21 308 medications as ordered, L\
onni18d.FIom page esident #18 no longer i
practicable physcal, mental, and psychososial g i ent s no Jongerl
well-baing, consistent with the resident's cHity. 4;/
comprehensive assessment and plan of cara. 2. Pain assessments to be 7 /.I
comple i
483.25 Qually of care competed for all residents
Quallty of care is a fundamentsl principle that nitially, quarterly, and pm.
applles to all treatment and g‘ara provided to 3. A Safety Analysis to be
facliity residants. Based on the comprshensive :
assessment of & resident, the facility must ensure completed for patient #12,
that residents receive treatment and care in 4, Safety Analysis will be
accordance with pmf:salc;\r’ual standards oerd completed on all resident:
practice, the comprehensive person-cente . .
care plan, and the residsnts’ cholces, including nntla'lly, quarterly, and pr.
but not imited to the following: 5. Nursing staff to educated
‘ on 5/18/2017;
{k) Paln Management. Wh
The facllity must enaure that pain management is a. whem
provided fo residents who require such services, administering pm
consistent with profesaional standards of practice, pain medication to
the comprehensive person-centered care plan, .
and the residents’ goals and preferences. request a pain levgl
() Dialysls, The facility must that and then 80
alysls, The facllity must ensure .
regldents who require dialysls receive such @nums to reassc-)_sa
services, conslstent with professional standards with documentatiqn
of practice, the compmhensjve person-centered in the electronic
:argfea féanréeznd the resldentz goals and medi cal re c ord |
This REQUIREMENT is not met as evidenced under the vital signs
by: .
Bagad on resldent, famlly, and staff Interview, b f:}; ,
and medical record review, the facility falled to - All unwitnessed
ensure pain monitoring was implemented for 3 of falls will require
3 sample resldents (#17, #18, #21) with ldentifled blood pressure
paln. Further, the faclilty falled to asgess 1 of 3 4
sample regidents (#12) after a fall. The findings temperature, pulse
were: respirations, and
1. Raview of the 3/27/17 significant change MDS neurolo.glcal status
FORM CM&-2687(02-89) Frevious Versions Obxolete Evant [D; 698H11 Facifly ID: Wooo2 o %%;m‘am.: Page 22 of 38
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_| note dated 3/26/17 and timed 11:06 PM showed

hours far pain for 2 weeks, Review aof a nursing

the resident complained of "generalkized pain® ata
level of B out of 10 and the norco'was given.
There was no evidence the medication
effectiveness was assesssd after administration.

b. Review of the MAR for 2017 showed no
evidence the resident was routlnely assessed for
pain.

c. intarview with the resident on 4/6/17 at
1:60 PM revealed s/he did not think the CNAs
always reported It to the nurse when s/he asked
for pain medication, because sometimes s/he
would not get any pain medication. ‘

d. Interview with a family member of the
resident on 4/6/17 at 8:40 AM revealed the .
resident requested pain meadication at hight and
the CNA would not tell the nurse. The resldent
had towait untl] the next shift arrived to recalve
the medication, Further, the famlly member
stated the resident would tum on his/her call ight

and statf would take more than an hiour to ansiver |-

it or tumn the call light off without assisting the

. CENTERS FOR.MEDICARE.& MEDICAID SERVICES. ) O&g ogg;%\;'a,sg?
STATEMENT OF DERIGIENGIES  MULTIPLE CONBYY B
FEeOrseneics () POV LGN | C LTI SoveTRuGToN o s

o]
: ‘ 538010 B.WING — 0410812017
"NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, GVATE, ZF CODE
BONNIE BLUBJACKET MEMORIAL NURSING HOME mﬁ:‘m}”m A
SUMMARY STATEMENT OF ‘ T ;
TN e W R L W g o

