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IMITIAL COMMENTS

The following comman abbreviations are usad
throughout this document:

CNA  Cerlified Nurse Aide
DON  Diractor of Nursing

IDT  Interdlsclplinary Team
LPN  Llcensed Fractical Nurse
MD3  Minlmum Data Set

Less commonly used abbreviations will be
annotated in each deficiznoy.

483.10{e), 4833.756(1)(4) FERSONAL
PRIVAGY/CONFIDENTIALITY OF RECORDS

Tha resldent has the right to personal privacy and
confidentiality of hlg or her persotal and clinical
racards.

Peraonal privaay includes accommodations,
madical traatment, written and telsphane
communications, parsonal care, visis, and
meetings of family end resident groups, but this
daes not require the facility to provide & private

Except as provided in paragraph (2)(3) of this
sectlon, the resldert may approve or refuse the
release of parsonal and clinlcal records to any
individual autslde the facllity.

Tha resldent's fight to refuse releass of personal
and clinical records does not apply whan the
resident is transferred to another heaith care
institution; or regord relesse 15 raquired by law.

The fecility must keep confidential al! information
contained in the resident's recards, regardlsss of

F 000

F 1864

This facility will ensure personal
privacy and will keep confldential
information contained In the resid
dont's record,

A. Soclal Services will visit with resi-
dent #21 to ensure resident undar-
stands her right to privacy and em-
powers this resident to ask staff to
pull curtains and close doors if that
hasn't been dong for her prior to
staff providing cares. Resident’s
primary care aide and CNA #1 will
be instructed that privacy should be
considered immediately upon arriv-
ing in resident #21 room and always
prior fo providing any care,
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F 164) Continued From page 1 F 164 Confidential Resident information
the form or storage mithods, except when was immediately removed from
release is required by transfer to another binder which contained posted
heatthcare institution; law; third party payment survey results. Social Service was
contract, or the resident, inserviced by Administrator re-
garding posted survey should nev-
er include Confidential resident
This REQUIREMENT 15 not met as evidenced information.
by:
Based on observation and resident and staff
interview, tha facllity faifed to ensure visual B. Social Services will inservice
privacy was provided during oare for 1 of 9 all residents at a resident councll
sample residents (#21). In addition, the facility mesting regarding their rights to
failed to ensure confidentiality for 12 residants privacy and their ability right to ask
whase names were assoclated with the past staff for privacy consideration at
survey results. These results were posted and any time and to teke their con-
available for residents and the public {o read. cerns to Social Services or Admin-
The findings were: istration at any time.
1, Observation on 612512 at 815 AM showed Gosuments 10 amacro o oo
resident #21 was assisted in the bathroom hy confidential information is availa-
CNA#1. The CNA helped the resident to transfer ble to the public. Any confidential
off of the toiet, While the oare was being Information identified will be imme-
provided, the door to the hathraom was open, as diately removed by Administrator,
were the curiaing on the window by the resident's
bed. The window faced the faciiity parking lot and
road, and the bathroom with the resident and C.All staff will be inserviced by So-
| CNAwas clearly visible to anyone who may be clal Servica Dirsctor regarding the
passing by. Interview with the resident on 9/25/12 need to provide privacy during
al 8:20 AM revealed s/he was hothered by the cares for all residents. Staff will
lack of privacy, and stated it "feels like people be inserviced that privacy curtains
from the highway can see in...it's a clear shot and window curtains should be
right Into the bathroam." Intervisw with CNA #2 on drawn, comridor doore and bath-
026112 at 3:15 PM revealed they were taught to room doors should be shut. Staff
ba aware and cloge windows and doors to protect should consider privacy prior to
the privacy of residents when care was belng beginning any resident care.
provided,
2. Observation on 9/26/12 at 11:30 AM showed
FORM CMS-2367(02-08) Prenioys Viersions Obsolals Event IR WY1 Faallity I0: WY OG04 If continuation sheet Page 2 of 22
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(%4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION X5}
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F 164 Cont{nued From page 2 _ F 164 Sacial Service was immediately
the binder that contained the posted survey inserviced by Administrator regard-
results from the previous years survey Included ing posted survisy should never in-
corfidential restdent information. Included with clude Confidential resident infor-|
the public survay resuits was a "Confidantial-For mation.
Facility Use Only- Do Not Post" resident sample
list. This lst showad the names of 12 residents
some of whom still resided at the facility. The D. Monitored by Director of Nursing
resident names were listed for the facility's use in | |
Identifying the resident by number which was how tan:i Scfm:l S;N'ces through quar
they wera referred to for confidential measures in erly Quality Assurance reporting. 1112112
the survey report. Interview with the administrator "
on 92612 at 5:55 PM revealed she was unaware
the confidential information had been inciuded as
part af the public information and she immedistely
removed it,
F 241 483.15(a) DIGNITY AND RESPECT OF F 241 This facillty will ansure that It main-
88=E | INDIVIDUALITY talns an environment that en-
The facllity must promote.care for residents in a :':s'::iitglgmty and respect of all
manner and In an anvirenment that maintains or -
enhances each resident's dignity and respact in
full recognition of hig or her individuality. A.1) Social Services will visit with
resident #21 regarding her con-
. I i -
f This REQUIREMENT i not met a5 evidencad g‘?ocgdail‘?gg: :‘h;, :gztrtrn;esg : G?;TQS:__
by: vice will assist the resident In com-
Based on resident and staff inferview the facility pletin‘q‘;" :ssgriw:;g:'d?:rm cgﬁd
failad ta provide dignity and respect related to Grievance Form will be reviewed by
personal propaty for 1 of & sample residents Care Plan Team and Administrator
{#21). Ins addition, the facility fallsd to ensure staff to ensure resident's concerns &re
treated residents with respect baged on _ addressed and care planned as
eonfidential interview with 1 sample resident and appropriate.
B not-sample residents, Tha findings were:
11/21/12
1. Interview with resident #21 on 9/26/12 at 8:20
AM revealed s/he was upset bacause staff had
come into histher room that morning and
removed the personal mattress that waa on the
FORM CIS-2587(0200) Prévious Versiona Obaoiate Event (0 W5Y19 Facility ID: Wynoo? If conlinuation shest Pags 3 of 22
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2) Social Services will address all
F 241 Continued From page 3 F241| residents in Resident Council
bed, The resident staled s/he was seated in the meeting. She will address the is-
recliner in the room es the staff were working, sue of respect and dignity and em-
and they would not enswer him/her as to why they power all residents to know that
needed to remove the mattress and changa i they may voice their specific con-
Out, or whara they were movjng it to. Intarview F@rns_ to Social Services or Admin-
with the resident later that day at 2:06 PM lﬁtrﬂtlﬂt‘l‘ at any time. A Grievance
revealed the resident talked to DON #1 about the Form will be started and concerns
issug, and found out why the mattress was addressed through Care Plan
changed and where the mattrass was moved to, Team and Administrator.
The resident stated s/he now understood why it
was changed; however, the resident felt the staff , \ o ,
in the moming were "disraspactiul ot teliing B. Social Services will insarvice al
[him/her] what they were doing with [histher] resilents at a resident council
things.” (nterview with DON #1 on 8127412 at 9:20 meeling regarding their rights to
AM verliied the resident had volced histher dignity and respect. Any concerns
concem and after the DON explained the identified during residant council
sltuation the resident expressed understanding. maeting will have Grievance Form
The DON statad the resident had also axpressed started immediatefy and Grievance
i her, feeling disrespected and upset at how s/he Will be addressed by Care Plan
had been treated by the staff, Te_zam and Admmlstrator for appro-
priate intervention.
2. Confidential Interview with 10 resldents {1
sample and 9 nor- sample) during the surve: . . .
o S2412 1o 21113 el they el tht C. Soclal Service and Administra-
sometimes aldes wera “distespectful’ further tor will Inservice all staff regarding
stating it was based on "iheir tone of volce and pratecting the dignity of a resident
the: way they falk to you." Interview with DON #1 and showing respect to all resi-
on 912712 at 9:20 AM verified she had smail dents at all times.
inservice meeling with staff as needed to discuss
issuas such s raspect and dignity.
F 279, 483.20(d), 483.20(k)(1) DEVELOP F 279 Thig facility will ensure accurate
§5=0 | COMPREHENSIVE CARE PLANS and appropriate care plans are
developed to meet a resident's
Afacility must use the ragults of the assessment medical, nursing, mental and
to develop, review and revise the resident's peychosoclal needs as identi-
comprehensive plan of care, fled ih a comprehensive assess-
ment,
The facility must develop a comprehensive care
FORN Chi5-2587(02-99) Pravious Verslone Obyolete Event [D: WY 11 FatMity I0: VWYDO0O2 If continuetion sheet Page 4 of 22
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F241 Continued

