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ETATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIER/CLIA
AND FLAN OF CORRECTION IDENTIFICATION NUMBER:

A. BUJLDING 01 ~ MAIN BUILDING 01

Healthcare 1 '

ic
_ 835019 B. ensing and Surveys
NAME OF PROVIDER OR SUPFPLIER STREET AUDAREJS, CITY, STATE, 2P

- 338 80UTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURBING HOME BASIN, WY 82410

o) D "BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
FREFIX {EAGH DEFIGIENCY MUST BE PRECEDED KY FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-mnegmcag éﬁggsmnam're oaTE

K 000 | INITIAL COMMENTS | K000

A Life Safety Code survey was conducted by tha
Healthcara Licansing and Survays on April B,
2017

Requirements for Long Term Care Faciiities
Section 42 CFR 483.70 (a) except as otherwise
provided In this saction, the faclity must meet the
applicable provisions of the 2012 Edition of the
Life Safety Code, Exsting Haalth Care, of the
National Fire Protaction Association.

The facility was a fully sprinklered, single story
bullding of Type V (000) construction with plan
approval in 1673, The bullding Is equipped with &
superviaed, automatic wet sprinkler system and
an addregsable fire alarm system. The faclity had
B capacity of 37 certified Medicars and Medicaid
beds with & census of 26 residents.

K 133 | NFPA 101 Muitiple Occupancles - Construction K133 l.o[ vl
g8=0D | Type

Multiple Occupancies - Construction Type

Whare separated occupancias are in accordanca
with 18/16.1.3.2 or 18/19.1.3.4, the most stringent
construction type is provided throughout the
buliting, unless a 2-hour separation is provided in
@ccordanos with 8.2.1.3, In which case the
conatruction type is determined as follows:

* The construction type and supporting
construction of the heaith care occupancy is
based on the story in which It Is located in the .
building In accordance with 18/18,1.6 and Tables

18/19,1.6.1

* The construction type of the areas of the
bullding enclosing the other occupencies shall be
based on the applicable cccupancy chapters,
18.1.3.6, 19.1.3.5, 8.21.3

RATORY DIRECTOR'S OR PRLIER REPRESENTATIVE'S SIGNATURE D TILE

v y/ol

statament snding with an denotes A deficisncy which the inetitution may be excused from cofacting praviding 1 i detefTined that