O ULATORY OR LSC IDENTIFYING INFORMATION) TAG GROS&REFFRENGED 10 THE AFPROPRIATE DATE |

I 308 | Continued From page 22 F 300 Sl;l:: If:ﬁ 72 hours
asgessment showed reskient #17 had diagnoass P . )
that included arthritis, osteoporosis, and chronic c. Painleveltobe |
kkiney disaage, Further|tha re)rsldent had a BIMS assessed every shift
acara of 15 (cognitively Intact), was able to )
undersiand and be understood, had scheduled and documented in
and as needed pain medication, and reported vital sign portion pf
occaslonal pain of 7 out of 10, Review of the electroni i
"Pain cars plen dated 8/31/16 showed d nic medica
approaches for pain included "1, Monitor pain 2. record.
Non-drug interventions 3. Administer paln
medications as ordered.” The following concems: .
ware identified: . | Quality Assurance: Director of

a. Review of a nursing note dated 3/20/17 : . ‘ .

and timed 2:14 PM showed the resident received Nursing or Designee will monitor | -
an‘order for hydrocodone/acetaminophen (Norco) monthly pain levels for both scheduled
5 mg (miligrams)/3256 my by mouth every 410 6 and as needed pain medications in the

electronic medical record and will
report quarterly at Quality Assurance
Performance Improvement meeting,
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F 308 Continued From page 23
resldent.

2. Revlew of the 2/13/17 admission MDS
asgessment showed resident #18 had diagnoses
which Included muscie weakness and low back

(cognitively intact), was able to understand and
make self understood, and reported occaslonal
pain of 6 out.of 10. Review of the physiclan
orders showed the resident received
acetaminophen/oxycodone 326mg/10mg by
mouth every 4 hours as needed for paln. The
following concerns were ldentified:

a, Revlew of the "Pain" care plan last
reviewad on 2/13/17 showed approaches for paln
Included 1. Monitor pain 2. Non-drug
interventions 3, Administer pain medieations as
ordered, 4, Establish causative factars and ways
to alleviate them”

b. Review of the MAR for 2017 showad no
evidence the resldent was routinely assessed for
paln.

3. Review of the admission aggessment datad
1/16/17 showed resident #21 had diagnoses
which Included cervicalgla (neck paln),
monoplegia (paraiysis of 1 limb or reglon of the
body) of the left lowsr imb and left upper kmb,
and cardlovascular accident, Further the resident
had a BIMS score of 6 (seversly impaired), was
able to understand and make self undarstoed,
recelvad as needed paln madication, and
reported ocoaslonal paln of 8 out of 10. Review of
the physiclan orders showed the resident
recelved acstaminophen 326 mg by mouth every
4 hours-as needed for pain and
acetaminophen/oxycodone 325 ma/10 mg by
mouth every 4 hours for pain. The following
concemns were ldentified:

pain, Further the resident had a BIMS seore of 12

F 308

iz
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F 308 | Continued From page 24 F 300

a. Review of the "Paln" care plan last
reviewed on 10/26/16 showed approaches for
paln Included "1. Monitor pain Chronic 2,
Non-drug Interventions Reposition, elevation,
digiraction 3. Administer pain medications as
ordered.”

b, Review of the MAR for March 2017 .
showed no evidence the resident was routinely
assessed for paln.

4. Interview with the DON on 4/5/17 at 2:.07 PM
revealed staff should assess residents’
medication effactiveness after administering as
needed paln medications, howsver, the facliity did
not routingly monitor residents for pain.

5. Review of a nurse's note dated 3/31/17 and
timed 7 AM showed resident #12 was “found on
[his/her] knees In [his/her] bathroom." The
fallowing congems were Identified:

a. Review of the subsequent nursing notes
showsd na avidencs the resldent was monitored
for Injuries following the fall, Further, there was no
evidence the resident was assessed for a ’
possible head Injury,

b. Interview with the DON on 4/6/17 at 9:10
AM revegled the resident should have bean
monitored after the fall and neurologleal
asasssments should be completad after
unwitnessed falls. F323 é,

F 323 | 483.25(d)(1)(2)(n)(1)-{3) FREE OF ACCIDENT F3z23| 4 . L/ 7
SSwD | HAZARDS/SUPERVISION/DEVICES This requirement will be met as
evidenced by:

(d) Aceldents. : -
The facility must ensure that - L. Resident #22 will be
: assessed for safety with

(1) The resident environment remaina as free transfers via the
from accldent hazarde as Is poselble; and mechanical lift,

FORM CMS-2887(02-65) Pravious Varsions Obsolate . Evant Dy 508H11 Pacitity (D: WY0D02 If continuation gw Paga 25038



must ensure cofrect Instaliation, use, and
malnterance of bed ralls, Including but not limited
to the following elements.

