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F 241 483.15(2) DIGNITY Foq4qi  [24L
sg=g \ Dignity
The facllity must promote care for reeldents in a facility i i i
. ) e to moting care
manner and in an ahvironment that maintalns or };’}e,ﬁiﬁﬂn’{;?: Emm’meﬂinf '11‘: an s
enhances each resident's dignity and respect In

; : ) environment that maintaing ot enhances each
full recognition of his or her individualty, resident’s dignity and respect n ful

‘ recognition of his or her indlviduality.
This REQUIREMENT Is not met es evidenced

by 1A, Activity assessments for residents

' . (W11, 433, #60, #1,#4, #7, #10, #15, #20, #28,
Based on observation, rmedical record review, #30, #41, #48, #61, #68, #72, and #77) and a}
and staff Interview, the faciilty falled to provide other residents that reside in the secure unit
cars to residents in a manner which anhanced were reviewed with the nursing staff during an
thelr dignity for three of 18 sample resldents (#11, | in-service on 8/7/06, Music is provided per
£33, #60) and 14 non-sample residents (1, #4, | resident’s actlvity assessment and preferences
#7, #10, #15, %20, #28, #30, g4, #48, #61, 968, | such as country western, plano music, hymns
#72.' #77, and two unidentfied residents). The and other soothing music. “Top 20" music is
findings were: ' - notplayed for the residents In the secure unit,
1, Olbse;lrvation oh 7/24/06 from & PM until 8:38 = .
PM In the secure locked unit revealad two ‘ in-service for hursing staff was
certified nurse aldes (CNA #2 and an unldentified :;E;vidcd ?;? g%fggv ;:;afr{c)iix:g‘ ca;:mgity. "
CNA) wera in the dining room with the following Resident music preferences and
;%g}d;gtas.ﬁ“s,:;g ' fgg : 371 1,44, #ga‘ w81, #: 5 appropriateness was reviewed with the Life

eune | oS, 820, #7, #1, and #80, While Enhancement Coordinator and discussed with

the residents were eating, the radio was on. The the nursing staff during the in-service on
radio was playing “Top 20" musis (hip hop, rap, 8/7/06 o
efc.). Review of the activity assessments for all of o ,
the reeldents revealed none of the residents were Completion date: 3706
assessed as liking musle from this decade {"Top : been
20" type musio). The 7/6/08 activity assssement o ope é‘\aﬁl‘;;'glgfn‘i‘:lf:ﬂ?gmﬂzfmf:
showed resident #10 liked country and wastern the nurslng staff resident music preferences
music, The 3/2B/08 activity assessment revealed 1o byt nge i pegeral. This
resisant #33 llked hymns. During an Interview on chxf:;i:{:tionwfmunica;tlon 00l was
7/26/06 at 1:35 PM, the e enhancement | reviewed with the nursing staff during the in-
coordinstor stated the residents enjoyed piano i 8/7/06
music, Johnny Cash music, and other scothing | service on 8
muslc. When asked if tha residents would enjoy Completion date: 8/13/06
"Top 20" type of musle, sha replied “...ah
absolutely not".

LABORATGRY DIRBOTOR'S OR PROVIDER/SUPPLIER REPREGENTATIVE'S 3|GNATURE TIVLE (X9) DATR

Any deficiency statament ending with an astarfak (") denotes & defiolancy whish the instiiution may bs sxcuge
other safeguands provide sufficient pretostion to tha patients. (See instructions.) Except for nursing homes, the findings stated above ate disclasabla 90 dnya
following the date of survay whather or net & plan of osrrection is provided. For nureing homes, tha above findings and plans of eotreolion are disslosable 14

days followinj the-date these documents are mada available Lo the facility. If qeficlencles are cited, an approvad plan of eetrection 18 raquisite to continyad
program paricipation. : o

d from cofrecling providing it is determined that

e
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SSfD

| should elean it or replace it,

Continued From page 1

2. Observatlon on 7/25/06 at 7:20 AM revaaled
CNAz #4 and #5 got resdent #80 up for the day,
When CNA #4 put the resldent's shoss on, the
CNA commented on the "sticky” shos,
Observatlon at that timae showed the bettem of
the realdent's left shoe had a large acoumulation
of & stieky substance, Nelther CNA attempted to
clean the resident's shoe, Observation on 7/28/06
at 2:45 PM showed the ahoe was In the same
condltion. During an interview on 7/26/06 at 3 PM,
the director of nursing (DON) stated If a GNA
notiead a shoe of clothing was solled, the CNA

3. Observation on 7/24/08 at 8:15 PM showed
CNA #9 stood untll 6:21 PM (alx minutes) while
asslsling resident #72 with the avening meal, The
CNA then left and returned at 5:22 PM. At that
time the CNA asslsted resident #72 and 2 cther
unidentifled rasidents, one seateg at another
table. The CNA walksd around and between
tables as she asslsted the residents untll §:32 PM
(10 minutes), During the observation period, the
CNA stood for a total of 18 minutas as she fed
each resident a faw bites at a tima,

483.15(h)(2) HOUSEKEEPING/MAINTENANCE

The facliity must provide housekeeping and
maintenance eervices nocessary to maintain a
sanitary, orderly, and comfortabie interior,

This REQUIREMENT |3 hot mai as evidenced
by

Based on obsarvation and staff Interview, the
facllity failed to maintain & clean and orderly

F 241

1C. The Life Enhancement Coordinator
will monltor compliance with resident
preferences during periodic random
supervision of activities that are provided by
the nursing staff,

letlon date: 8/t

ID, Any concerns will be reported to the
Quality Assurance Comnmittee for review and
recommendations for the next 90 days or until
compliance is maintained for a period of 90
days. )
Ft’(/

3‘ A Nursing

level position,
letlon datg; 8/7, ngf
B, Nursing staff received tralning on
" ‘dignity issues regarding standing while
assisting residents during meals during the

nursing In-service on 8/7/06,
letion dage: 8,

3 /C All Certifled Nursing Asslstants will
continue to receive training regarding digaity
during meal assistance during orientation and
anztually during competency evaluation.