n:ymprovlduumumtpmeunu mpuﬂnm.(snmeuom.)Mfwmlnuhomu.mﬂmwwmmwwm
the date of aurvey whather ar not u plan of coltaction ks provided. anmwmummmmphmdmnﬁmmmmu
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STATEMENT OF DEFIGIENGIES (X1) PROVIDER/EUPPLIER/CLIA (X2) MULTIPLE CONBTRUCTION
ARD PLAN OF CORRECTION (DENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDlNG o
) 835019 B. WING
NAME OF PROVIDER DR GUPPLIEN STRBET ADDRESS, CITY, BTATE, ZIP CODE
BONNIE BLUEJACKET MEMORIAL NURSING HOME BN, WY ezt
(]
0%4) ID -BUMMARY BTATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORREGTION o)
PREFIX {EACH DEFIGIENCY MUAT BE PRECEDND BY FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR L&G IDENTIFYING INFORMATION) 28 CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
K 133 | Continued From page 1 . K133 k133 ' ' kelﬁ-lfl 1
This STANDARD s not met a3 evidenced by: . . ;
Based on oheervation and staff Intarview, the Th,ls requirement will be met as
facllity failed to maintaln corrldor doors in evidenced by:
accordance with the 2012 NFPA 101, Life Safaty The corridor doors were
Code. The findings were: adjusted and are working properly.
Obsetvation on 04/06/2017 at 8:36 AM located at . .
the two hour saparation from the nursing home to QA: Maintenance will do random
the hospltal kitchen corridar revealed the fire wall checks monthly to ensure corridor
toors would not lateh when tested. Fallurs to : :
provide fire doors as required Increases the risk doors are in proper W°’k§”g order with
of death o injury due to fire, Interview with the reports quarterly to Quality Assurance
Facliity Maintenance Manager at tha time of Performance Improvement meeting,
obsarvation indicated awareness of the e
requirement,
REF: 2012 NFPA 101 Section 19.3.6.3.6
K 211 [ NFPA 101 Means of Egress - General K211 K211
§8=D i irement will be met as
Means of Egress - General Thl; regelgrg .
Alsles, passageways, corridors, exlt discharges, eviden ¥ , .
extt locations, and accesses are In accordance 1. The gate in question was
with Chapter 7, and the means’ofuagbrgss; removed., Maintenance to
econtinuausly maintalned free of all obstructions to : .
full usa In case of emergency, unless modified by look for a gate to replace
18/18.2.2 through 16/19.2.11. with an obvious method of
18.2.1,18.2.4,7.4.101 will still
This STANDARD is not met a5 evidenced by: relea‘se but ron/safet
Based on observation and staff interview, the provide protection/safety
facilily failed to maintain means of egreas In for residents using the
accardance with the 2012 NFPA 101, Life Safety atio
Cade. The findingas were: ‘ pauo. L y
Observation en 04/08/2017 at 8:41 AM In the .
patio facing east revealed a gate with & releasing
device that did not have an abvious methad of
operation. Further observation revealed this gate
was the only discharge to the public way from the
FORM GMB-2507(02-65) Pravious Versians Obsclete Evant ID; 508421 Facdiity I0: Wyooo2 It continuetion sheet Page 2 of 7
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VICES
STATEMENT OF DEFICIENGIES (x1) PROVIDER/BUPPLIER/GLIA (X2) MUATIPLE CONETRUCTION
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01
, 8385010 B.WiNG
NAME OF PROVIDER OR SUPPLIER GVREET ADDRESS, GITY, STATE, ZIP CODE
. 285 SBOUTH U8 HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410
(4) ID BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) ™ CROBE.REFERENCED TO THE APPROPRIATE DATE
K 211 | Continued From page 2 ka1| QA: Ifwhen an acceptable gate is iwef4{ 7
areq. Failure to provide obvious methode of place maintenance will do random
releasing r?] gat: 83 required inc=r1almwa:“;11'a?h riak to checks monthly to ensure the gate has
death or injury due to fire. Interview e Yous m
Fachity Maintenance Manager st the time of O 'ethOdA@Ofmmnlise wad
observation indicated they ware unaware of the AR o )
requimmant. gvement meetlﬂg.
REF. 2012 NFPA Sections 18.2,1; 7.2.1.5.10 - -
K 293 | NFPA 101 Exit Signage K 263
360 29
iﬁzs&"?ﬁ \G i This requirement will be met as
| evidenced by:
Exit and directional slgne are displayed In :
accordanoe with 7.10 with continuous illumination The paper sign was removed
a?o;‘%n‘i‘ad by the emergency lighting system. from the area.
19.2.10.
(Indicate N/A in one~story existing octupancles QA: Maintenance will monitor all
with less than 30 occupants where the (ine of exit .
travel |8 obvious.) exit signs monthly to ensure that th:y
This STANDARD is not met a avidencad by: are the proper exit sign in place an
mBmdw 1‘:n obse"r\:.ﬂon :r:ldt s?‘:' intarview, the will report to Quality Assurance
lled to mainta nage in ing.
accordance with the 2012 NFPA 101, Life Safety Performance lmprovement meeting
Code. The findings were: -
QObservation on 04/05/2017 &t 9:12 AM at the exit
adjacant to raom 205 revasied conflicling exit
signs. Further observation revealed the exit
access had the proper exit sign above the exit
deor, but than had a paper sign attached o the
axit door that stated "This I Not An Exit" Fallure
to provide exit ¢igns as raquired Increases the ,
risk of death or Injury due to fire. Interview with
the Facility Maintenance Maneger af the time of
observation Indicated awarenass of the
raquirement, but stated the paper sign was
placed thers to kesp a particular rasident inslde
the faolity.
FORM CMS-2567(02-66) Provicus Versiens Obaoiats . Event 1D: 608H21 Faclty 10: WY0002 If conticuation ahest Page 3 of 7
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FORM APPROVED
CENTERS FORM RE & MERICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (Xz) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
. 525019 0. WING 04/08/2017 .
NAME OF PROVIDER OR BUPPLIER GTREET ADDRESS, GITY, STATE, ZiP GODE o
- 388 S0UTH U3 HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410
(x4) 1D BMNMRYSWWEWNTDFMEMENGNI [[2) HuNMERSHUHOFCONﬂKﬂwN x5
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL - PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LOC IDENTIFYING INFORMATION) A6 cnmmsnegcmwmmommﬁ DATE
K 293 | Continued From page 3 K203
REF: 2012 NFPA 101 Sections 19.2.10; 7.10 )
K 343 | NFPA 101 Fire Alarm System - Notification K343 K343 (p' ‘-}ll‘]
ss-D - . 13
Fire Alarm - Notification | Th-ls reqmren_lcnt will be met as
2012 EXISTING evidenced by: o
Positive alarm sequence: in accordance with J Maintenauce will verify by
9.6.3.4 are permitted in bulidings protected documentation that the strobe and
mmugh&“g g; aprinkler ’Vmém"a"t hom fire alarm components have
notifical rovided automatl v = -
accordance with 6.6.3 by audible and visual Passed POth visible and audible
signals. inspection annually.
[‘[\hcﬂﬂoal care arsag, visual alarms are sufficlent.
e fire alarm system transmits the alam . . . thl
automatically to notfy emergency forces In the QA: Maintenance will do mon aly
eventofa ﬂlye. oo random checks on audible and visible
'11'?15:3%;1 8.34.3.1, ;g-t3-4£2- .64, %&1 #1) operating condition of the strobe and
DARD s not met as eviden ; '
Based on document review and staff interview, hom ﬁrc alarm components and report
the facilly falled to maintaln fire alarm notification to Quality Assurance Performance
In accordance with the 2012 NFPA 101, Life Improvement meeting,
Safety Code and the 2010 NFPA 72, Natlonal Fire
Alarm and Signaling Code. The findings were: b
Document review on 04/05/2017 at 4:056 PM
revealad that the fagility was unable to verify that
mach strobe and horn had passed visual and
audible inspaction on an annual basle. Failure o
provide annua} testing for fire alarm components
as requirad increases the risk of death or injury
due to fire. Interview with the Facillty Maintsnance
Manager at the time of observation indicated they
were unaware of the requirament. ’
REF: 2012 NFPA 101 Sections 18.3.4.4, 8.6.3
2010 NFPA 72 Bection 14.4.2.2
K 353 | NFPA 101 Sprinkier System - Maintenance and K353
8g=D | Testing
FORM CM3-1247(02-29) Provious Vareiana Gbeclets Evant 10; 508H21 Faciily ID: WYooo2 # continumtion shest Pags 4 of 7
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b) Whe provided system test

