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LINITIAL COMMENTS

| CNA- Certified Nurse Alde

ranas oF PRALEEEGATIONS/INDIVIDUALS

T RG é'E'"{‘f?’i-—t'5''3“?'&':?é”-i‘a{:iIity must not employ individuals who haye

| registry concerning abuse, neglect, mistreatment

j tCl’ha facility must ensure that all alleged viclations
[ involving mistreatment, neglect, or abuse,

The following common abbreviations are used
throughout this dosument:

DON- Director of Nursing
HRA-Human Resources Assistant
MDS- Minimum Data Sef
ROM-Range of motion
RN-Registered Nurse

Less commonly used ebbreviations will be
annotated in each deficiency. ‘
483.13(cY 1)), (c)2) - (4)
INVESTIGATE/REPORT

been found guilty of abusing, negleciing, or
mistreating residents by a court of.law; or have
had a finding entered into the State nurse aide

of residents or misappropriation of their property,
and report any knowledge it has of actions by a
court of law agalnst an employae, which would
indicate unfitness for service as a nurse aide or
other facility staff to the Staté nurse aide registry
or licensing authorities.

- including Injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facilify and
to other officials in accordance with State law
through establishad procedures (including to the
State survey and certification agency).

F 000

This facility will ensure all
[ op5 CNA staff has no history of

abuse. This will be

accomplished through state CNA

reglstry verification

1. CNA #2, #3 & #4 will have

.state CNA registry queried by
Personnel Department to ensure
no findings of abuse are
reported for these individuals.
2. Personnel Department will
. [query the state CNA registry to
ensure no findings of abuse are
reported for any employed CNA.

3. 'Personnel Department will add

state CNA registry query to
employment requirvements to
verlfy all CNA's have no
findings of abuse prior to
employment.

4. Personnel Director will
report state CNA registry
queries to the Quality
Assurance Committee quarterly.
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Continued From page 1

The facllity must have evidence that all alleged
viclations are thoroughly investigated, and must
pravent further potential abuse while the
invastigation is in progress.

The resuits of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State faw {including to the State suvey and
certification agency} within 5 working days of the
incident, and If the alleged violation is verified
appropriate corrective action must be taken,

"1 This REQUIREMENT is not met as evidenced

by:

Based on employee record review and staff
interdiew, the facility failed to verify with the state
CNA registry that there were no findings of abuse
for 3 of 3 CNA (#2, #3, #4) records reviewed. The
findings wers:

Review of the personnel files for CNAs #2, #3,
and #4 on 8/10/11 showed no evidence of CNA
Fagistey verification prior to the start of
‘éfmployment and patient contact. During an

| interview with HRA #1 on 8/10/11 at 3:10 PM, she
stated she was not aware of the registry or the
the application process,

483.15{c){6) LISTEN/ACT ON GROUP
GRIEVANCE/RECOMMENDATION

When a resident or family group exists, the facility
must listen to the views and aci upon the
gtievances and recommendations of residents
and families concerning proposed policy and
operational decisions affecting residant care and

F 225

This facllity will ensure all q/QAT
F244| resident grievances are

promptly resolved.

1. A. Condiment trays will be
refilled before the start of

each meal by Dietary Staff and

wlll remain on the table until

the end of each meal. At the

| endof the meal Dietary Staff

FORM CMS-2567(02-99) Previous Verslons Obsolste Evant 1D: 46IN11

Facilily ID: WY0002 If continuation sheet Page 2 of 11
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w1ll remove the trays fox
ref11ling prior to the next meal
2B, CNA's will transport resident
#14 out of the dining room upon
request of the resident.

F 244 Continued From page 2
iife in the fachity.