C et /f

F 283

,{C. The Staff Development Coordinator
will monitor compliance during daily rounds,
| letion date:

2 2D, Any concems will be reported to the
" ‘Quality Assurance Committee for review and
a recommendation for the next 90 days or
until compliance is maintained for a period of

90 days,
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{x4) ID SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S FLAN OF CORRECTION )
PREFIX {EACH DEFICIENSY MUST g PRECEEDED AY FuLL PR EACH CORREOTIVE g ‘-
TAG RRGULATORY OR LSC IDENTIFYING INPORMATION] TEE“ ca‘oas-nngggwcﬁo 'rAg 1%'1?5“ AP'.ILOR%LJ'ER?A!T!. oMo
DEFICIENCY)
F 253 | Continued From page ZpA.  Residents' personal articles will
¢ fom page 2 F 253 ngntinue to be mondtored for cleanliness each
interior In two bathing rooms and in the secure shift by the nursing staff and changed or
unit dining room, The findings were: cleaned when solled, W%#W
Sompletion date: 8/706 Yorit ,
1, Obsarvation on 7/24/08 at 8:06 PM and Ueened, o 7t
T/26/06 at 8 AM and 8:45 AM I the secure unit /iB. Nursing staff received training
revesled the following concerns: mmmmmmmMMMWMWSWMM<
a. The dinlng room wallg contained numerous of persona! articles during the nursing in- j st
splatters and drips of dried liquld. Specifically, the service on 8/7/06, Jd}v‘/ wﬁ: 1A
splatters wera located to the ieft of the pantry Compleston date: 8/7/06 W
door, to the laft of the activity closet, on the wall l/“b Wigl
behind the horseshos-shaped table. ang on the Q_,dc. Nursing steff will continue to receive 151 )
rear wall underneath the table, tralning regarding dignity issues related to =~ (/% g S5|A
b. The rear dining room wall had a large blasl cleanliness of personal atlicles during initial @ ( ggg
$mudge approximatsly 12 inches by 6 inches orientation and during annual competency
underneath the dry erasa board, avaluations.
¢, The window sills for both dining room Completion: 8/7,06
wmdowsconMMedanaccmnuhﬁonofmnand '
debris, C.  Director of Nursing and Staff
Observation on 7/26/06 at 10 AM with the Development Coordinator sl mon =
hou;ekeepfng supervisor ravesled the above compliance of cleanliness of personal articles
findings were the same, The housekesping (uring daily rounds,
Supervisor stated the windows should be cleansd G ; 8
once a week, and staff should ¢laan the walls
when they notice drips, a’HéD. Any concerns will be reported to the
Quality Assurance Committee for review and
2. Observation on 7/26/08 at 12:18 PM and 1PM a recommendation for the next 90 days or
ravealed the bathing rooms in the long hallway untjl compliance iy malntained for a period of
("Beach” room) and in the secure unit eontained 90 days.
ceiling vants which had a large accumulation of GCompletion dove; 8
dust, During an interview on 7/26/06 at 10.AM, N
the housekeeping supervisor stated the vents F233 Housekeepity/Maintenance
?wHdemﬂwhumMmm? y TM&wwhmmmMmmwm
apartment, However, on 7/26/08 at 1:12 PM, the housekeeping and mai :
h ping an maintenance services
maintenance director atated he waa not aware he ficceasaty (o maintaln a sanitary, orderly, and
was supposed to elsan the vants, comfortable Iterior 1ry, orderly, an
3, Observatlon on 7/26/08 at 12:15 PM in the long
hall bathing room ("Beach" room) revesled thres -
FORM CM§-2667 (02-88) Pravious Veralons Obaglete " EventlD: 01K31 Facility ID: w0035 If sontinuation sheat Page 3 of 22
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COMPLETION
DATR

F 253

Continued From page 3

tiles were missing from the front of the dividing
wall next to the shower, |n eddition, the top of the
dividing wall was missing callk between the Hias
for approximately five feet, Durlng an intarview on
7/26/08 at 9:10 AM, the malntensnee diractor
slated the caulk "shrank up" and disappeared. He
confirmed the tiles wers mlssing.

F 253
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la-c.  Housekeeping department removed
the splatters and drips {n the secure unit
dining room, The black smudge was also
removed. The windowsills in the dining
room were cleaned,
Completion date: 8/25/06

2a, The housekeeping department
cleaned the vents in the Beach bathing room
aad in the secure unit,

Compl dare: 8/2

3a. The tile and grout in the beach
bathing room was repaired and replaced by
the malritenance director,
Completion date: 9/1/06

1-3b,  aninspection of the facility was
completed by the maintenance director and
honsekeeping supervisor. All areag with
drips or apill or smudges were cleaned, All
vents throughout the facility were cleaned,

legm:fgwim
[-2c.  The housekeeping supervisor

completed an {n-service regarding the
cleaning schedules, All walls and
windowsllls will be cleaned weekly and ag
necded for drips or spills and accumulation of
dust or dirt, The housekeeping department
will clean all vents monthly.

Completion date: 9/1/06 |
3¢, The maintenance director will be
responsible for completing all tile/grout

repairs as needed and on a quarterly basis.
Coinpletion date: 9/1/06

1-3c.  The housekeeping supervisor will
monitor for compliance with the cleaning
schedule, and the administrator and
maintenance director will monitor for

compliance with the-qhartesly repair
schedule_.
1"3d|

Concerns Will be reported to the
Quality Assurance Committee for review and
recommendations for 90 days or until
compliance {s maintained for a period of 90
days,

I
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| DEFICIENCY) -
F 272 | 483,20, 483,20(b) COMPREHENSIVE Far2) o enaive Assessments
88=D | ASSESSMENTS P ‘

The facllity must conduct Initially and eriodically
a comprehensive, accurate, standardg:ed ;
reproducible assessment of egch resident's
funetional capacity.

A facllity must make a comprehensiva
éssesament of a regident's heeds, using the RA|
specifiad by the State, The assessment must
Include at least tha following!

Ientification and demagraphic information;
Customary routine:

Cognitive patterns:

Communication;

Vislon;

Mood and behavior patterns;

Psychosocial well-belng:

Physical functioning and strustyra) problams:
Continence;

Disease diagnosis and health condltions;

Dental and nutritlonal status,

Skin conditions;

Activity pursuit

Medications;

Special treatments and proceduras;

Dlscharge potential, - . ‘
Documentation of summary infarmation regarding
the additional assessment performed through the
regldent assassment protocols: and
Documentation of partleipation in assessment,

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and
medical record review the facility falled to ansure
three (#46, #80, #78) of 18 sample residenta
recsived comprehenslve assessmanta, The

The facility is committed 1o conduecting injtlal
and periodic comprehensive, accurate,
standardized reproducible assessment of each
resident's functional capacity.