c) Water system supply source

Provide In REMARKS information on coverage for
any non-required or partia! automatic sprinkler
system,
8.7.5, 9.7.7, 9.7.8, and NFPA 25
This STANDARD Is not met as evidencad by:
Based on observation and steff ntarview, the
facliity falied to malintain the spriniler system In
accordance with the 2012 NFPA 101, Lifa Safety
Code and the 2011 NFPA 285, Standard for the
Inspection, Testing and Maintenance of Watar
Based Fire Profection Systems, Tha findings
were;

Obsarvation on 04/05/2017 at 10:14 AM in the
sprinkler water tank room revealed rags covering
two upright sprinkler heads. Sprinkler heads shall
be free of foreign material o insure proper
operation. Fallure to provide a aprinkler system
as required Increases the rigk of death or injury
due ta fire. Interview with the Facility Maintenance
Manager at the time of observation Indicated they
wara aware of the requiremant.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/GUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01
. 833010 B. WING 04/05/2017
NAME OF PROVIDER OR SUPPLIER i STREET ADDRESS, GITY, STATE, ZIP CODE -
- 388 SOUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410
(4) 1D SUMMARY GTATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION 0%
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORREGTIVE ACTION SHOLLD BE COMPLETION
TG REGULATORY OR LBG IDENTIFYING INFORMATION)' TAG CROBE-REFERENGED TO THE APPROPRIATE DAT2
. " EFIGIENCY)
LoH]i7
K 383 | Continued From page 4 K 353 ' ul 4'
. K353
Sprinklar System - Maintenance and Teating This requirement will be met as
Automatic sprinkler and standpipe systems are evidenced by: '
ins , teated, and maintained in sccordance . :
with NFPA 265, Standard for the Inspection, The rags covering the sprinkler
Testing, and Maintalning of Water-based Fire heads were removed.
Protection Sysl'oems. Remrd: of gystam design, QA: Maintenance will do monthly
maintenance, inspection and tasting are rinkler head
malntained In @ secure location and readlly random checks on sp L 8 _to
avallable, ‘ . ensure are free from foreign material
a) Date sprinkler system last checked and report quarterly at Quality

Assurance Performance Improvement
meeting.