(1) Assess the resident for risk of entrapment
from bed ralls prior to instaliation.

(2) Review the risks and benefits of bed ralls with
the resldent or resident representative and obtaln
informed consant prior to inatallation,

(3) Ensura that the bed's dimensions are
appropriate for the resident’s slze and welght
This:REQUIREMENT I8 not met as evidenced

by:

Basad on observation, staff interview, and review
of manufacturer's instructions the faclity fafled to
ensure 1 of 4 mechanical Iift transfars observed
were done eafely (which affected resident #22).
Thae findings were:

1. Observetion on 4/4/17 at 10:39 AM showed a
single CNA had usad the sit-to-stand It to assist
resident #22 up out of a recliner to higher
wheelchair,

2, Interview with the DON on 4/8/17 at 8:40 AM
revealed staft were expacted to follow

manufacturer's recommendations when using the _

mechanical lIft.
3. Reviaw of the "Lumex LF2020 Easy LIR Sitto

Stand” user manual copyright dated 2006 showed

QA:

resident on

meeting.

Director of Nursing or Designee will
assess quarterly and as needed each

mechanical lift and report to Quality
Assurance Performance Imprpvemeﬂt
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2. All residents requiring
F 323 | Continued From page 25 \ Fa23 transfers via mechanical
(2) Each resident receives adequate suparvizion lift will be assessed for 9/
and assistanca devices to prevent acoidents. safety initially, quarterly, y
(n) - Bed Ralls. The facilty must attempt to use and pm. /7
appropriate aiternatives prior to installing a slde or 3. Nursing staff to be
bed rall. It a bed or sida rall ls used, the fackity educated on 5/18/2017 on

safe use of mechanical lifts
in use and to follow
manufactures
recommendations.

safety of sit-to-stand
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F 323 | Continued From page 26 F3z3
"...2 Safety Precautions...Important: Before using
patient Iift, read and adhere to the following safaty
precautions and warnings. Fallure to do so could
result in serlous personal Injury.or damage to
your patlent lift...Wamings... Waming: GF Health
Products, Inc. strongly recommends that two
caregivers take part in the liting pracess...”
F 329 | 483.45(d)(e)(1)-(2) DRUG REGIMEN IS FREE F 328 4
§8=D | FROM UNNECESSARY DRUGS F329 7/
. This requirem i i
483.45(d) Unnecesgsary Drugs-Genesral, by q ent will be as evidenced / 7
Each resident's drug ragimen must be free from bE
unnecessary druge. An unnecessary drug Is any 1. Consent forms are
drug when uged-- . completed with target
(1) In excassive dose (including duplicate drug behaviors li.ste(':l ?0.1_ all
therapy); or residents with initiation o
- psychotropic medication
(2) For exoessive duration; or and includes resident #12
(3) Without edequate monitering; or and #21.
: 2. Nursing staff to be
1 (4) Without adequate Indications for its uae; or
@ o educated on 5/18/2017 on
(6) In the presence of advers:j %on::guenm need to complete
which indicate the dose ahould he reduced or : .
discontinued: or Psyc!loaf:?Ye Medication
Mom;oﬁr%ﬁg for on
(6) Any comblinations of the reasons stated In electroific medi
paragraphs (d)(1) through (5) of this sectlon. &y eﬁrﬁﬁ cal record
3. Psy$hioactive Medication
483,45(#) Psychotrapic Drugs, ;
Based on a compreheénsive assessment of a Sﬂ?ﬁeﬂy Review form
resident, the facliity must ensure that— e completed on
(1} Residents who h t used psychotrop! quarterly basis by
) Reslidents who have not usad psyehotrople faeinli
drugs are not given thess drugs unlegs the Interdisciplinary Team.
FORM CM8-2607(02:46) Prividus Versions Sbaciaie Event (B: 808H 11 Facily (D: WYo0Q2 If continuation sheat Page 27 of 33
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medication Is necessary to treat a specific
condition as diagnosed and documanted In the
clinical record;