The facllity is committed 1o making a
comprehensive assessment of a resident's
needs, using the RAI speclfied by the State,
The assessment includes at Jeast the
following:

Identification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Vigion;

Mood and behavior patterns;

Psychosocial well-being;

Physical functioning and structural problems;
Continence;

Disease diagnosis and health conditions:
Dental and rutritlonal status;

Skin conditions;

Activity pursuir;

Medications:

Special treatments and procedures;

Discharge potential;

Documentation of summary information
regarding the additional agsessment performed
through the resident assessment protocols: and
Documentation of participation in assessment,

1A, The Restorative Nurse reviewed the
RAP module for resident number 45 on 8/8/06
and updated the assessment information to
include all comprehensive factors contributing
to the resident's ADL functional status,
d‘ .
|
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F 272 | Continued From pags 6 Fa72  2A. A comptehensive Paychotropic RAP
- . l Assessment has been completed by the Socjal
findings were: Service Director for resident number 60 on
8/3/06,

1. Ravlew of the 8/6/06 annual Minimum Data Set Completfon date: §/3/04
(MDS) assessment showed rasldent #45
triggered for a comprehensive assessment In the 3A. The catheter justification worksheet
areq of activities of daily living (ADLS). According and comprehensive RAP module for Utinary
to Baction V of that MDS, the Information was Continence was updated on 8/3/06 for resident
located in the Resldent Assessment Protocal number 78 to include the diagnoses
(RAP) module, However, review of that RAP neurogenic bladder,
module showed the only informatlon was the Completion date; 8/3/06
resident's dlagnoses, medisations, and “short
term memory lose with periodic confusion (9ee
care plans).” Interview with reglstered nurse (RN) 1-3B,  The MDS Coordinator, Soctal
#5, who completed the ADL assessment, Service Director, and Restorative Nurse
confirmed a comprehensive agsessment was completed an audit for completion of
lacking,

comprehensive Rap assessments on 8/13/06,
The Restorative Nurse completed an audit of
diagnoses listed on all residents’ Urinary
Cutheter Worksheets,
All Rap assessments/Urinary Catheter

- Worksheets are comprehensive and complete
for all resldents.

let] . 8/13

2, Review of the 4/14/06 annual MDS
assessment for regident #80 showed
psychotropic medications triggeres (indicating
futher agsessment), However, review of tha RAP
modules revealed a RAP module for psychotropic
madlcations was lacking. On 7/26/06 at 12:30
PM, the MDS coordinator statad she could ot
find the psychotropic medication agssessment, 1-3C.  The MDS Coordinator will perform

periodic audits for completion of
comprehensive Rap assessments using an
MDS Scheduling tool. The Director of
Nursing will complete periodic audits of
dingnoses ilsted on Urinary Catheter

3, Obaervation of resident #78 on 7/25/08 at 7:47
AM revealed the resident used a urinary catheter,
Review of the rasident's medical record revealed
a face sheet (no date) which documentad the
resident entered tha facility on 3/8/08 with

\ Worksheets to ensure compliance.,
diagnoses which included quadriplegia. Further @W:_ﬁmp
review revealed a catheter |ustification workshest " ) '
dated 4/14/06 and documented the reasen for (123?{1){: A‘;ﬁ:tcémmli be reported to the
conlinued use as "quadriplegia spinal stenosls.” reco ¥ endatl 0 p °9 5 dt ee for review and
Review of the RAP module dated 3/10/08 comnll;:nce ml:‘ni 01 " ays or until
revealed the reaident usad the catheter dus to a dayap intained fox a period of 90
diagnosls of "quadriplegia”, Interview and record '
Complen
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F 272 | Continued From page 6 Farz
review with the restorative nurse on 7/26/08 st
8:26 PM revealed the nurse was unable to find e
comprehensive assessment that identifled the
reason for the urlnary catheter other than
quadriplagia.
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A reglsterad nurse must conduct o coordinate
ench saseesment with the appropriate
participation of health prefassionals,

A reglstered nurse must sign and centify that the
assessmant ls completed. :

Each Individual who completes a parion of the
asseasment must sign and certify the eccuracy of-
that portlon of the assessmant.

Under Medicare and Medicald, an individual who
willfully and knowingly certifies & materlal and
false statement in a resident agsessment s
subject to a ¢ivil maney penalty of not mora than
$1,000 for each assessment; or an Indlvidual who
willfully and knowingly causes another indlividual
to certlfy a material and falee statement in g
resident asgessmant is subject to-a civil money

penalty of not more than $8,000 for each
aasassment,

Clinlcal disagreemsnt does not constitute
material and false statement.

This REQUIREMENT I3 not met as evidenced
by:

Based on observation, medical record review,
and staff interview, tha facllity failed o ensure
four (#2, #23, #44, #78) of 18 sampla regidents
had accurately coded Minimum Date Set (MDS)
aszessments. The findings wera:

1. Observation of resident #2 on 7/25/08 at 0:47

{54 10 SUMMARY STATEMENT OF DEFICIENCIES P PROVIDRR'S FLAN OF CORR
PREFIX &EA(‘-H REFICIANCY MUST BE PRECEEDRD BY FULL PREFIX (BACH CORRECTIVE ACTION SESLB)NEE GOM!’@TION
TAG HOULATORY OR L3C IDENTIRYING INFORMATION) TAG CRO3JS-REFERENCED TO THE APPROPRIATA DATE
PEFIGIENCY)
F 278 | 483.20(g) - () RESIDENT ASSESSMENT Fars| F278
85=B Resident Assessment
The assessment must accurately refiect the .
resident's status, ' The facility is committed to completing

accurate assessments that reflect the resident’s
status.

A registered nurse conducts or coordinates
each assessment with the appropriate
participation of health professlonals.

A reglstered nurse signg and certifies that the
assessiment |s completed,

Each individual who completes a portion of
the agsessment signs arid tértifice the accuracy
of (hat portion of the assessment,

'13A.  The MDS Coordinator reviewed each
MDS assessment for resident number 2,
23,and 78 that were noted to have a coding
error. The MDS Coordinator documented in
each resident’s interdisciplinary notes
referencing each assessment that had coding
ervors and documenting the resident’s currsnt
functional status, -

= 8/13/06

4A. The MDS Coordinator reviewed the
MDS aggessment coding error for resident
number 44 and completed a note in resident
number 44's interdisciplinary notes referring
to the coding error and documenting that the

resident does not cu use a chair
prevents rising,
Com :

1-4B, The MDS Coordinator and
Restorarive Nurse will continue to review
functional status prior to completion of

ald resident’s MDS assessments to ensure
accuracy of coding of the MDS,
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COMPLETED
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WESTVIEW HEALTH CARE CANTER

STREET ADDRESS, OTY, STATE, ZIP CODE
1600 WEST LOUCKS BTREET
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PREFIX
Tao

X0

SUMMARY 8TATEMENT OF DEFICIENCIER
{EACH DEFICIENGY MUST BE PRESREDED BY FULL
RBGULATORY OR L3C IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'® PLAN O CORRECTION (X8}
{EACHM CORRECTIVE AGTION SHOULD BE COMPLETION
CROSS-REFERERNCED TO THR APPROPRIATE GaTE
PEFICIENGY)

F 278

Continued From page 8

AM revealed s/he required the essistanca of two
staff members for dressing and transfer, The
observation ravealed the rasident had no
voluntary movement of his/mer fight side. Medloal
racord review revealed the face sheet, undated,
documented the rasident was admitted on .
8/27108 after a cerebral vahous accldsht affacting
ona slde. Review of a physical therapy (deted
3/27/08) and an occupational therapy (dated
3/28/08) evaluation revealed the resident had
right sided waakness and had no strangth ar
range of motion (ROM) to tha right side, Review
of the most recent quarterly MDS assesment
dated 6/22/06 docurmented the residant had fuil
ROM and voluntary movement to both sides,
Interview with the MDS coordinater on 7/26/06 at
8:40 AM revealed the quartarly MDS asseasmeant
was Inaccurately coded.