- 1
This REQUIREMENT is not met as evidenced 2. A. CNA's will observe
by: condiment trays for refills and
Based on resident and staff interview, and review time op table. CNA's will xeport
of resident council mesting minutes, the facility to dietary if condiments are not
failed to promptly resolve resident grlevances available to the residents
L OERAR Ig;pncﬁrmngthe availability ofqo_ndlments and durj_ng meal times so that dietary
oo ‘_,‘fa_’s}s]‘sfuﬁg rési@snts from the dining room. The staff can immediately provide
findings were; . condiments to resldents.
A
- 1. Review of the June and July 2011 resident B. LN's will monitor dining room
council meeting minutes showed the residents and ensure all residents who
had requested the condimenit trays always be request transport from the
refilled before the start of each meal. Further, the dining room are being tran5portecﬁ
. residents were upset when staff removed these from the dining room in a timely
--------- Lo poONdiment frays before the end of the meal, nanner.

Confidantial interviews with 11 residents during
) e gyﬁr{f‘l«?y{from 8/8/11 through 8/11/11 revealed
s - Labegeissies had not been addressed, and

3. Dietary Manager, Director of
Nursing Services and

condirents were not always available, During an Adrinistrator will be asked to
e interview with DON#1 on 8/10/11 at 4:45 PM, join resident councll meetings
she acknowledged condiments should be refilled to ensure resident grievances
prior to meals and condiment trays shouid be and concerns are resolved
ié;apt on thle table until residents had complated promptly. Dietary Manager will
elr meal.

observe dining room to ensure

. diment trays are full and
2. Review of the Juna and July 2011 resident Z?r:il]:blie to zesidents during

council meeting minutas showed a concern

regarding residenis who were unable to leave the their meal. Director of Nursing
dining room independsntly after they had Services will observe dining room
completed their meal, The residents, who to ensure residents requesting
required staff assistance for mobility, raised the transport from the dining room
concern that they had fo walt for an extended recelve transport in a timely
pariod of time for staff assistance after finishing rpanner. Resldent Council facility
thelr meal. During a confidential interview wiih 11 representative will report all

residents during the survey from 8/8/11 through

resident concerns to appropriate|

* FORM Chis-2557(02'08) Provioiss Verslons Obsolele Event ID:45INt1 1dwwepar-tmsﬁ 8 It continuation sheet Pags 3 of 11
Continued F244
I
B. Director of Nursing Services will report resident transport requests and QAJ h‘?"li’f% a‘sﬁ’w
resultant transports to the Quallty Assurance Committee quarterly.. t,;}l’i. al ¢ 1

¢35 o?ﬂ” #
€. Resident Councll facllity representative willl report all resident concerns ﬂ"g??r 4
to Quality Assurance Committee quarterly.
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DEF
| Dletary staff will be inservice

boor 2445 Canfinued From page 3 F 244 by Dietary Manager regarding
#11/11 revealed residents fraquently waited up to "|the need to refill condiment
45 minutes for assistance to transport from the trays before each meal and to
dining room, Further, they stated those residents leave condiment trays on the
who required assistance with eating were served table until the end of the meal!
a:ft?r residents who _gte independently, which CNA's will be inserviced by
?919‘35'??’ the avallability of staff to assist those who DON's regarding the need to
iiad finished thelr meal. Interview with resident transport residents from the
#14 on 8/10/11 at 11:15 AM revealed s/he waited it P
30-45 minutes after completion of his/her meal c Illlng room upon request
before staff was avallable to assist with transport. ollowing thelr meal.

. 4, A,.Dletary Manager will
During an interview with DON #1 on 8/10/11 at report dining room condiment
® 4:45 PM she acknowledged that the residents tray observation to the Quality
ghould be assisted with transport from dining in a Assurance Committee quarterly,
timely manner. _
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F2g2|This facility will ensure that 4/4//{
ss=D | PERSONS/PER CARE PLAN services are provided in

iAG

The services prbvided or arranged by the fagility
raust be provided by qualified persons in
.| accordance with each resident's written plan of

|;care.

This REQUIREMENT Is not met as evidenced
by:

-Based on observation, medical record review

| cand staff interview, the facllity failed to follow the
|iipiEns of care for 3 of 9 sample residents (#5, #8,
't #15). The findings were:

1. Refar to F318 regarding fallure of the facility to
follow the plan of care for range of mation
exercises for rasident #5 and ¥#15.

2. Refar to F323 regarding failure of the facility to
follow the plan of care regarding environmental
safaly for resldent #8.