(2) Resldents who use psychotropic drugs receive
gradual dose feductions, and behavioral
interventions, unless ¢linically contraindicated, In
on effort to discontinue these drugs,

This REQUIREMENT Ia not met as evidenced

by:

Based on staff interview and medical record
raview, the facllity failed to ensure behavior
monitoring was implsmented for 2 of § sample
residents (#12, #21) who received psychotroplc
medications. The findings were:

1. Review of the 3/27/17 gignificant change MDS
assassmant showed resldent #12 had diagnoses
which included depression and manic depression,
had-s BIMS score of 13 (cognitively intact), had
no evidence of delifum, and had a depression
score of 0. Review of the physiclan orders
showed the resident recalvad Abllify
(antipsychotic) 15 mg (milligrams) by mouth every
day at bedtime, Lexapro (antidepressant) 20 mg
by mouth every day, and clonazepam
(antlanxlety) 0.5 mg by mouth every day at
badtime. The foliowing concams ware identifled:
a. Review of the medical record showed the
facllity had not Identified specific target behaviors
related to the medication use. Further, there was
no evidence the facility was monitoring behaviors
to identlfy or track the medication effectiveness.

2. Review of the 1/16/17 admizston MDS
assazsment showed resident #21 had diagnoses
which included cardiovascular accident and

depression, had a BIMS score of § (saverely

, 535019 i J—— . 04/0612017
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DEFICIENCY)
A: Director 0 i o
F 328 Continued From page 27 F 329 Q fNursing or designeg

will randomly monitor monthly the
use of the Psychoactive Medication
Monitoring form and report quarterlyl
at Quality Assurance Performance
Improvement meeting,

A

4,

FORM CM8-2567(02-00) Previous Veralons Obeolete

Event ID: 5081414

“ﬁu 1D: Woooz

(&iiviation sheet Page 26 of 38



05/11/2017 THU 11:14 FaAX @032/048

@g/ﬁ/\ ( PRINTED: 041202017

DEPARTMENT OF HEALTH AND HUMAN SERVICES 5|1
_ CENTERS FOR MEDIGARE & MEDICAID SERVICES _OMBNG, (eap0%01

‘| 8TATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA -(X2) MULTIPLE CONSTRUCTION (X8) DATE BURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

c

535019 8. WING 04/0612017

" NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE

388 SOUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410

X4) 1D - SUMMARY STATEMENT OF DEFIGIENCIES s] PRCMISﬁR 'S PLAN OF comscnou &
REFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION BHOULD BE cmg@nou
YAG REGULATDRY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATR
DEFICIENCY)

F 828 | Continued From page 28 F 329

Impalred), altered level of consclousness that
fluctuated, and a deprassion score of 7 (mlld),
Review of the physiolan orders showed the
resident recalvaed Abliify (antipsychotic) 5-mg by
mouth every day, clonzepam (antianxiety) 0.6 mg
by mouth twics per day, trazadone
(antidepressant) 150 mg by mouth everyday at
bedtime, and Zoloft (antidepressant)100 mg 2
tabs by mouth aveéry day. The following concems
were identified:

a. Review of the medical record showed the
facliity had not ideptified specific target behaviors
related to the medication use. Further, there-was
no evidence the facliity wag manitoring behaviors
10 ldentify or track the medication effectiveness,

3. Interview with the DON on 4/6/17 at 2:07 PM :
revealad the facliity does not do daily manitoring
of behaviors for paychotrapic medication use. é /%

F 371 483.80()(1)-(3) FOOD PROCURE, F371| F371: The regulations wi
$8=F | STORE/PREPARE/SERVE - SANITARY : gulations will be met as
evidenced by:

(H(1) ~ Pracure food from sourcas approved or
consldered satlsfactory by federal, state or local 1.- All equipment in distepair to

authorities. include measuring

() Thie may Include food items obtained directly . pitchers/cups, Rubbermaid
from local producers, subject to applicable State containers, and carafes were

and lacal laws or reguiations.