FORM CMS-2567(02-88) Pravious Vanions Obsolets
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* DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
!
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {2} MULTIPLE CONBTRUCTION {X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 » MAIN BUILDING 01 . COMPLETED
‘ 535019 B. WING . 04/06/2017
NAME OF PROVIDER OR EUFPLIER STREET ADDRESB, CITY, 8TATE, 2IF CODE
. 380 SOUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410
(%4) ID -BUMMARY STATEMENT OF DEFICIENCIES - o PROVIDER'S PLAM OF CORRECTION )
PREFIX {BACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX FACH CORRELTIVE ACTION SBHOULD BE CONPLETION
TAG REQULATORY OR LEG IDENTIFYING INFORMATION) TAQ GROBS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
K 363 | Continued From page 6 - K353
REF: 2012 NFPA Saction 8.7.8 - .
2011 NFPA Section 6.2.1.1.1 , .
K 511 | NFPA 101 Utifles - Gas and Electric Ksn| g 511 . bl'—!-ln
88D
Utilties - Gas and Electric This requirement will be met as
Equipmant using pas or relatad gas piping évidenced bYo
* compiles with NFPA 64, National Fuel Gas Cods, A GFCI outlet was mstalled n
l :llg?ml wiring n.a;dE equipment complles with ;:oom 201. '
A 70, National Electric Code, Exieting ‘ e
' Ingtaligtions can continue In service provided no QA: Maintenance to check all room
i hazard to e, initially to ensure proper outlets in
5 18.5.1.1,19.5.1.1,8.1.1,8.1.2 bathrooms and then do monthly
tandom checks and report to Quality
i Assurance Performance Impmvement
' ' mectlng
This STANDARD s not met as evidenced by. ——
Basad on observation and staff Interview, the T !
faliity falled to malntain electrical equipment In |
accordance with the 2012 NFPA 101, Life Safety |
Code and the 2011 NFPA 70, National Electrical :
! Code, The findings were: I
; e
 Observation on 04/06/2017 at 8:20 AM In the i
bathroom in room 201 revealed that the oubiet i
was not of the GFCI typs. In bathrooms !
receptacles ehall have GFCI pratection to prevent
a potantial shock hezard to residents and staff.
Interview with the Faclity Maintenance Manager
 at the time of obeervation Indicated an awaraness
of the requirement.
REF: 2012 NFPA 101 Section 9.1.2
i 2011 NFPA 70 Section 210-8(a)(1) ,
K 918 : NFPA 101 Electrical Systeme - Essential Elsctric K918
85D | Syste
| Electrical Systems - Essential Electrio System
i ‘]
FORM CMS5-2587(02-08) Previous arsians Ghaciets Evant (0 S08H21 Factiy (D: WYooa2 It oontinuation shest Page & of 7
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FORM APPROVED
STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPPLIERICLIA {X3) MULTIPLE CONSTRUCTION (X%} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 = MAIN BUILDING 01 COMPLETED
. 535019 B. WING . 04/08/2017
NAME OF PROVIDER OR SUFPLIER ETREET ADDREBS, GITY, SYATE, 2IP CODE
) 388 SOUTH US HWY 20
BONNIE BLUEJACKET MEMORIAL NURSING HOME BASIN, WY 82410
X4 D SUMMARY STATEMENT OF DERICIENGIES - " PROVIDER'S FLAN OF CORREGTION l o
ECEDED : CORRECTIVE ACTION 8HOULD BE
Fﬁfgu ééﬁﬁﬁﬂﬂﬁﬁﬁﬁiﬁgﬁﬁéﬁiﬂkaaandﬂﬁﬁéﬁ Pﬁigx c“McH TogquFFnomumt . oA
. C [N
K918 | Continued From page 6 K o186 K 916
Alarm Annunclator ) , . .
Aremote annunciator thet is storage battery TI‘:_.ls requirement will be met as
pownmmIspnmﬂ1:dﬁ>openNncnﬂdi;;iﬂzhhN evidenced by:
gensrating room in a location readily
operating pereonne!. The annunciator is the Bulbs have been ordered .for
hard-wired to indicate alarm conditions of the emergency generator annunciator
emergency power source, A centrallzed computer panel located by the main dining room
+ system (e.g., bullding Information system) Is not and will be installed once they arrive.
to be substituted for the alarm annunciator, ;
8.4.1.1.17, 8.4.1.1.17.6 (NFPA 98) { . .
: This STANDARD is not met 83 evidenced by: QA: Maintenance will do random
i faclwﬁty on observu'tionmantll m lntarvlewl fow, t:we monthly checks to ensure bulbs are all
i falled to maintain @ systems in in working ;
accordance with the 2012 NFPA 99, Health Care 1 wo I?:gfer and report to Quality
Facilites Code. The findings were: Assurance Performance Improvement
, meeting,
Obsarvation on 04/05/2017 at 8:47 AM at the - —
emergency generator annunciator panel loceted |
adjatent to the main dining room, revealed that
sevaral bulbs falled to illuminate when tested.
Failure to provide maintanance to essential
electrical power components as required
Incraages the risk of death or injury due to fire.
Interview with the Faaiitty Maintenance Msnager
al the time of observation Indicated they were
aware of the requirement.
i REF: 2012 NFPA 66 Section 6.4.1.1.17.4 (4)
i
I w
]' ]
|
|
;
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