Sacial Service will develap a new facility
policy related to Grievance Procedures,
Grievance Forms will be fillsd out with
each resident complaint and policy fol-
lowed through to appropriate interven-
tion.

D. Monitored by Social Services through
quarterly quality assurance reporting of
grlevances. 1121112
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F 279 | Gontinued From page 4

plan for each residend that includes measurable
objectives and timetables to meet a resident's
medical, nursing, atid mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must dascribe the servicss that are
to be furnished to attain or maintain the resident's
highast practicable physical, mental, and
paychosocial well-belng a5 required under
§483.25; and any services that would otherwise
be requirsd under §483.25 but are not provided
due to the resident's exercisa of rights under
§483.10, including the right to refuse trealmant
under §483.10(b){4).

This REQUIREMENT is not met as evidenced
by:

Based on ohservalion, medical regord review,
and staff interview, the facility failed to ensure
care plans were developed for 2 of 10 sample
residents (#16, #21). The findings were:

1. Review of the 7/8M12 significant change MDS
assessment for resident #21 showsd several
areas Iriggered for further assesstent. The
areas for nutrition status and dehydration/fluid
maintenance were assessed and a decision was
made to care plan these areas; howavar, reviaw
of the 7/30/12 care plan showed thess areas
were not addressed. Interview with DON #1 on
872712 at 9:20 AM verifiad thers were
intarventions in place, but the areas were not
addressed in the residents care plan.

2. Review of the 7/9/12 quarterly MDS
sszagsment for resident #15 revealed s/he had

A. Resident #21 will have compre-
F279| hensive asasssment reviewsd by
DON #1. All areas triggered for
further assessment will have fur-
ther essessment performed. As-
sessments will result in appropri-
ate interventions care planned.

Resident #15 will have bladder
assessment review done by DON
#2 and further assessment per-
formed as appropriate. Bladder
assessment will result in appropri-
ate interventions care planned for
this resident,

B. Care Plan Team will review all
comprehensive assessments,
Any aszessment noted to require
further assessment will have addi-
tional assessments performed by
appropriate diecipline. Results of
assessment will be evaluated for
appropriate interventions and in-
clugion in ¢are plan.

G. Car¢ Plan Team will use as-
sassment process as an inservice
tool to ensure all comprehensive
assessments resulf in further de~
failed assessment as necessary
and all identifled intarventions
care planned.