o discarded and will be replaced
(Il) This provielon does not prohibit or prevent : 3
facllities from using produce grown In facllity with new items.
gardens, subject to compllance with applicable
gafe growing and food-handling practices. 2. Allfood that was found to be
outdated was discarded.
(i) This provision dases not preciude residents ’
from consuming foods not procured by the facility,

FORM CMS-2667(02-60) Pruvious Varsions Obsolets Event 1D: 508H11 Fachily ID: WY0002Z If continuation aheet Page 28 of 38
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sarvice safety.

(1)}(3) Have a policy regarding use and storage of
foods brought to residents by family and other
vigitors to ensure safe and sanitery storage,
handling, and consumption,

This REQUIREMENT: |3 not met as evidencad

by:

Based on observation, staff Interview, raview of
cleaning logs, and policy and procedure review,
the facllity falled to ensure a sanitary ervironment

~1in 2 of 2 food storage and preparstion areas

(main kitchen, dining reom kitshenette), Thage
fallures related to out-dated food Items, an
unsanitary lce machine, and food earvice
egquipment In poor condttion. Tha findings were:

1. Observation of the walk-in cooler on 4/3/17 at
4:43 PM showed shreddad cheess-In an opanad
bag dated 3/16.

2. Observation of the main kitahen aon 4/3/17 at
4:45 PM showad two 3.9 liter measuring pitchers
that were visibly discolored and stalned yellow
from use and could not be cleaned effectivaly.

3. Observation of a plastic storage closst in the
main kitohen on 4/3/17 et 4:49 PM showed a
plastic rubbarmaid contsiner that was cracked on
the bottorn which created a fissure that could not
be cleaned effectively,

4, Ohsarvation of the dining room kitchenstte on
413117 at 6:05 PM showed the lce machine had a
thick, while film around the dispenser opening.

5. Obsarvation of the dining room kitchenette

STATEMENT OF DEFICIENCIES X1) PROVIDER/BUPPLIERAGLIA Z
AND PLAN OF CORRECTION i IDENTIFICATION NUMBER: A BULLDING o8 mﬁw
c
535019 BWING o 04/08/2017
NAME OF PROVIDER OR SUPPLIER 1~ BTREETADDRESS, CITY, BTATE, ZiP CUDE - ‘
388 SOUTH US HWY 20
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0%4) ID BUMMARY STATEMENT OF DEFIGIENCIER ™ PROVIDER'S PLAN OF CORRECTION T o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION EHOULD BE COMPLETION
YAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROBE-REFERENCED YO YHE APPROPRIATE bATE
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3, Ice machine in ki
F 371 Continued From page 20 Fani be cleaned and kluihen.ette will
(I)2) - Store, prapere, distribute and serve faod In ¢ cleaned and maintained
accardance with professional standards for food every week,

and remove daraged
equipment/utensils.
Employees will also be

Quality Assurance:

. 4. Dietary employees will be 4/ 4}// 9

educated on how to identify

educated on need to check on
dated food daily with outdates
~discarded immediately,

Dietary Manager or Designed
will do monthly checks on all items
and present logs quarterly at Quality
Assurance Performance Improvemert.
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refrigarator on 4/3/17 at 5:06 PM showed cheege
slices with a use-by date of 3/28/17,
6, Observation of dinner service on 4/3/17 at 5:20 é
PM showad 8 of 17 water carafes in use had ' Lf
cracks and fissuras which could not be effectively / 7
oleaned.

7. Observation of the walk-in cooler on 4/5/17 at
11:05 showed shredded cheese in an opened bag
dated 3/16 and baby carrots In an opened bag
with an "opened” date of 3/17,

8, Observation of the main kltchan equipment
storage area on 4/5/17 at 11:08 AM showed an
B-ounce measuting cup with cracks and fissuras
and a 4-quart pitcher that was discolored, which
could not be cleaned effectivaly.