2. Observation of resident #22 on 7/25/08 at 9:02
AM revealed the resldent was dependent for
transfers and ectivity of daily living (ADL) care.
Review of tha resident's madical racory revaaled
the most recent MDS asaessment was a
significant changs asesessment deted 5/22/06,
Further review showed the realdent was coded as
having no Impalrment in ROM or voluntary -
movement. interview with the restorative nurse on
7126108 at 2:20 PM ravaalad tha razident was
unable to it his/her legs and the coding in the
MDS assessment was not accurate,

3. Observation of resident #78 on 7/28/06 at 7:47
AM fevealad the resident was totally dependent
on staff for transfer and ADL care, Review of the
undeted face sheat revealad the resident was
admitted on 3/6/06 with diagnases which included
quadriplegie. Review of the rasident's admisslon

F 278

————— ]

1-4C,  The Restorative Nurse and Director
of Nursing will complete periodic audits of
MDS assessments to ensure accuracy. of
¢oding. .
Completion date; 813106
1-4D,  Concerns thal are identified will be
reported to the Quality Assurance Committee
for review and recommendations for the next
90 days or until compliance maintained for a
period of 90 days.

Completion date: 8/13/06
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Resident Assassment Instrument (RA showsd
the resldent was coded as having full ROM and
voluntary movement. Review of the most recent
quarterly assessiment dated 8/2/03, revaaled the
resident was coded es having limitetion on one
slde to having limitation on both sides for ROM
and partial to full ioss of voluntary movement,
Interview with the MDS coordinater on 7/26/08 at
8:40 AM revesled the admlasion RAI was
inaccurately coded,

4, According to tha 7/17/06 quarterly MDS
assessment, resident #44 was restrained by a
chalr which prevented rising. Observation on
7/25/06 at 1:30 PM showad certified nurge tides
(CNAS) #1 and #3 |ted the residsnt, who did not
stand or bear weight, during a transfer from the
wheelchalr 1o @ raclinar, CNA #1 elevatad the
resident's fest after the transfer. During &n
Interview on 7/28/06 at'2;05 PM, the resident
stated 8/he was unable to stand or get out of the
recliner Independently, Interview with the MDS
coordinator on 7/26/06 al 12:686 PM confirmed
documenting the chalr aa a restraint was a coding
error.

‘ RORM APPROV
. CENTER RVICES OMB NO. aaa-anD
STATEMENT OF DEFICIENCIES X1 PRQVIDERISUPPUERICLM 2 MULTI‘F’L ]
AND PLAN OF CORRECTION ) {DENTIFICATION NUMBER: o2 & CONsTRUCTION ) ggaﬁf&g’%\gy
A, BUILDING '
B WING _
538039 07/27/2006
NAME OF PROVIDER OR SUPPLIER BTREGT ADDRESS, QITY, STATE, ZIP CODE
WESTVIEW HEALTH CARE CENTER 1690 WRET LOUCKe BTREET
R SHERIDAN, WY '82801
X4y 1D BUMMARY STATEMENT OF DEFICIANCINE D PROVIDER'E PLAN OF CORRECTION
F-!'REFH (EACH OEFICIENOY MUBT £E PRECEROED BY FULL RPREFIX {EACH CORRBGTIVE ACTION SHOULD BE GOMQ(L?TPON
tas REGULATORY OR LSC [DENTIFYING INFOHMA'NON) TAG CROBS-REFEBRENCED TO THE APPROPRIATE OATE
DEPIC[ENOY’
F 278 Continued From page © 278
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NAME QF PROVIDER OR SUPPLIER STREET ADDREAS, CITY, STATYE, 2P COBE
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P BUMMARY STATEMENT OF DEFICIENGIES -
PREFIX (EACH DEPFICIENCY MUST BE PRECEEDED BY MULL PRIF?FIX (E:ORHO gggggc:]fcgfgncgvﬁﬁgaa%e COMﬁﬁI’TIDN
TAQ REGULATQRY OR Lag IDENTIFYING iNFORMAT]ON) TAG GRDSB-REFERENCED TO THE APPROPRIATE DATA
OEFICIANGY)
F 280 483.20(d)(3), 483.10(k)(2) COMPREMENSIVE Fegop F280
88=D | CARE PLANS Care Plans

The resident has the right, unless adjudged
incompetant or otharwlige found to be
Incapacitated under the laws of (he State, to
participate in planning care and traatment or
changes in care and treatmant.

A comprehensive care plan must be developed
Within 7 days after the completion of tha
tomprehenslve assessment; prapared by an
Interdinciplinary team, that Includes tha attending
physician, a reglstered nurse with regponsibility
for the resident, and other appropriate gtaff in
disciplines se determined by the residents needs,
and, to the extent practicable, the participation of
the tesident, the resident's family or the rasident's
legal representative: and petiodically reviawed
and ravised by @ team of qualified persons after
each agsessment,

This REQUIREMENT s notmet as-evidenced—
by :
Based on ohservatlon, staff Interview, resident
Interview, and madical record raview, the facility
falled to sssure care plane for three (#31, #44,
#60) of 13 sample resldents wera updated to
reflact the current status of each resident, The
findings were:

1. Qbsarvation on 7/24/06 at 8;25 PM ravealed
resldent #31 ate independently, Further
observations on 7/25/08 at 7:15 AM and 8:02 AM
showed the resident got out of bad and up from
chalrs without assistance. In addition, the resident
ambulated Independently with & frant whealed
walker. Intarview with the resldent on 7/25/08 at
9:10 AM revealed s/he dresged independantly,

The facility is committed to ensuring that the
restdent hag the right, unless adjudged
Incompetent or other wise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment,

A comprehensive care plan ) developed
within 7 days afier the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the
attending physician, a registered nurse with
responsibility for the resident, and other
appropriate staff in disciplines as determined
by the resident’s nseds, and, to the extent
practicable, the participation of the resident,
the resident’s family or the resident’s legal
representative; and periodically reviewed and
revised by a team of qualified persons after
each assegsment.

[-3A.  The interdisciplinary team reviewed
andl updated the care plans for resident
number 31, 44, and 60 to reflect the resident’s

improvement in l‘gnc&ionalﬁ tatus,
QMMQLLM@}

1-3B.  All resident care plans have been
reviewed by the interdisciplinary team to
ensure that the care plan reflects all resident’s
current status.

0 date; 8/13

1-3C.,  The MDS Coordinator wil] compiete
periodic audits of resident care plans to ensure
cars plans reflect all resident’s current status,

Completion date; 8/1306

FORM CM§:2667(02:99) Praviout Veralons Qugolele Evanl |0; 018K14

¢hod o PELE oM

J9YU9N 31RIY)|RaY ABIA]SA

Faclllty Ix  W¥0088
7@?)