D. Monitored by DON through
quarterly QA reporting of care plan
review.

11/2112
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F 280
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Continued From page 5

occasional urinary ingontinance and required
axtensive assistance with toileting, From 1:34 PM
urtil 4:40 PM on 9126112, the resident was
observed in the dining room, visiting witt family
and sitting In the lobby, During the cbservation (a
time period of over three hours) staff did not
check, change ar offer toileting assistance. At
4:40 PM, CNA #2 assisted the resident to the
bathraom and removed hisher urine soiled
disposable brief. During an Intarview at that time,
the CNA slated staff reminded the resident to go |
to the hathroom at various times during the day,
but there was no scheduled intervals. Interview
on 912712 at 8:35 AM with DON %2 revealed staff
should be aware of prolonged periods without
tolleting for this resident because sfhe received
twice daily doses of Lasix (a dluretic), She also
stated the resident's foilsting needs should have
heen addressed in the care plan, but it had not
been done,

483 20(d){3), 483.10(k}{2) RIGHT TO
PARTIGIPATE PLANNING CARE-REVISE CP

The resident has the right, unlass adjudged
Incompetent or gtherwise found to be
incapacitated under the lawe of the State, to
participats In planning carg and treatrment or
changes in care and treatment.

A comprahengive care plan must be developed
within 7 days after the complation of the
tomprehensive assessment; prepared by an
interdisciptinary team, that includes the atfending
physician, a registered nurse with responsibility
for the resident, and other approprriale staff in
disciplines as dstermined by the resident's needs,
and, fo the extent practicable, the participation of
the resident, the resident's family or the residant's

F279

F 280 This facility will ensure care plans

are revised to reflect a resi-
dent's current status.

A. Resident #35 will have compre-
hensive assessments reviewed by
DON #1 with special attention
made to swallowing evaluation
and assessment. DON will deter-
mine appropriate  interventions
and additions to the care plan.

FORM GM&3-2857(02-49) Previous Verslons Ghanlete Evanl I WEY411
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legal representative; and periodically reviewed
and revisad by a feam of qualifisd persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observation, family interview, medical
record review and staff interview, the facility faited
to ensure care plans were revisad to reflact the
current afatus of 2 of 10 sample residents #25,
#38). The findings were:

1. Review of the 2011 and 2012 MDS
assesaments for resident #36 revealed s/ did
not have swallowing difficulties unti June 2012,
Review of the 8/18/12 nursing assessment and
8A0/2 significard change MDS revealed the
resident had epiaedes of coughing/choking during
meals and when swallowing medicatione,
According to the nursing documentation in the
medical recotd, the residant had 2 ¢hoking
episnde in the dining room on 8/16/12 at 8 AM.
Review of the June to September 2012 IDT
documentation showed the swallowing difficulties
were not addrassed by the team. Raview of the
care plan showed only one tervention that
addressed safety concerns refated to swallowing
problems was developad in the three months
after the problem was firat identified. Further
review showed the one intervention which was
"assess while swallows pills for safety”, was not
added to the care plan unfit 8/11/12, An interview
with DON #1 on 9/27/12 at 8:45 AM revealed staff
had discussed implementing safaly measures like
positioning, using a suction machine, providing

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFIGENCIES  {(X1) PROVIDERSURPLIERIGLIA %2} MULTIPLE GONSTRUGTION |
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A, BUILDING
18, wing
. 535019 0972712012
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B8 S8OUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME :
BASIN, WY §2410
41D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION )
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F 280{ Contnued From page 6 F 280| Resident #25 will have comprehen-

sive assessments reviewad by
DON #1 with special attention made
to toileting needs of this resident.
DON will determine appropriate in-
terventions and care plan will be
updated to reflect resident toileting
heeds.

B. DON will review all resident's
comprehensive assessments. Any
assegament identified as triggering
& need will have further assessment
done by appropriate discipline.
Care Plan Team will raview all as-
sessments and appropriate inter-
ventions will be determined and
care plan updated as appropriate,

C. DON's will use the process of
comprehensive assessment review
through to appropriate care plan-
ning as an education teol to ensure
all residents have an appropriate
care plan in place to lead all staff in
best care for all residents.

D. Monitored by Director of Nursing
through quarterly Quality Assurance
reporting of comprehensive assess-
ment and care plan review, 11/21/12
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F 280 Continued From page 7 F 280

tlose supervision at meal time, and statf
education. At that time she stated some of thess
measures wers implemented at various. time, but
none of the measures had been incorporatad Into
the care plan to provide a uniform, consistant,
and systematic approach for staff.

2. Reviaw of the madical record for resident #25
showed s/he was transported to the hospital on
12131112 after s/he fell and frachured his/her
femur. Further revisw showed s/he had surgery
and was readmitted to the facility on 1/1112.
Review of the January 2012 to April 2012 nurses
notes revealed the resident was readmitted with a
urinary catheter that was discontinued on 4/24/12.
Review of the June 2012 to September 2012
nurses notes showed staff found the resident on
the fioor on 812112 anitl 8/22/12. This review also
showed no serious injuries were sustained fram
gither incident. Interview with the resident's family
member on 927/12 at 10:45 AM revealed sach
lime the resident fall it was during an attempt to
go to the bathroom without staff assistarce, This
farally member also stated the residant only
attsmpted this when sfhe observed the opened
bathroom door. Review of the B/22/42 nurses
notes showed when staff found the resident on
the floor, the bathroom door was opan. Periodic
absarvations on 8/26/12 and 9/27/12 revealed a
sign posted on the bathroom door directing staff
to keep the bathroom door closed at &l limes.