9. Interview with the dietary manager on 4/5/17 at
11:15 AM revealed the food Ilems were avallable
for resident consumption and should have been
discarded. Further, she confirmed the food
contalners were damaged and reveaked they
should have been replacead.

10. Review ¢f Ice machine cleaning log showad
the dining room kitchenetts Ice machine was last
cleaned on 7/16/16,

11. Interview with the maintenance dlrector on
4/6/17 at 11:20 AM revealed he thought the lce
machine had been cleaned more recently than
7/18/16 and the facllity has isaues with calelum
build-up bacause of their water, Further, he
confirmed the lce machine was visibly dirly.

12. Review of the policy titled "Food Preparation
and Storage" lssued 4/6/17 showed "...Pollcy:

FORM CMB-2667(02-06) Previous Versions Obsalets Event (D: 608M11 Facifty ID: WY0002 If continumtion shaet Page 31 of 38
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F 371 | Continued From page 31

Foods shall be prepared, served, and stored ina
clean and sanitary manner, Foods shall be
prepared using clean, sanitized, and damage frae
cooking pans, preparation utensils, and the llke
[sle} Foods shall ba served using clean, sanitized,
and damage free tableware and the like [sic]
Foods shall be stored In clean, sanitzed, and
damaged free containers...Damaged pans,
préparation utenasils, tableware, and storage
containers shall be removed from use when
surfaces have cracks, soratches, gouges, wom
surfaces that are deemad lncapable of belng
sanitized sultably...”

13. According to Food Code 2013, U.8, Public
Health Servica: 3-601.17 "(A)...refrigsrated,
READY-TO-EAT, POTENTIALLY HAZARDOUS
FOQD (TIMEITEMPERATURE CONTROL FOR
SAFETY FOOD) prepared and heid Ina FOQD
ESTABLISHMENT for more thanh 24 hours shall
be cleary marked to indicate the date or day by
which the FOQD shall be consumed on the
PREMISES, sold, or discarded when hald ata
temperature of 5°C (41°F) or less for a maximum
of 7 days."

483,80(a)(1)(2)(4)(e}() INFECTION CONTROL,
PREVENT SPREAD, LINENS

F 441
‘58=D

(a) Infection prevéntion and control program.

The facility must establish an Infection prevention
and control program (IPCP) that must include, at
a minimum, the following elemente:

(1) A system for preventing, dentifying, reporting,
Cok investigating, and controlling infections and

o communlicable dissases for all residents, staff,
volunteers, visitors, and other individuals

”n

Fam

F 441

F441: This regulation will be met as
evidenced by:

1) All staff will be in serviced Lﬁd/?
regarding infection control,
cross contamination, and
disease spread at the next staff
meeting on May 18, 2017.

‘FORM CM3-2607(02-00) Previous Versions Obaclets Evant Tz 508H11
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Staff will review and sign linkn
F 441 | Continued From page 32 F 441 re?e and sign lingn
providing services under a contractual trans?ort policy at staff
arrangement based upon the faclliity assesl;r&ant meeting on May 18. 2017.
conducted according to §483,70{e) and following . _ . .
accepted national stendards (facility assesament QfA“‘ Director of Nursing ot de'mgnee
Implementation is Phase 2); o will perform random observation of
(2) Written standards, policles, and procedures staffmcfntlﬂy jco e‘nsure m.fec.non
for the program, which must include, but are not prevention guidelines are being
limited to: adhered to. To be reported quarterly at-
(i) A system of survelllance designed to Identify Quality Assurance, Performance
possible csmmunicable diseases or Infections Improvement meeting.
! bafore they can gpread to other persons in the
Tachi. 6/4/17

(1) When and to whom possible Incidents of
communicable disease or Infections should be
reported,;

(iif) Standard and tranemizslon-based precautions
to be followed to prevent spread of infections;

(iv) When and how Isolation should be used for a
residerit; Including but not imited to:

{A) The type and duration of the isalation,
depsending upon the Infectious agent or organiem
Involved, and

(B)A requirament that the Isolation should be the
least rastrictive possible for the resident under the
clrcumsatances.