Wd0L:E 9000 ‘vl dny

If sonlinugtion shesl Page 11 of 22



_DEPARTMENT OF HEALTH AND HUM

! BERVICES

LIV AR VR fo 10

PRINTED: 08/04/2008

. € FOR MEDICARE & MERICA SERVICES FORg..APZSO\éED
§TATEMENT OF DERIGIENCIES X1) PROVIERR/SUPFLIER/OLIA
AND PLAN OF CORRECTION "y IDENTIF,ICATION NUMBElg.'. X3 MuLTipLe CONSTRUCTION m]ggﬁfg@?y
A, BUILDING '
_ B, WING
836039 D7/27/2008
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However, review of the care plan showed the
resident required extenslva assistanse with bed
mobility, transfars, locomotion, dressing, and
eating, Interview with the diractor of nureing on
7/26/06 at 8:30 AM verified the care plan had not

bsen updated to reflect the resident's current
status,

2, According to the care plan, resident #44 ate in
the limitad assistance dining room and reduired o
built-up speen and blue Dycsm {pimca of thin
rubber 1o keep ltlems from slipphg) under his/her
plate, Observations on 7/24/08 at 8:10 PM and
7/28/06 ut 8:15 AM showed the resident ate
independantly in the main dining room. The
regident used regular silvarware and had no
asslative devices, On 7/26/08 af 9:40 AM,
registered nurse (RN) #8 stated the care plan had
not been updated to refisct the residant's current
stajus,

3, Review of the care plan dated 4/18/08 showed
resident #60 utilized a seat belt In the whaalchair,
However, observation of the resldent on 7/24/08
at 8 PM and again on 7/25/06 from 7:01 AM unt))
9:36 AM revealed the resident did not have = seat
bett in the wheeichalr, Review of physician ordars
showed on 7/10/06 thera was an order to
discontinue the seet belt. During an interview on
7/25/08 at 2:10 PM, the Minimum Data Set (MDS)
coordinator stated the care plan was reviewed by
the team in early July. The MDS coordinator
gtated whan the seat belt was discontinusd on
7/10/08, staff should have updated the care plan.

days.

Quality Assurance Committee for review and
recommendations for 90 daya or until
compliance is maintained for a period of 90

SHERIDAN, WY 82801
(R4) 1D SUMMARY $TATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTICN
PARBRIX EACH DEFIGIENGY MUST BE PRECEEDED BY FULL PREF|X {EACH CORREQTIVE ACTION SHOULD BE C.OM‘Fﬁi)TloH )
TAG EGULATORY OR LAG IDENTIFYING lNFORMATION) TAG CROBS-REFEARNCED TO THR APPRORRATE pa'Te
DEFIQIENCY)
F 280 | Continued From paga 41 F280| 1-3D, Concems will be reported to the
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836038 0712712008
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X4 I BUMMARY STATEMENT OF DEFICIENCIES o] PROVIDBR'E PLAN OF GCORRECTION
EACH DEFIGIENCY MUST BE PRECEED x5)
PTAS" | REGULATORY DR L0 BEREPARCER FORMATION £~ CRDLORETRRECTVEAC TREAREARDBE | comrLeTion
‘ PEFICIENGY)
281 | 483.20(k)(3)()) COMPREHENSIVE CARE PLANS | . F281 281
SSwd Professional Standards
The services provided or arranged by the faclllty The facility e committed to providing or
must meet profesalonal standards of quality, arranging services that meet professional
standards of quality,
This REQUIREMENT s not met as evidenced 1A. The Senna order for restdent numbey
by S50 was clar@ﬂed 0n 7/25/06. The resident has
Based on observation, medical record review, boen receiving the correct dosage, The order
policy review, and staff Interview, the faollity falled was changed 1o reflect the dosage given to the
to follow professlonal standards for ane of 18 resident (8.6mg).
sample residents (#3) and one non-sample Completion dare: 7/25/06
resident (#50) related to transcription of physlolan ‘
orders and restricted fluid Intake. The findings U3, All Senna orders were reviewed for
were; every rasident to ensure accuracy of
transeription,
1, Observation on 7/26/06 at 7:20 AM showed Complesion date: 7/25/0¢
licensed practical nurae (LPN) #7 prepared and ,
administerad madications, including three tablets 2A.  Resident number 3 discharged to
of Senna (a laxative), each 8.8 milligrama (mg), to home on 7/25/06,
resldsnt #50, Reconclilation of the medication
pass with the physician'a recapifilation (Recap) of 2B. An audit was completed for residents
orders form showed the July 2008 orders ware for with orders for fluid restrictions. No current ' |
Senna 187 mg, three tablets dafly, Further raview residents have orders for fluid restrictions,
of the May ahd June 2008 Recaps also showed Completion date: 8/7/06
the order was for Senna 187 mp, threa tablets
daily, Each of the Recap of orders forms wag 1-2C.  Nurses received training regarding
signed by a reglatared nurse as correct befors the transcription of orders and fluid restriction
physlclan signed the order, and each order sheat policy during the nursing in-service held on
was noted and transcribed to the medication 8/7/06.
administration records (MARs), Review of the Completion date; 8/7/06
MARSs for April, May, June, and July 2006
revesled the orders ware for Senna 187 my, three 1-2C,  Director of Nursing will complete
tablets dally. When questioned on 7/28/06 at 8:50 periodic audits of medication orders and
AM, LPN #7 called the pharmaciat who reported compliance with flutd estrietion policy,
Senna came in 8,8 mg, not 187 mg, The LPN Cos n daté:
confirmed the transcription error and stated, " -
wonder how we missed that!" Although the Racap .
of orders were signed &g correct, the transcription
error was hot caught for at laast four months.
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{X4) ID EUMMARY BTATEMENT &R DEFICIENCIES [} PROVIDER'E PLAN OF CORR
BREFTX (EACH DEFICIANCY MUST BE PRACMEDED BY FULL PREFIX (EACH CORRNGTIVE AngoNRaEgaﬁ:Naa COMPLETION
TAG REGULATORY OR L8 IDENTIFYING INFORMATION, TAG CROSS-REFERENCED TO THE APPROPRIATE bare
_ DEFICIENCY)
F 231 Contlnued From DEQB 13 F 281 1-2D. Concerns will be reported to the

According to the 2004 sixth edition of "Clinieal
Nuraing Skitle Basic to Advanced Skills," by
Smith, Duell, and Martin; "I a written order.. s
Questiohtable for any raason, the physiclan mugt
be notified for clarification,” '

2. Reviaw of the 6/26/08 hospital discharge
summary revealad resident #3 had hyponatremia
[decraased sodlum In the bload) and was treated
with a free water restriction. Reviaw of the.
5/28/06 admlssion orders showed the resident

was on & 1200 cuble centimetare (cc) per day
fuid resiriction, On B/18/08 the physictan

changed the order to 1000 ce/day (280 ce with
each meal, and a total of 250 c¢ between meais),
Review of the 7/21/08 |aberatory report showed
sodium was still decreassd at 135 (normsl range
Is 136-145).