‘accordance with each resident's
written plan of care. '
1., A. Resident #5, & #15 will
have Restorative Care Plan
reviewed b y Care Plan team.
Care Plan will be written as
1appropriate and Restorative
Aldes will be iInstructed to
follow Care Plan for residents
#5 &#15.

B.Resident #8 will have Safety
Care Plan reviewed by Care Plan
team. Care Plan will be written
as appropriate and CNA's will be
instructed to provide
environmental safety products
for resident #8 as sgpecified in
Care Plan.

[2. A. All restorative and

Continued F282

18afety Care Plans will be

2.A. reviewed by Care Plan Team. All restorative and Safety Care Plan identified will have investigations
by the DON's for implementation and documentation of Care Plan interventions. Any Intervention noted
to not be in place will be put in place immediately by the Director of Nursing Services.,

3. All CAN staff will be in serviced regarding the need to be familiar with the Care Plan. Cares must be
provided accordingly to that Plan of Care and must be documented as cares are provided.

4. Director of Nursing Services will review Care Plans, observe CAN Restorative Care and document
resident safety interventions. Results will be reported to Quality Assurance Committee quarterly by the

o ey
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Based on the comprehensive assessment of a
rasident, the facility must ensurs that a resident
with a limited range of motion recsives

- appropriate treatment and sarvices to increase

rangs of mofion and/or to prevent furthar
decrease in range of motion,

This REQUIREMENT is not met as evidenced

ST o

Based on medical record review and staff
interview, the facilily falled to ensure 2 of 4

| sample resldents {#5, #15) with limited ROM

recelvaed adequate restorative services. The
findings were:

1. Review of the medical record for resident #5

.showed sfhe had diagnoses which included
i osteoporosis. Review of the 8/27/11 significant

change MDS assessment showed the resident
had ROM Impairment to both upper extremities.
Review of the resident's care plan showed that
staff identified ROM as a problem on 3/1/07 (last
updated on 6/29/11), and planned for staif o
work with the resident 3 times a week on ROM
exeycises bilaterally to upper and lower
extremitles. The plan required staff fo document
total time worked on ROM with the resident each
day. The following concerns were noted;

a. Review of the June 2011 restorative aide
flow records showed the facility failed to
document the required frequency of ROM
services, as specified in the resident's care plan.

Whe dostiment was left blank, with no explanation
Jiven as to why staff failed to provide the ROM

yotion receives appropriate
{reatment and services to
increase range of motion and/or
}0 prevent further decrease in
range of motiom.

L. Resident #5 & #15 will have
Restorative Care Plan reviewed
and Care Plan, including
appropriate range of motion,
411 be developed. Restorative
aides will be Instructed to
ifollow restorative plan of care
for residents#5 & #15. :
P. All Restorative Care Plans
and Restorative Alde
documentation will be reviewed
by Care Plan-team. Any
resldents identified as having
range of motion care plans in
place will have Care Plan
reviewed and will ‘have
Restorative Care Plans written
"o include xange of motlom.
Restorative Aldes will be
Instructed to follow
restorative plan of care for
Bll residents.

B. Director of Nursing Sexvice
111 in service all Restortive
ides regarding the need to
ollow the written plan of care
or all residents. In service
111 include the need to
document” all cares provided by
Restorative Aldes.

|

4

FORNM CMS-2567(02-69) Previcus Versions Chsolefe

Event |D: 46IN11

| N
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his facility'will ensure that a
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Fi. Director of Nursing Services Page 5of 11
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services,

b. Review of the July 2011 records showed
thers was no documentatlon for ROM services
provided.

c. Raview of the August 2011 records
showed no documentation that ROM services
had been performed, with cne exception. On
8/8/11, there was a note that stated, "unable to do
@ this tima".