(v) The clrcumstences under which the facllity
must prohibit employees with a communicable
dissase or Infected skin lesions from direct
santact with residents or thelr food, if direct
cantact will transmit the disease; and

FORM CM8-2687(02-96) Provious Veratons Obaslet Evant ID: SBBH1Y Pacilty 0 WG If continuation sheet Page 23 of 36
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F 441 | Continued From page 33

by staff involved in direct resldent contact.

{4) A system for recording inckients identified
under the facility's IPCP and the corrective
actions taken by the facllity.

(@) Linens. Peraonnel must handle, stora,
spread of infection.

(f) Annual review. The facllity wif conduct an
annual review of its IPCP and update their
program, as necessary,

This REQUIREMENT s not met as evidenced
by:

Based on obgervation, and staff Interview, the
facility falled o ensure infection prevention
practicas were followed during 1 random

The findings were:
Observation on 4/4/17 at 9:456 AM showed an

discarded the linen, and then entered the clsan

bagged during traneporiation and camying
unbagged eplied linen in the hallway was not
accaptabie, Further tha clean inen could have
bean contaminated because it came In contact
© | solted linen, ", :

o < L e
s Ay b e, Lo [
] Al 3

Hd

(vl) The hand hyglene procedurss to be followed

process, and transport linens 50 as to prevent the

obsarvation of linen handling and tranaportation,

unidentifiad CNA exited room 108 with unbagged
jinen held agalnst ber body, in her left hand. The
CNA took the linen to the sciled utllity reom, ... .

utility rogm. The CNA obtained folded, unbagged,
clean lingn and carried it back to room 108, The
CNA held the clean linen against her body In her
left hand., (nterview with the Infaction preventionist
on 4/16/17 at B:40 AM revealed linen should be

with the sajrje area on the staff member as the

F 441
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F 814 | Continued From page 34 F 514 %5]1.14 . . } id
F 614 | 483.70()(1)(5) RES F 514 . $ requirement is met as evidenced ,,
s8<F | RECORDS-COMPLETE/ACGURATE/AGGESSIB by: b
LE A. The electronic medical record L/ /
: is “rolled” at the end of each 7
(1) Medical records. month f . X
(1) In sccordance with accepted professional nth 10T ease i accessing |
standards and practices, the facliity must current information.
maintaln medical recorde on each resident that 1. Employees will be
are- instructed on how to accefs
() Complete; ' complete medical record
which is readily available|
(i) Accurately documented; and will include the
(i) Readlly accessible; and original date of admissior
or when facility started
(iv) Systematically organized using the electronic
5 edical record must contal medical record 12/12.
() The medical record must contain- 2. All users who are not
() Sufficient information to Identify the resident; famlhar.thh the use of the
¢lectronic medical record
(if) A record of the resldent's assessments; will receive training on
(iil) The comprehensive plan of care and servicas how to readily access
provided; ‘ current as well as past
) Th s of il ' information from
e results of any preadmizslon scresning : .
and resldent review evaluatioris and 3 iecn‘omc medxca..l record,
daeterminations conducted by the State; + A user manual will be
available for use by users
(v) Physician's, nurse's, and other licanssd as needed.
professional's progress notes; and
(vl) Laboratory, radiclogy and other diagnostic QA: Director of Nursing or designes|
sarvieag raparts as raquired undar §483 80 will have licensed staff access at
Thig REQUIREMENT & not met ag evidencad random information from the
by: r .
Based on medical record raview and staff electronic record and report quarterly
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F 614 | Continued From page 36 F 614 ﬁze%:ah ty As ce Performance
Interview, the faclity falled to ensure a compiets, ng.
eystematically organized elsstronlo health racord
for each resldent was accaesslble. The census . é/
was 26. The findings were: 7

' . /
1. Interview with the administrator during the }7
entrance confarence on 4/3/17 revealad that the
facllity wes using an electronic health record
(EHR) system for the resident records, The
following eoncams were Identified:

a. During the survey, the surveyora Identified
]sgues frying fo access and review the rasldents'
medical records. The surveyors were involuntarily
logged out of the system on multiple occasions
and had to ask staff for coplas of the residents’
medical record or parts of the records in ordar to
complets the survey.

b. Review of individual resident records
showed that all residents had an admiaslon date
of 4/1/17. Furiher, all physiolans orders had a
start date of 4/1/17.