Review of the facllity's pollgy "Restricted
Fluids" (undated) showad staff should "...record
the amount of fiulda consumed by the residant in
ce's...follow established intaka and cutput
procedurss,..” On 7/26/06 at 1:30 PM, registerad
nurse (RN} #10 stated staff shoutd document fluld
intaks on an | & O (Intake and output) sheet for
rasidents on fluid restrictlons, During an interview
on 7/26/08 at 1:36 PM, certified nurse alde (CNA)
#9 statad the resident was on & fluld restriction,
end staff were to document on an | & O form.

Reviaw of the Juna and July 2008 meal
intake record showaed flulde consumed was not
documented In oc's, Staff only documented the
percantage of flulds consumed. Raview of the
medical record (including medication
administration records and eartified nursing flow
sheets) revealed no documentation of fivids
consumad petween meals. The only
documentation on an | & O sheet In tha medical

Quality Assurance Committee for review and
recommendations for 90 days or umti
compliance is maintalned for a period of 90
daya.

Complerion date: 8/13/06
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(X4} 1 SUMMARY STATEMANT OF DEF|CIENCIES I PROVIDER'S PLAN OF CORRECTION %6)
EACH DEPIGIENCY MU PR DED BY
kR e e
I e b )
F 281 Continued From page 14 F 281 iaci?dems
record (which documented flulds consumed in g The facillty is committed to ensuring that the
24 hour pariad) was for 6/26/06 and 8/27/08. tesident environment remains as free of
During an Interview op 7/26/06 at 2:38 PM, the accident hazards as fs possible.
director of nursing (DON) stated staft shauld . ,
document on en | & O aheet if tha resident was IA. . The smoking assessment for resident
on restricted flulds, The DON stated there was no number 45' was reviewed by the Social
way to know how much fluld the resident Service Director and updated to reflect
consumed during the day If statf wers not resident’s current status on 7/27/06. Care plan
documenting inteke In co's. was updated on 7/27/06 to reflect the
Aceording to “Nursing interventions and following changes, Resident number 45 iy
Clinical Skills,” second editlon, copyright 2000, supervised by staff while smoking. Resident
the measuring and recording of intake and output number 43's cigarettes and lighter are kept at
I8 @ppropriate if a cllent has a fever, has edema, the nursing station,
Is recsiving IV or diuretic therapy, of is placed on @MMM
restricted flulds. The collaction of data indleates .
the spacific treatment alterations nasded. 1B, All smoking assessmente have been
reviewed by the Social Service Director and
care plan team on 7/27/06 to ensure safety of
F 323 483,25(h)(1) ACCIDENTS F328  regidents who smoke.
S8=E Cotnpletion date: 7/27/06
The facllity must ensura that the resident -
environment remains es free of mccident hazards | 1c, Smoking assessments wil] continue
as is possivle, to be completed by the Social Service Director
and care plan team on admission, quarterly,
and as needed for changes in cognition and
This REQUIREMENT Is not met as svidenced decline in physicat furiction.
by Completion datg: 7/27/06
Basad on ohservation, medical record revisw, . .
and staff Interview, the facllity falled to assurs the gl: , 'I';x;rSo?al S‘i’lrl‘_’ 1ce ?“'ec“” and |
environment was free of aceident hazards for four mcl;)r o oaing will conthrue to monitor
‘of 13 sample residents (11, #33, #45, #86). In aoptopriatensss of s moking moasures and
additlon, the facility failed to agsurs a safa appropr ‘_edﬂest’ °f3m° ng care plang to
environment whlla ficors wate moppsd in the Compto S o 3
secure unit. The findings wers: c_muw
1D, Concerns w tepotted to the
1. According to the 9/14/05 smoking essessmant, Quality Assurar_zce Committee for review and
resident #48 was assessed as not safe to smoke & recommendation for 90days or until
indapendently of keep his/her cinarsttes and °°mpllﬂ:;~?e 18 maintained for 90 days,
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F 323 | Continued From page 15 F323| 2A. - Safety assessments for wheel chaiy
- . seatbelts have beep completed by the
lighter. The faciiity do¢umented, Famﬂ}{ to interdiseiplinary team on 7/27/06 fot resident
supervise smoking. Raalder_\t with cognitive turaber 11,33, and 65. Seatbelrs for these
defects which would impair judgment, Would glve Tesidents have been adjusted for an
amoking supplies {o another regardiess of individualized snug fit at the upper thigh/hip
orientation or cognition. Resldent may become area on 7/27/06. Sent belts were fastened by
disorlented,” Another smoking agsessmeant, dated closures 10 maintajn individualized fir
11/22/08, documented the resident remainad letion date: 7/27 '
unsafe to amclake independently and th; supplies
were to remaln at the nurses’ station, Review of 2B, An audit was co
the &/1/08 care plan shawad the res|dents interdisciplnary team t?a :rllgll.lerteegatgt;he
cigarefies and [ighter wers to remaln at the assessments have been completed for gl
nurses' atetion. The following concems were residents with seatbelts. All Sentbelts were
Identified; assessed by the Restorative Nurse and
a, Reviasvlv of nursing notea; from 5/2/0d6 X Maintanence Director to ensure an
through 7/26/06 showed staff dooumented ths individualized snug fit at i
regident was confused and had multiple area, 8 the upper thighihip
hallucinations, Including one related to fire on lati te: 7,
7/11/08, On 7/18/06, staff documentad remo[vlng
the residenl's clgarettes "as It was reported s/ha) 2C.  The nursing staff recejved traf
! " , ! ning o
was smoking in reom," On 7/24/06 at 8 AM staff positioning and fit?)%‘ scatbelts on 8/7/06, 8on
documented the residant was "confused, unable le ter 8
to re-orient. Paranoid « thinks staff Ialpiotﬁng
ageinst [(im/her)." Further review of later 2C,  The futerdisciplinary team received
documentation on 7/24/08 showed "Clgs training regarding safegr assre};sment;eon v
[cigarettss] given to Ri [resident] per ¢/o 8/7/06.
[complaints) staff being againet [him/her), Completion date; 8/7/06
Informed Rt [s/he) coul? kle_ep cig% but cain't no}:}
smoke in bidg [building] - If [s/he] does, cigs w 2C.  The Director of Nursing and Staff
be J:laced cli? med [medication] roor, Rt. stated Development Coordinator witt rﬁouitor
ungerstanding," , ‘ seatbelt fit daily durin .
b. On 7/26/08 at 9:58 AM; interview with Completion daee 815
reglstared nurae (RN)#10 nevoatedhtho res_:ijder;t
had given smoking supplics ts ancther residen 2C.  The Social Service Direct
when tha Inltial amaking assessment was Director of Nursing will complet: ;:r‘;::dd'ic
completed on 9/14/08, The RN stated staff audits to ensure safety assessments are
Intermittantly gave the resident's cigarettes and complete for seatbelts,
lighter back ta him/er, and ahe confirmaed they )
were ramoved on 7/16/06 due to the residant '
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smoking in the reom. In sddition, the RN stated
she was not swate of the resident's current care
plan, Furthermors, the RN stated she retumed
the cigarettes and lighter to the residant on
7/24/08 without consulting with the
Interdisciplinary team, Finally, the RN stated the
resldent remained confused and stll| had
hallueinations.