© o, During an Interview with DON #2 on
8/10#11 at 1:30 PM, she stated she was not
certain the resident recelved the required ROM
services for that ime frame. 1h addition,she
verified the Tacllity failed to document that ROM
services were provided the required 3 times a
wask for June, July, and August 2011,

2. Review of the medical record for rasident #15
showed sfhe had diagnoses that included failure
to thrive, chronic pain and dementia. Review of
the care plan showed the resident was to receive
assisted bilateral ROM services to the lower
extremities and sfrengthening exercises for the
upper extremities 3 to & days a week. The
following concerns were identified:

a. Review of the restorative aide flow sheet
for July 2011 showed the resident did not recelve

the required ROM services as planned for 3 of 4

weeks.

b. Review of the flow sheet for July 2011
showed the resident did not recelve all hisfher
upper body extremity exercises as indicated in
histher plan of care for all 4 weeks,

c. During an interview with DON#2 on
811441 at 10:15 AM, she verified there wera

' problems with the restorative program. Further,

she acknowledged the care plan should have
been followed by staff.

F 318

findings to Quality Assurance
uommittee quarterly.

Add

/,5 nay‘ f;.‘/mc
rnecile
Dty e Hokerr (At

0.:)”,- ‘e o

ZL re storative oar

Restorative Services and report

Ty,

Friy
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‘ This facility will ensure that
F 323 | 483.25(h) FREE OF ACCIDENT F 323|the resident environment Qlafn
$5=D | HAZARDS/SUPERVISIONIDEVIGES : |remain as free of accident
hazards as possible; .and each
The facility must ensure that the resident resldent recelves adequate
environment remains as free of accident hazards supervision and assistance
as is possible; and each resident receives devices to prevent accldents.
-adequate supervision and assistance devicas to 1. Resident #8 will have Care
‘ prevent accidents. Plan review by Care Plan Team.
Review will Include safety
precautiong. Care plan will be
' written to reflect safety
This REQUIREMENT is not met as evidenced needs of resident #8, Director
- by: of Nursing Services willl work.
Based oh observation, medical racord review with appropriate staff to ensure

and staff interview, the facility failed to enstire a
safe sleeping environment for 1 of 1 sample
residents (#8). The findings were:

all determined safety measures
are implemented.
2. All residents safety Care

Medical record-review for resident #8 showex Plans will be revlewed by Care
sfhe had diagnoses that included anoxic Plan Team. Care plans will be
fabsence of oxygen) bralh damage, involuntary written as appropriate and
‘ movement and epilepsy. Review of the resident's Director of Nursing Services
ifem e care plan showed s/he was to have padded head will work with appropriate

_ 2 and foothoards to prevent injury. During random
5251 observations on 8/9/11-8/11/11, while the resident
was in bed, the padding at the foot of the bed was

staff to ensure any resident
Clwith identifled safety needs has

observed dangting from the footboard. Interview safety precautions implemented
with RN #1 on 8/10/11 at 2:63 PM revealed the immediately.

resident had kicked the padding off of the 3. Director of Nursing Services
foothoard. Further, the resident had a history of will in service staff regarding
kicking staff due fo his/her diaghoses. Interview the need to follow Safety Care
with DON #2 on 8/11/11 at 10:15 AM revealed the Plans as written.

resident needed the padded footboard. In
adcition, the facility was looking for alternatives to
the padding currently being used,

F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR k sagresident safety interventions { / 4f1
ss8=p | RATES OF 5% OR MORE This facility Will ensure that

it is free of medication error

rates of flve percent or —
FORM CMS-2667(02-99) Previous Versions Obsalete Event 1T 46IN11 F/ oreater. ‘age 7 of 11

4, Director of Nursing Service
will continue a review of -

Continued F323

and report findings to Quality Assuranc Commlttee quarterly.
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F 332 | Continued From page 7 F 382 1. A1l IN's will be instructed
The facility must ensure that it is free of that residents # 13, #14 & #19
medication error rates of five percent or greater. are to be glven sucralfate cne
- hour before meals with water.
Director of Nursing Services
. ) . wlll obsexrve all LN's during ﬂ};oﬂ“(’”
ms REQUIREMENT is not met as evidenced med pass for residents #13, #14 bsef v
Based on observation and staff interview, the & 1#19 Lo ensuie m;dicat;[on te Mﬂﬁ ! 'Jom U]

facility failed to maintain a medication error rate glven appropriately b

under 5 percent (%). Three medication errcrs
were ohserved cut of 40 opportunities for error,
which resuited in an ervor rate of 7.5%. The