¢. Interview with LPN #4 on 4/4/17 at 3:50 PM
ravealad she had to "fight" with the computer
system because it would fresze and log out.

d. Interview with the DON on 4/4/17 at 4:20
PM revealed all residents showed an admiselon
date of the first day of the current moth because
the computer system "rolle over” every month -
related to oomputer memory lssues. Further, she
revaaled In order to Identify the correct admission
and physiclan order dates, every month had to be
accessed and reviswed,

0. Interview with the administrater on 4/6/17
at 1:41 PM revealed the oomputer system "is not
the beat" and It frequently "kicks you out”
Further, It was revealed the facHity had identified
the concem and was working with some
companies to change the systsm; however, there
was not a date the system would be changed,
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DEFICIENCY)
F'520: This regulation will be met as
F 520 | 483.76(g)(1) (-0 {2)O{E)0) QAA F 520 evidenced by:
gs=E | COMMITTEE-MEMBERS/MEET ¥
QUARTERLY/PLANS .
a) Quality Assurance project fo}
(g) Quality assessment and assurance, Abuse Investigations will be
(1) Afacility must malntaln a quality assessment initiated by date of next
and assurance committee consisting ata Quality Assurance meeting on
minimum of;
May 11, 2017,
() The director of nuraing services; b) Quality Assurance project fo
(Il) The Medical Director or hisfher designes; j':e"ances will be initiated bl'
te of next Quality Assurange
(itl) At least three other members of the facllity's .
staff, at least one of who must be the meeting on May 11,2017,
administrator, owner, & board member or other ¢) Social Services director will
individual in & lesdership role; and meet with Quality Assurance
(9)(2) The quallty assessment and assurance. Director monthly to discuss
commitiee must : Quality Assurance projects.
(1) Moet at least quarterly acréelgs needhed to
coordinate and evaluate activides such as A: Quality Ass i i
ldentitying lasues with respact to which quallty Q of Quality Assurance Director will
pssessment and assurance activities are perform random monthly checks of
nacessary; and abuse and grievance logs to ensure
(i) Develop and Implement appropriate plans of conoerns are being addressed in a
action to carrect identified quality deficlencies; timely fashion, and logged as
(h) Disclosure of Information. A State or the indicated. To be reported quarterly af
Seoretary may not require disclosure of ge Quality Assurance, Performance
records of such committes axcept in so far as :
such disclosurs is related to the compliance of Improvement meetm_g.
such commities with the requirements of this
gection. 6/4/17
(/) Sanctions. Good faith attempts by the
commiites to identfy and correct quality
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deficiencies will not be used as & basis for
sanctions.
This REQUIREMENT is not met as evidenced
by

Based on obsarvation, staff interview, and record
review, It was determined that the facliity did not
have a Quallty Asssssment and Assurance (QAA)
commities that Identified concemns, developed
and implemented action plans to correct the
concems, and monltored the faclity's
effectiveness to maintain a minimum standard of
care for residents reslding in the facliity. The
facility censug wag 25. The findings were:

1. Areview of the QAA (Quality Aseessment &
Assurance) program was done on 4/8/17 at :33
AM with the ADON. The areas |dentified for
performancs Improvement by the facility Included
abyse Investigations, and grievances, The
following concermns were Identifled:

a. The facliity identified abuge Investigations
as an ares In need of Improvement. Since thls
identification, the facllity failed to enaure Identifiad
allegations were invastigated ag referenced In
F225,

b, The facllity identified the grievance
procedure as an ared in need of improvement.
The Identified problem was resident/family
grievances were not being recorded and the plan
included a log being kept to record all grievances
turned In by residents and family. The facliity
falled to ensure klentified grievances were logged
and resolved as referenced in F166,

¢ Interview with the ADON on 4/8/17 at 9:33
AM confirmed the the QAA program was not
effective relatad to abuse Identification and
Investigation, and grievance Identification and
reaolution,
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