¢, On 7/28/06 at 1:22 PM observation showed
the resident ambuiated with 8 front whesled
walker (FWW) to the smoking area, removead g
pack of cigarettes and a lighter from a bsg
altached ta the FWW, Iit & clgarette, and started
smoking, The resident was unaccompanied by
fammily, and steff were not at the nurses’ siation,

2. Observation on 7/24/06 of resldshts who had
seotbelts In their whaelchairs ravealed the
following concerne:

8, Observation on 7/24/06 at & PM and again
on 7/25/06 at 7:08 AM reveaied resident #11 was
in a wheelchair with a seatbsit on. The asatbelt
wag not anug et the hips, but rather was loogs
and hung at the level of the mid thighs, Review of
the 10/17/06 physleal restraint assessment
showed there was no posltiening evalustion or
gssesament for the safety of the eeat belt, Review
of the medical record revealed ne evidence 5
safely sssessment was parformed,

b. Observation on 7/24/08 5t 8 PM and again
on 7/26/08 at 7 AM revealed reaident #83 was In
a whesichair with a seat belt on. The seatbelt was
not anug at the hips, but rather was lcose, and
hung at the level of the mid thighs. Review of the
2/24/08 physical restraint assessment showed
positioning and safety of the seatbslt was not
addressed, Review of the medical record
revedled no safaty assessment was performed.

recommendations for 90 days or uniil
compliance has been maintained for 90days,

Completlon date: 8/13/06

3A.  The housekeeping department
received training regarding safety of residents,
staft, families during xaopping on 7/27/06.

Conpletion date: 7/27/06

3B, Yellow Caution Wet Floor signs are
placed in the area where the floor is being
mopped before the start of mopping process

and the Caution sign remains in place until the

floor is dry, All residents, staff and vigitors
that are in the area are cautioned also not to.

- walk in the wet floor area and assisted away
from the area ag needed.

Completion date: 7/27/06

3C. The House Keeping Supervisor will
monitoy compliance,

Completlon date: 8/13/06

3D, Coucemns will be reporied to the
Quality Assurance Committee for review and
4 recommendation for 90 days or uniii
compliance is maintained for a perlod of 90
days,

Completion date;

A

e
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A BULDING COMPLETED
NAME OF PROVIDER OR 8UPPL| = : Hiizri200
8UPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE :
WESTVIEW HEALTH CARE CENTER 1630 WRST LOLICKe STREET
SHERIDAN. WY 82601
(X4 10 SUMMARY STATEMENT OF DEFIGIENC|ES i \
PREFIX (EACH DEFICIENCY MUST BE PRECERDED By FULL PREF|X (Jgﬁggs&ﬁac:'l"ogS;T?c?NRgESElEDNBE SoMPLETION
TAG . REGULATORY OR L3C IDENTIFYING INFORMATION) - Tag CROSS-RENERENCED TO THE APPROPRIATE DTS
DEMCIENCY, .
‘ . 2D. Concerns will be reported to the
F 323 | Continued From page 16 F 323, Quality Assurance Committee for roview and
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838039 B WING
NAME OF PROVIDER OR SUPPLIER 07/27/2008

WEBTVIEW HEALTH CARE CENTER

STREET ADDREES, CITY, 8TATE, ZIP SODE
1690 WEST LOUCKA STREET

BHERIDAN, Wy #2601

(X&) ID SUMMARY STATEMENT OF DEFICIENCIES . 10 PROVIDER'S P OF CORR
PREFIX% {8ACH DEFIGIENGY MUST 38 FRECEEDED BY FYLL PREFIX {EAGH CORREGTIL\??AGTION Sﬁgail%NBE GOMﬁﬂE,TION
TAS REGULATORY OR LSC IDENTIFYING INFORMATION) TA® CROSS-RRRRRENCED TO THE APPROPRIATE DATE
DEFICIENCY)
£ 323 | Continued From page 17 F 323

¢, Observation on 7/24/06 at 8;35 PM.and on -
7/28/08 at 7:05 AM showed resident #86 was In a
wheelchalr with a seathelt on, The seatbalt was
loose, and hung at the level of the mid thighs,
Review of the 10/27/05 physical restraint
agsessment showed no positioning or safety
fssessmant was completed,

d. During an interviaw on 7/28/08 et 12:89
PM, the social sarvice director (who (s a member
of the restraint committee) atated thers was not
&N assassment for the safety of the saatbelts, On
7/26/08 2:35 PM, the direcior of nursing (DON)
also confirmed the lack of a safety assessmant,
The DON further steted the seat belts should be
fitted to the residents, and shauid not be joose.

3. Observation on 7/25/06 at 10:30 AM revealed
housekeaper #1 mopped the dining room foor in
the secure unit, The iifa enhancement coordinator
and 80me residents in whealshairs were still in
the dining room, No caution signs were placed
while the housekesper mopped the floor. The
antire floor was mopped from wall ta wall, When
the housakeeper was finlshing up, rasident #10
wallked In the dining room from the hallway, and
walked across the wat floor. Nelthar steff member
sald anything to the resident. On 7/26/06 at 10
AM, the housekesping supsrvisor stated staff
should only mop half of the dining room fiaor at a
time, to leave & dry area te walk o,
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638030 B. WING 07/27/2008
NAME OF PROVIDER OR §UPPLIER STREET ADDRASS. GITY, STATE, ZIP CODE
WESTVIEW HEALTH CARE CENTE T AVEST LOUCKS STREET
H R SHERIDAN, WY 82801
X3 1D OUMMARY STATEMENT OF DEFIGIENOIAS i PROVIDER'S PLAN OF CORRECTION %)
PREFIX (EACH DEFICIENCY MUST 8 PREGREDED BY FULL PREFIX EACH CORREQ™ ION
TAQ REGULATORY OR L9G IDENTIFYING INFORMATION) TAG ORObE R REOTIVE AC THE AR °°Mn£.{'$§ 1N
T | , OEFICIENGY) o
. F371 Sanitary Conditlons — Food P
F 371 | 483,35()(2) SANITARY CONDITIONS - FOOD FO71| Sorvice Y - rop &
88=£ | PREP & S8ERVICE '
The facility is committed to store prepare
The facility must store, prepare, distribute, and and serve food under sanitary cond '
garve food under sanlt'ary' conditions, |- "y condlions.