- findings were:

AM, RN #1 prepared medications, including
sucralfate (gastrointestinal agent) 1 gm, for
administration fo resident #13, The medication
label stated to administer before meals. The
medication was administered in the dining area,
and the resident proceeded to eat breakfast
within five minutes of the medication
administration.

b. Observation on 8/9/11 at 11:35 AM
showad DON #1 gave resident #14 sucralfate 1
gm in the dining room. The medication labe!
stated it was to be glven before meals. The
resident started sating ten minutes after
medication administration.

pe given before meals. The resident started
eating five minutes after madication
administration,

1'\%'1-’1-.5:0\1\1!, she stated that sucralfate should be
, ‘y_zi'sifr’:lnistemd one hour before meals.

HHOINGS v

i li .

4.

a. During an observation on 8/8/11 at 11:40

c. Observation on 8/9/11 at 11:40 AM showed
|| DON #1 gave resident #19 sucralfate 1 gm in the
"'y room. The medication labsl stated it was to

d. During an interview with DON #1 on 8/9/11

&5

"ﬂl 2 “m“‘ ics
2. Director of Nursing Services 5 s cru afac,umf-"

will observe all LN's during

all medlcation is given
appropriately.

¢
3. Director of Nursing Services i—f”’“g
5 M

will in service staff regarding I
the appropriate medicatiom
delivery and the necessity to 002”
follow medication guidelines. - el
4. Dlrector of Nursing Services
will continue a review of
resident medication passes and
report findings to Quality
" Assurance Committee quarterly.

r’f"’

"'—e-

3* Ve in B0 hiins
all resident med pass to emsure OV LRTE T H sot”,

”.,-.05
f

o 1 St

f?l

};f@i‘[ %IH
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(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION (X6}
BREEIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COVPLETICN
TAG REGULATORY OR [5G DENTIFYING INFORMATION) TAG CROSSREFERENCED TO- THE APPROPRIATE RATE
DEFICIENCY)
F 332 Continued From page 8 Fa3z|This facility will practice
According to Lexi-Comps Drug Information acceptable infection control
Handbook for Nursing 2010, sucralfate should be practices.
administered with water on an empty stomach 1.A. CNA #1 will be instructed
one hour before or two hours after meals. by DON's regarding appropriate
F 441 ﬂsiﬁp?;{% INFEGTION CONTROL., PREVENT F 441|feeding procedures between 4/4/“
85=D EAD, LINENS residents.
B. CNA f1 will be instructed
The facility must establish and maintalh an '
Infection Control Program designed to provide a by ]i)ON 8 r:g;rdizg appropriate
safe, sanitary and comfortable environment and perl-care infection contxol
to help prevent the development and transmission technique. ey ','g!h‘/
of disease and infection. 2. Director of nUrsit‘lg Servicesb‘mﬂc&?ﬁ' | bS
. will observe all CNA's during ") 4}:(”40 . u"l, l)“]
{a) Infection Contral Program resident feeding and peril-carepe L,,Jl“ (,hv‘*)‘}',_ .
The facllity must establish an Infection Contro! for appropriate infection Al ol VEEF Loies
Program under which it - control technique. DON's will [pmeod 3%, an
(1) Investigates, controls, and pravents infections immediately instruct staff as 51,«;.'3"';, 'y 4 'wﬂw*"
in the facility; P 15, in @
(2) Decides what procedures, such as isolation, infecrion control “?"er"“(’dﬁ Hi
should be applied to an individual resident; and naccuracies " gl
(3) Malntains a record of incidents and corrective are noted. .
i | actions relatad to Infections. 3. Infection Control Coordinator
’ i will inservice staff regarding
\ a3 ‘ (LI) Proventing Spread of Infection appropriate infection control
-0 \ﬁﬂ'\en the Infection Contro! Program Fechnique during resident
determines that a resident needs isolation to Feeding and cares.
prevent the spread of infection, the facility must 4. Direct of Nursi 3 1
isolate the resident, . or Ursmg serv.ces
(2) The facility must prohibit employees with a ¥ill continue a review of CNA
communicable disease or infected skin lesions rares and feeding of residents.
from direct contact with residents or their food, if Results wil bereported to
direct contact will transmit the disease, Quality Assurance Committee
(3} The facility must require staff to wash their quarterly.
hands after each direct resident contact for which
hanhd washing is indicated by accepted
professional practice.
{c) Linens
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F 441 | Continued From page 8 F 441