Review of the 7/2/12 quartarly MDS showed the
resident had moderate cognitive impalrment,
required extensive assistance with tolleting, and
was frequently incontinens, Review of the cara
plan, revised on 7/31/12, shawed inferventlons for
toileting were not addreszed and information
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F 280 Continued From page 8 F 280
regarding the posted sigh on the bathroam door
was lacking. During an interview on 9/27/12 at
8:45 AM, DON #1 verified the signage on the
bathroom door was a teminder for the resident to
call staff for assistance with toileting. The DON
further stated tha cara plan should hava been
reviged to include interventions that addressed
the resident's foiteting needs.
F 315 483.26(d) NO CATHETER, PREVENT UT, F316) ., .
s5=p | RESTORE BLADDER ' This facliity w_III enaure that a
restdent who is incontinent of
: : ladder receives appropriate
Based on tha residents comprehensive b
assessment, the facility must ensure that a :’:::’:;g:r;"t?azfmggfi::s ';'r'f’c"“
resident who anters the facility without an
indwelling catheter is not catheterized unless the ::;“;atort? 2g nuch n;:;)rl‘mal blad-
resident's elinical condition demonstrates that riunction as possible.
catheterization was necessary, and a resident
who is incontinent of bladder receives appropriate : 15 wi _
treatment and services to prevent urinary tract ﬁég?\f;dggﬁ e? ;Négg:svni:&n;gﬁa
lnhcﬁans and to restore as much normal bladder by DON. Comprehensive assess-
funclion 26 possitie. ment will result in further assess-
ment to determine most appropri-
. ate interventions for this resident.
This REQUIREMENT Is net met as evidenced Interventions will be care planned.
by
| Baged on observation, medical record review,
and staff interview, the facillty falled to provide B. DON will review all residents
care to promote continance for 1 of § sample vomprehensive bladder assess-
rasidents_a (#15) who had uringry incontinence. mants. Any identified to have trig-
The findings were: gered cancern in the area of blad-
) der continence will have further
Review of the 7/9/12 quarterty MDS for resident assessment done by DON to de-
#18 revesled s/he had occasional urinary termine most appropriata infervan-
incontinence and required axtensive assistance tions for each resident. Interven-
with toilsting. Continuous observations on 9/26/12 tions will be added to care plans.
from 1:24 PM to 4:40 PM showed staff did not
offer assistance or direct the resident to the
bathroom during that ime. At 4:40 AM, CNA #2
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F 345 | Continued Ftom page 9 F315) C. DON wil use comprshensiv
removed the urine sofled disposable brief when asgessment review as training too
she assisted the ragident to the bathrmom. At that for developing appropriate - car
Yime, the ONA verified the resident had not plan based on resident need. DO
received tolleling assistance since before 1:34 will inservica cartified nursing assis
PM (three hours time elapsed). The CNA further Ia.'l“? regarding the need to alway
stated staff rominded the resident to go to the @ resident known to be incony
hathroom at various times during the day, but inent frequently.
there was no scheduled intsrvals, Interview on
9127112 gt 9:35 AM with DON #2 revealed staff D. Monitored by DON through quar-
should be aware of prolonged periods without torl - -
; c y Quality Assurance reporting of
toileting for this resident because a/he received assessment and care plan review
twice daily doses of Lasix (a diuretic). She also P 1112112
stated the resident's toileting needs should have
heen addressed in the cars plan, but it had not
been done.
F 323 | 483.25(h) FREE QF ACCIDENT F 323
85=E | HAZARDS/SUPERVISION/DEVICES This facility will ensure that the
resident environment remalns
The facility must enaure that the resident free of accident hazards.
environment ramains as free of accident hazards
a8 is possible; and each resident raceives _ ]
adequate supervision and assistance devices to A.Risk Manager will complete post
prevant accidants, fall evaluations for resident #18,
#25, and #31. Residents #18, #25
and #31 will be evaluated for con-
finued falls and new plans of care
developed with new interventions if
This REQUIREMENT is not met as evidenced previous interventiana have proven
by: ineffective,
Based on record review and staff interview, the.
facility failed fo complete post fall evaluations for
3 of 3 sample rasidents (#18, #25, #31) who had
recurrent falls. The findings were:
Interview on 5/26/12 at 4:55 PM with the risk
mengger revealed the facility did not have a
system for evaluating sach fall to determine
effective measures to prevent recurring incidents.
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F 323 Cantinued From page 10 F323| p, All residents will be reviewed
The risk manager further stated the palicy for falls in the past 6 months by
regarding falls required staff to follow up each Risk Manager. Any resident Iden-
incident with a physical assessment, bt did not tified as having a fall in the past 6
include directions to review medications, months will have a post fall evalua-
environment or other factors that might or might tion completed. These same resi-
not have confributed to tha incident. During an dents will be evaluated for contin-
Interview on 9/28/12 at 11:25 AM, the soclal ued fall risk and new plans of care
servicas director verified the lack of a system, developed with new interventions if
Review of the medical récord for residant #25, previous interventions have proven
showed s/he fell and fractured histher femur on ineffective.
12/31/12. Further review showed s/he fell agaln
on 6/21/12 and 8/22/12, but no injuries were
sugtained. Review of the medical record for C. Risk Manager will develop a
resident #18 showsd s/he had sustained minor new post fall evaluation poficy
injurgs when s/he fell on §/2512, 7/12212, and which will include evaluating each
again on 8/8/12. Aceording t nursing fall to determine effective
documentation tor resident #34, sihe fell on measures and post fail fracking to
7/29/12 and again on 08/28/12. Review of the ensure minirmized risk of recurring
annual January o August 2012 management incident. Poat fall evaluation will
reports of talls and incidents showed six to include physical assessment, med-
fourteen rasidents had fallan each month and one ication review, environmental re-
or mora of thesa resulted in injury, Review of view at a minimum. Policy will in-
these reparts also showed no evidence of a olude incremental follow-up post
system for evaluating each Incident to determine fall tracking reviews to determine
contributing factors and Identifykwy measures to offactiveness of last intervention.
prevent repeatad falls,
F 371 483.35() FQOD PROCURE, F 3| s ;
§5=L | STORE/PREPARE/SERVE - SANITARY E‘Jﬁaz"‘"m:;fegraujﬁtt?ﬁftﬁ
The faailty must - ::;;Io ::rvad under sanitary con
(1) Procura food from sources approved or ’
eonsidered satisfactory by Federal, State or local
authorities; and A.Upon identification of low rinse
(2) Stora, prepare, distribute and serve food temps in the dishwasher, Adminis-
under sanitary conditions trator put an immediate Action
Plan in place which included:
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F 371 | Continued From paga 11 F371| 1) All dishes used at the last
meal were washed using 3 sink
_ waghing/sanitizing system. Dietaty
This REQUIREMENT Is not met gy evidenced staff inserviced regarding proper
by: sanilizing procedures for 3 wash
Based on observation, staff interview, and review gink sterilization and resident/
of facllity procedures and servica records, the patient dinnerware use.
facilily faited to Implement a system that ensured . . .
dietary staff wers knowledgeable regarding the . a?l)e ﬁ'f? di'a"haﬁ";?“::gc:i ] ‘gﬁ:
importance of taking action to corect inadequate tarvention a P
fnal ringe temperatures of the dish machine and .
implementing alfermatives to ensure resldent 3) Dish machine service deter-
dinnerware and ulenslls were eRfectively sanitized mined best action was to install
to minimize the potential for food-borne illness. sanltizing ringe injector to the dish-
When tested during the survey it was determined washer.
the temperature of the dish machine tinse water 4) Quality assurance monitoring
was not sufficlent to eanitize. Review of the rinse atudy put in place to emsure proper
temperature logs showed the recorded hot tinsa . anityati o P prop
femperatures had been inadequata for six .
months; howaver, the problam was not resolved
nor were there any alternative sanitation methods ; ; ; ]
used during those times. Therefore this resulted E;?g“;“hgagptem%:?me 2 4was 20232
in immediate jeopardy for all resldents of tha (sanitizing rinse injector a'\dded to
tacllity. The census wag 33. The findings were: machine)
Raview of the September 2012 dish machine log
shawed the hot water rinse temperature was " - ine will be
recorded 3 times most days and ag of 8/24/12 tBe.;v.tE:i glvzfi}mg ";?:gne::;ﬁ in-
sixty-two of the recorded temperatures were less ; y By . v :
than the required 180 degrees F to sanifize the fection Control Coordinator wiil do
dishes and utensils, 39 of those times, the chemical testing once per week to
temperaturas wane less than or equal to 160 ansure same test results are being
dagreas . tnterview with.the certified distary obtained by dietary staff and Infec-
manager (CDM) at 4:20 PM on 9/2412 revealed tion C ontrollf v
she was aware of the low hot water temperalures ’
oh the log, and reportad ithad been a problam for
the last six months. Gontinued interview with the
CDM revealed the recarded temperatures were
taken by looking at & temperature gauge located
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F 371 | Continuad From page 12 F 371
on the outside of the dish machine. The manager If at any time, tasting results prova
then verlfled an Internal temperature was not to be less than adequate for saniti-
faken to her knowledge In the past six months, zation of dishes, dietary manager
neither by using a temperatura sirip indicator or a will immediately put process in
holding thermometsr. She further revealed thers place, including using paper dish-
was no alternative used to sanilize the dishes es, Implementing 3-sink sanitiza-
when the machine was known not fo be working tlor: proce:.ifur.e, T:fqtlf?mg I:\dmlnla-
g e o i, et e
problsm with the temperature gauge. The dor, . h A
manager also stated there were a cougle of tmes idants/ ;i»latler]ts. Reﬂ'mfr ad Fz.'at"
when the maintenance director worked on the ::"a“ :"" frewew rlflsu Eg 3%”' rz?—
machine and was not succesaful In getting the on “eg '"é’. ‘t’f"?e y an " Willnote
water to mainiain a sufficient temperature (180 resuiia in Ligckan report.
degrees F) to sanitize, However, she did not
know of anything else that wag done to fix the : .
problem. Review of the past six months of _ gp e:;\ S;wAzz:IiﬁifsS:fof e;gn eiesﬁle _
lamparature logs showed the following number of appropriate testing of dish ma-
timas the dish maghine rise temperature was chine and to ensure appropriate
focorded as 190 deqrees F or lower: actions taken if machine fails to
8. 10 times ineffective temperaturas were meet sanitization requirsments,
recorded in Aprl 2012, With low temperatures Infection Control Coordinator will
fanging from 145 degrees to 160 degress F. insarvice all dietary staff to include
b. 6 times the temparatures were low in May Registered Dietician regarding the
2012 with the low temperatures ranging from 153 heed ta identify and report any and
dagrees to 160 degreas . all sanitation concerns to Adminis-
6. 12 fimes the temperatura was recondad to trator immediately and to immedi-
ba too fow In June 2012 with the temperatures ately implement actions to ensurs
ranging from 150 to 160 degrees F. resident/patient safety. Infection
d. 25 times in July 2012 with the Control Coordinator will evaluate
temperatures ranging from 120 to 160 degrees F all proceeses within the facility
e. 42 times In August 2012 with the which have the potential to spread
temperatures ranging from 120 to 160 degrees F. disease or infection and will imple-
f. 32 times as of September 24, 2012 with the ment appropriate procedures as
temperatures ranging from 115 to 160 degrees F. nacessary.
Alest of the internal dish machina hot water
temperature was dona on 9/24/12 at 5:20 PM by
the surveyor and wilnegsed by tha CDM. The fest
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F 371 Continued From page 13 Fan