Personnel must handle, store, process and
transport linens so as t¢ prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by

Based on observation and staff interview, the
ity faildd fo practice acceptable Infection
wedaolpraclices while assisting 1 sample

| resident (#5) and 1 nen-sample resident (#20)
during two random observations. The findings
were:

e

LT

PA

ot

1. Observation on 8/9/11 at 8:206 AM showed
CNA #1 sitting at the assisted dining table
hetween residents #5 and #20. The CNA was
hand feeding bacon and wiping resident #5's
mouth, then assisted resident #20 with histher
drinking straw. As she assisted resident #20, she
touched the resident's whee! chair and
straightened hisfher clothing. The aids did not
cleanse her hands at any time during the
abservation, Interview with the CNA on 8/10/11 af
1:20 PM revealed she understood she needed to
cleanse her hands betwesn residenis but had run
out of her hand sanitizer.

2. Review of the 6/27/11 significant change MDS
assessment showed resident #5 néeded

| slgnificant assistance with toileting. During an
observation on 8/9111 at 9 AM, CNA#1 prepared
to provide incontinence care to the resident. The
aide soaked multiple washcloths with water In the
resident's sink, used for handwashing and
personal care, without first disinfecting the sink.
The aide then provided incontinence cars, and
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 use in their rooms. During confidential interviews
1with 11 residents from &/8/11 through 8¢11/11,

The facility must maintain an effective pest
control program so that the facllity is free of pests
and rodenis. :

This REQUIREMENT is ot met as evidenced
by:

Based on observation and staff and resident
interviews, the facility failed to maintain an
effective pest controt program for flies in a variety
of resident areas. The findings were:

During the initial tour on 8/8/11 at 4 PH, flizs were
observed in Individual resident rooms and the
common areas. On 8/9/11 at 11 AM, observation
showed residents had been given fly swalters to

thay revealed the flies were a problem. In
addition, the residents felt it was something they
would have to tolerate due fo the time of year.
Interview with maintenance staff #1 on 8/11/11 at
9 AM revealed the facllity had fly traps on the
patio area and loading dock but had not asked
the contracted pest control agency to assist with
the problem. He also stated staff stand with the
door opened during conversations and the night
staff prop open the door when they go outside.

so that the facllity 1s free of
pests and rodents.

1. Maintenance staff will
contact pest control provider
to provide assistance with pest
problem.

2. Reccomendations~of pest.
ocntrol provider will be
1mplemented.

3. Maintenance staif will
observe facility for pest
control issueg throughout the
vear and contact pest control
iprovider as approprlate.

4. Safety Qfficer will add pest
.control issues to facllity
observation schedule and report
results to Quallity assurance

STATEMENT OF DEFICHNCIES (X)) PROVIDER/SUPPLIERIGUIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
535019 8. NG 08/11/2011
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
JBE.SOUTH. U8 HWY. 20
T BONNIE BLUETACKET MEMORIAL NURSING HOME—
E BASIN, WY 82410
Ay SUMMARY STATEMENT OF DEFICIENCIES [5] PROVIDER'S PLAN OF CORRECTION {5}
FREEIX EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORREGCTIVE AGTION SHOULD BE COMPLETION
TAG R(mmﬂmﬁtﬂﬂmmﬁmr— | GROBSREFERENGEDTO-FHEAPPROPRIATE :
DEFICIENCY)
F 441 | Continued From page 10 F 443
cleansed a stage 1] decubitus on the resident's
left coccyx with the washcloths. interview with the
aide immediately after the cbservation revealed
she should not have placed the washcloths in the
sink, but should have used a clean basin. .
F 469 | 483.70(h){4} MAINTAINS EFFECTIVE PEST F469This facility will maintain an { /4 / /r
s8=£ [ CONTROL PROGRAM effective pest control program
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