was performed using indicator stickers D. Monitored by Distary Manager
(thermolabels) designed to tur back when the and Infection Controf Coordinator
dish surface reaches 160 degrees F when vun through manthly Quality Assur-
through the dish machine cycle (160 degrees F at ance reporting of dishwasher

the rack leval/dish surface reflects 180 degrses F sanitization results for one quar-
al the manifoldi which s the grea just befofrehthe ter and then quarterly if it is de-
fingl rinse nazzle where the temperature of the ‘ ‘

dish machine Is measured), During twe tests of termmea:.' by ?_IA Gommlt;ee that
the dish surface temperature, the thermolabels appropriate changes and appro-
falled to tumn black. priate sanitization has occurred,
According to Fond Code 2009, U.S. Public Health
Servige: 4-601.112 "{A) Except as specified in |
(B) of this section, in a mechanlcal operation, the
temparabure of the fresh hat water SANITIZING .
ringe a8 it enters the manifold may not be mora
than 900G (1940F), or less than... (2) For all other
machines, 820C (1800F)."

101112

The followlng additional concams were noted
related to a lack of action taken to the known
problam with the dish machine and the
susceptibility of the papulation being served:
According to Food Gode 2009, U.S. Public Health
Sarvice; "Highly susceptible population means
PERSONS who are more likely than other peaple
In the general population to experienss foodborne
disease becauss thay are:

(1) Immunocampromised...or older adults; and
(2) Obtaining FOOD at a facility that provides
servicas such as...heaith care, or assisted
fiving...aduft day care center, kidney dialysis
centar, hospital or nursing homs,.,"

1. Interview with cook #1 on 9/24/12 at 8:20 PM
revealed she used the dish machine most days
and the rinse temperature was usually between
142 and 160 degrees F. She stated she used the
extarnal temperaturs gauge to read the

FORM CMS-2567(02-0) Pravious Vesston Ohsolale Evert ID; WEY1H Faellty ID: WY0DD2 If continuation shest Page 14 of 22

LG0/7z 0 X¥d  0GPT NHI ZT0Z/B1/071



v
DEPARTMENT OF HEALTH AND HUMAN SERVICES o \":"\ e a2

CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0936-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SURPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED

B. WING
536019 09/27/2012
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

368 SOUTH US HWY 20
NRIE BLUEJAC L NURSING
BO KET MEMORIAL NURSING HOME BASIN, WY 82410

%4 1D SUMMARY STATEMENT QF DEFIGIENCIES i) FROVIDER'S FLAN OF CORRECTION ()

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FIUILL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATCRY QR LEG IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE APPROFRIATE DATE

DEFICIENGY)

F 371 Continued From page 14 ' Far

temperature and would record it on the sheet.
She further vetified the dish machine continued to
be used aven when inefiective temperatures were
heing seen. She stated she reported the problem
many mas and the maintenance director tried (o
miake adjustrments; however, the tamperatures
remained a probler,

2. Review of the facility's chemlcal supply
company ordersfinvoices showed the supplier
would sometimes test the condltion of equipment
when checking inventory levels. Review of these
orderfinvoloas on 9/14/12, 6/19/12, and 4/10/12
showed the dish machine was chacked on these
dates and the final rinse temperature was
recorded respectivaly as 170, 160, and 170
degrees F, Further reviaw of these reporis
showed although the temperatures were not
adequate to sanllize, there was nothing
documented inthe comments or results section
to recommend any changes or further action to
be taken. Additionally it did not Indicste how the
femperettires were taken,

3. Interview with the consultant registered dietitian
(RD) on 9/26/12 at 9:20 AM revealed he
sometimes checked the aquipment whan he was
on-site. He stated if a problem was noticed or
brought to his attention, ha would document the
goncem or recammendations In his report, or
sometimes just discuss it with the distary
manager. He verified he was not aware of the
length of fime the dish machine temperatures had
been problematic. Review of the RD manthly

| reports from April to September 2012 showed no
mention of this sanitation problem except on
September 5, 2012. In this report the RD
racognized the final inse temperature of the dish
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. | machine was a problem noting it was law at 150

1 On 9/24/12 at 6:50 PM, the administrator was

Continued From page 15

degrees F. His note recommended re-checking
the temp 2-3 mors fimes and refarring to the
sanitation reguiations or the manufacture
recommandations. However, interview with the
administrator on 9/26/12 at 4 PM verified there
waa o follow-up to this report to show if
comective measures where implementad.

notified of the immedlate jeopardy. The facility's
action plan included immadiate changes to
include:

a. Use of a 3 compartment manua! mathod to
sanitize dishes/utansils, and use of disposable
items for mesl services for all meals for the next
48 hours.

b. Education to all hursing and dratary staff
related o the disposable service ware, and
manual digh washing/sanitizing method for all
dietary staff.

¢. Bervice call to the equipment manufacture to
repair the dish machine,

d. Aquality assurance monltoring study was put
into practice releted to the manual sanitation of
the dishes,

The action plan was accepied on 8/26/12 at 5:20
PM, and the immediate jeopardy was removed at
5:30 PM.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The faclilty must establish and maintain an
Infiection Control Program designed to provide a
sefe, sanitary and comfortable environment and
io help prevent the davelopment and transmlssion
of diseasa and infection.

F 371

F 441

This facility will establish and
maintain an Infection Control
Program designed to provide a
gafe, sanitary and comfortable
environment and help prevent
the development and transmis-
sion of disease and infaction.

t
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FORM APPROVED

OMB NO. 09380391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION 'DENTIFIGATION NUMBER; COMPLETED
A. BULOING
535019 B WING 081272012
NAME OF PROVIDER O SUIFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
388 BOUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSIN E
JAC SING HOM BASIN, WY 82410
%4y ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X3
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL RREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
G REGULATORY OR L3C INENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
F 441| Cantinued From page 16 F 441
(a) Infection Control Program .
The faclity must establish an Infection Control A. I RLesident #1 and resident #1§
Program under which |t - will have new su;gla éaatlent use
(1) Investigates, controls, and prevents infactions glucometers purchased and new
in the fadiity: glucometer will be used only on
' | the individual resident.
(2} Decides what procedures, such as Isolation,
shotld be applied to an Individual resident; and
' needing glucometer testing. Each
(b} Preventing Spread of Infecton T oy tecting will have
. gle patient use glucometer
(1) When the Infaction Gontrol Program purchased and new glucometer
determines that a resident neads isolation to will be used oniy on an individual
prevent the spread of infaction, the facility must resident. Each glucometer will be
iBolate the resident, labeled.
(2) The facility must prohibit employees with a '
communicable diseasa o infected skin lesions
from direct cantact wilh resitents or thair food, if C. Infsction Control Coordinator
direct contact will transmit the disease, will develop a new policy regarding
(3) The facility must require staff to wash their glucometer use and disinfecting.
hands after aach dirsct resident contact ior which All nursing staff will be inserviced
hand washing is |r.|c||oated by accepted by (nfection Control Caordinator
profasslonal practice, regarding new policy and appropri-
] ate use and disinfecting of the glu-
(¢} Lineng cometer,
Persannel must handle, storg, process snd
transport lineng 80 13 to prevent the spread of
Infection, D. Monitored by Infection Contral
Coardinator through quarterly
Quality Assurance reporting of glu-
This REQUIREMENT s not met 8 evidericad cometer use and disinfecting re-
by: o vView. 172112
Based on observation, staff interview, and [abel
informatien the facility falled to ensure staff
effactively disinfected the point-of-care
glucomatar for 2 of 2 observations of residant
testing. The findings were:

LG0/ Lz oM
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FORM APPROVED
OMB NO. 09380381

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

536019

{X2) MULTIPLE CONSTRUCTION (%) DATE SURVEY
A BUILDING COMPLETED
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09/27/2012

NAME OF PROVIDER OR SUPPLIER
BONNIE BLUEJACKET MEMORIAL NURSING HOME

BTREET ADDRESS, CITY, STATE, ZIP CODE
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(Xd)ID SUNMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL
TAG REGULATORY OR LBC {DENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION {5)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAB CROBS-REFERENCED TO THE APPREOPRIATE DATE

DEFIGIENCY)

F 441/ Continued From page 17

Observation tn 9/26/12 at 3:50 PM showed LPN
#1 cleansed the giucometer with alcohol after
obtaining hlood glucose results for resident #,
Continuous observation revealed the LFN used
the same alcohol cleansed glucometer to obtain
blood glucose resulls for resident #15 at 4:15 PM,
Interview with the LPN at that time revealed
cleansing the glucometer with alcohol wipes
between resident use was the acceptad standard
of practice for the facility. Interview with DON #1
on 8/27/12 5t 9.25 AM revealed she had received
Information about about effective disinfectants
like PDI Sani-Cloths but she had not had an
opp;fortunlty to share this informatioh with other
staff,

Raview of the manufaturer's recommendation
revealed the device should be cleaned to remove
bloed or solid from the the surface and
disinfected to deslroy infactious agents on the
surface after each use. .
According o recently refeased guidance by the |
Faod and Drug Administration (FDA) at
www.fda.goviMedicalDevices/ProductsandMediz.
IProceduresAnVitroDiagnostics/ugm227935 htm
{accessed 10/4/12) for ¢leaning and disinfecting
of blood glucose meters,"... The disinfaction
solvent you choose should be effective against
HIV, Hepatitis C, and Hepatitis B virus,: Further,
"Plzase note the 70% ethanol solutions are not
effective against viral blood bore pathogens,”

F 820 483.75(0)(1) QAA

$8=0 | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the direstor of
nursing services; a physician designated by the

F d41

F820) This facility will maintain a quall-

ty assessment and assurance
committee to kientify and cor-
ract quality deflclencles,
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N FORM APFRQVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 01938-0391
STATEMENT OF OEFICENCIES ~ [{%1) PROVIDER/SURRLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRELTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
535019 8 WING 09/27/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
388 SOUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY B2410
(%41 SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION 8}
PREFIX (EAUH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE BOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE UATE
DEFIGIENGY)
Fé20 CDTWEd From page 18 F 620 A.Dietary Manager will ensure
fecllity, and at least 3 other members of the daily testing of dish machine is
facility's staff, I done during dish washing at
. each meal. Distary Manager will
The quality assessment and assurance report results of testing to Quali-
committes meets at least quarterly o identify ty Assurance Commitiee month-
Issues with respect to which quality assessment ly 3 months and then quarterly
aind assurance actiifies are necessary; and if It Is determined that sanitiza-
develops and implements appropriate plans of tion and reparting I baing main-
action ko correct identified quality deficiencies. tained appropriately.
A State or the Secretary may not require
disclosure of the records of such cammittes B. Quality Assurance Committee
except insufar as suoh disclosure Is related to the will develop a schedule with
compliance of such commitiee with the each department to identify pos-
fequirements of this section. sible processes which may re-
. A sult in resident/patient infection/
Good faith atternpts by the commities o identify disease risk. For any rigk identl-
and comect quallty deficiencies will not ba used as fiad, the department manager
a basis for sanctions, will develop a quality monitoring
tool and will monitor :nd report
to  Qualif ssuranca
This REQUIREMENT Is not met as evidenced ol ql?a,taeﬁ‘;,_
by:
Based on observation, staff interview and review
of quality assurance program information, the C. Quality Assurance Coordina-
facility fafled to ensure Identified sanitation issues tor will be inservicad by Adminis-
I the dietary department were monitored and trator regarding Quality Assur-
correctad. The findings were: ance process to include identifi-
calion of facility quality issues;
Review of the September 2012 dish machine log study of the identified issues;
showed the hot water rinse temperature was resulting in developing and im-
recordad 3 times most days and as of 9/24/12 plementing appropriate  action
sixdy-two of the recordad temperatures were less plans to Improve quality; and
than the required 180 degrees F to sanitize the continued study for effective-
dishes and ulensils. Interview with the CDM at ness of interventions.
4:20 PM on 8/24/12 revealed she was aware of
the low hot water temperatures on the log, and
stated it had been & problem for the last six
FORM GMSS-2587(02-99) Pravious Versions Obsolels BvantIn: WaY 111 Faclllty 10: Woo0z If confinuation sheet Page 19 of 22
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DEPARTMENT OF HEALTH AND HUMAN SERVICES \ PRINTED: 101012012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERIGLIA (2) MULTIPLEE CONBTRUCTION (X3) DATE SURV&Y
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
835019 B Wik 0972772012
NAME OF PROVIDER OR S1PPLIER STREET ADDRESS, ITY, 8TATE, ZIF CODE
388 SQUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 02410
(X4 Ip BUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION I g
PREFIX (EACH DEFIGIENCY MUSY HE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE GOMPLETION
TAG REGULATORY GR L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRISTE DATE
DEFICIENCY)
F820 | Continued From page 19 F820| Quality Assurance Committee wil
months. Continied interview with the COM be inserviced by [nfection Control
revealed the recorded tymperatures were taken Coordinator regarding the need to
by looking at a temperature gauge lotated on the be aware of any processes within
Outside of the dish machina, The manager further the facility that may cause risk of
revealed there was no siternative used to acquire spread of disease or infection.
a tetmperature or to sanitize the dishas when the Identification of potential rigks will
machine was known not to be working properly. result in department monitoring
She stated she *hoped" it was a problem with the and reporting. Any substandard
tempergture gauge. The manager also stated resufts will result in immediate in-
there were a couple of times when the tervention to remedy the risk. In-
maintenance dirsctor worked o the machine at fection Control Coordinator will
her request and was not successful in geiting the work with departments to develop
water |0 maintaln a sufficient temperature (180 a list of appropriate reporting.
degrees F) o sanitize, She further revealed she
did not knew of any other actions taken to fix the
problem, D. Monitored by Infestion Gontrol
interview with he administrator and t iy Coordinator through monthly Quali-
nterview @ administrator and the quali : :
assurance (QA) coordinator on 9/26/12 at 5:30 t"‘:, Asfs u;fm;;.c ommltt;igzgc:;ting 11/21/12
PM verified the dietary department participated in of infection/disease p
the QA program. However, there was nat any view. Dietary Manager and Inf?c-
specific messure identified, being tracked, or tion Control Coordinator will review
being reported related to kitchen sanitation all cleaning and sanitizing process
[shsues. Review of the QA prugra?l-l in;zrmactilon in the dietary department and Die-
showed the information being collected an \ ) .
reported was on nulrition screening and other tary Manager will monitor all Idanlt.'
medical nutrition topics. Further, the administrator fled processes and report to Quali-
verified the isue of the dish machine was ty Assurance Committee quarterly.
something that should have been reparted on and All departments will report disease
sanitation issues such as that should he rautinaly and/or infection risk processes to
meonitgred and incorparated into the QA program. Quality Assurance Gommittes
The following additional concerns were noted
refated 10 a lack of action taken to the known
probiemn with the dish machine;
1, Interview with cook #1 on 9/24/12 at 6:20 PM
revealad she used the dish machine most days
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DEFIGIENCY)

F 520 | Continued From page 20 F 520

and the rings temperature was usually betwsen
142 and 160 degrees F. She stated she used the
externzl temperature gauge to read the
temperature and would record it on the shest.

She furthar verified the dish machine cantinued to
be used even when ineffactive Lemperatires were:
being seen. She staled she reported the problem
many times and the maintenance director tried to
make adjustments; however, the temperatures
femained & problem.

2. Review of the facility's chemical supply
company ordersfinvoices showed the supplisr
would somefimes test the condition of equipment
when checking Inventory levels. Review of thess
orderfinvoices on 9/14112, 8M8/12, and 4110112
showed the dish machina weg checked on these
dates and the fina! ringe temperature was
recorded respectively as 170, 160, and 170
degrees F. Further revisw of these reports
showed although the temperatures wera not
adequate to sanifize, thare was nothing
documented in the comments or resulls sevtion
to recommend any changes or further action to
be taken, Additionally it did not indicate how the
temperatures were takan,

3. Review of the registered dietitian (RD) monthly
reports from April o September 2012 showed no
mention of this sanitation problem axcept on
Soptomber 6, 2012. In this report the RD
recognized the final rinae temperature of the dish
machine was a problem noting it was low at 150
degrees F. Hls note recommended re-checking
the temp 2-3 miore times and referring to the
sanhitstien regulations or the manufacture
recommendations. However, interview with the
administrator on B/26/12 at 4 PM verified there
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM Apmau2
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, (838-0391
STATEMENT OF DEFICIENGIES | (X1) PROVIDER/SURPLIERIGLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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A, BUILDING
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535019 w 09/27/2012
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F 620 | Gontinued From page 21 F 520
was no follow-up to this report to show if
comeclive measures whers implemented. '
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