A, All kitchen appliances will ba
cleaned after each uge. The dietary staff will
clean all spiils at the time of the spill,

ghis REQUIREMENT la not et as evidenced B, The dletary stuff will be required to
Y: '

. _ _ follow the cleaning schedule. Ap In-gervice
Based on obsarvation, staff Interview, and raviaw regarding the cleaning schedule was held op

of the cleaning schedule, the facillty failed to 8/1/06.
ensure claaning of food preparation equipment .
and food spillage. The findings were: C.

‘ An inspection of all storage units and
| kitehen appliances will be conducted daily

Observation of the kitchen area during the initial - [using the sanitary checklist,
tour on 7/24/06 from 4:38 PM to 5:17 PM ‘ :
revealed the following concarns! C. The dietary manager will be

2. Observation of the "Univex® blender responsible for monitoring compliance,
revealed @ dried white foamy substance. interview
with cook #1 on 7/24/08 at 4:56 PM revealed she D. Concerns will be reported to the
was unable 0 remove the substance saslly and Quality Assurance Committee for review and
had to scrub It away. The cook stated she had not a recornmeidation for 90 days or unti]
uged the mixer that day and she deseribed the contpliance is matptaied-for 90 days,
substanca as “chessecake" from the previous Qeml_er!ea_ci‘ﬂm;@’i@@)
day. Interview with the registarad dietitian on ‘

7/25/08 a1 5:10 PM reveeled the blender should ‘ -

ba clsaned after every use and the staff used a /}, (cond. )ﬁ.mw adranrs 5

cleaning schedule, Raview of the facility cleaning .

schedule ravealad the biender should be cleaned i Uit flon olths W%
fter sach use, - . , i -

b, Observation of a dry storage room val e~ e ppalt B . cvel i
revealed mustard colokred apo%’a on th(;:\ il%or anf\l Jl,w?a/ _artntl ol L /
four packages of crackers epilled on the floor. A -.
sacopnd observatlon of the dry storage room on et 7/4s]0l 5 {M,u(? JQ"’“’” y H%@
7/25/08 at 7 AM revealed the dry storage area M ‘ Sl ol
was Lnchanged, (nterview with the registered % D, SN
dletitien on 7/25/08 &t 8:10 PM revealad spills in N
all areas should be clagned at the tima of the &
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F 871 | Continued From page 18

splll,

¢, Observation of the microwava revesiad
reddish colored food splatters on the Intarior
surfaces, A second observation on 7/26/08 at v
AM revezied the splatters remalned In the
microwave. Interview with cook #2 at that time
revealed she had used the misrowave to mait
margarine but did not know what food substanaa
caused the other splattera. Intsrview with the
registered dletitian on 7/25/08 at 8:10 PM
revealad the mlcrowave should be cleaned after
every use and the staff used a cleaning schadule.
Review of the facility cleaning schadule revealsd
the mictowave should be cleaned after sach use,

d. Observation of the walk-in refrigerator
revealed wiltad shredded lettuce spllled onto a
- | lower shelf holding & wrappad ham, and onto tha
floor. A sacond cbaervation on 7/26/06 at 7 AM
revealed the gpill remained unchanged. Interview
with the registared dietitian on 7/25/06 at 5:10 PM
revealed apills in all areas should be clsaned at
the time of the epill. Revisw of the facility cleaning
achedule revealed sweeplng and mopping of
floors was scheduled daily,

F 486
$§=F

483.70(h) OTHER ENVIRONMENTAL
CONDITIONS

The facliity must provide a safe, functional,
sanitary, end comfortable envitonment for
residants, staff and the public.

This REQUIREMENT Is not met as evidenced
by:

Based on observation and staff Interview, the
facility falled to ensura & safe and sanitary

Fa71

F 485
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AND FLAN OF GORRAGTION T GA o haoLIA | *# MULTIPLE CONSTRUCTION (X8 DATE SURVEY
A BUILDING PLETED
535039 B WiN 07/27/2008
NAME OF PROVIDER OR SUPPLIAR

WESTVIEW HEALTH GARE CENTER

STREET ADDRESE, CITY, 8TATE, ZiP CODE
1950 WEST LOUCKS §TREET

SHERIDAN, WY 62601

environment for residents and staff. Three of
throe showers lacked back flow prevention
devices to protect the water syatem. In addltien,
environmental concemns were identified in the

kitchen and In ehe staff bathreom. The findings
weara;

1. Observation on 7/25/08 at 12:15 PM of tha
bathing roam In the long hallway (the "Beach"
bething room) revealed it had & showar.
Obsarvation on 7/26/06 at 1 PM of the bathing
room in the secure locked unit revealad it had two
showers. The obaetvations revagled all three
showers contalned hoses with hand held shower
attachments. The hoses were jong anough {o
enable the shower heads to access the figor,
Nona of the showers had a back flow prevention
device, On 7/26/06 at §:10 AM, the maintenance
director confirmad the showaers did not have &
back flow pravention devics or vacuum breaker.

2, Observation on 7/26/06 at 8:30 AM In the staff
bathroom at the central nursing station revealsd
the rubber mopboerds at the base of the walls
were coming unglued and separating from the
walls on thres of the four walls. On 7/28/06 at
1:12 PM, the maintenanca diractor conflrfmed the
mopboards were coming unglued.

3. Observation of the kitchen area during the
Inltled tour on 7/24/08 at 4:35 PM revealed a table
top staarner was in use, The ocbservation also
revealed a steady drip of water from the steamer
onto the counter top and then onte the floer,
creating @ puddls on the floor, A aecond
observation on 7/26/06 at 10:64 AM ravealed the
ateamer wag in use and dripping onto the floor,

- The facility is committed to provide a safe,

{Xa) 1D SUMMARY BTATEMENT OF DEFIGIENGIES D PROVIDER'E PLAN OF CORRECTIO
PRAE#IX &EAGH DEFIGIENCY MUSY BE PREGEEDED Y PULL PREEIX (EACH CORRECTIVE ACTION SEOULDNBE CGMQ:.B!)TIGN
TAG BGULATORY OR L8O IDENTIFYING INFORMATION; TAB CROSS-REFERENCED TO THE APPROPRIATE DATE -
‘ DEFICIENCY)
F 465 | Continued From page 20 F 485

F465 Other Environmental Conditions

functional, sanitary, and comfortable
environment for residents, staff and the public,

la. Back flow valves will be installed on
the shower in the Beach bathing room, and on
the two showers in the secure unit,

Cotpletion date: 9/1/06
2a,

The mopboards in the Central

 bathroom will be replaced and/or glued to the

walls by 9/1 /06,
Comnpletion date: 9/1 406

3a. Replacement pants for the tabletop
steamer have been ordered and repair will be
cormpleted by 9/1/06.

Completlon date: 9/1 /06

1-3b-¢c. The maintenance director will be
responsible for monitoring and completing

routine repairs quartatly: - —.
Completion dg& N 9U@§

1-3d.  Concerns will be reported to the
Quality Assurance Committee for review and
recommendations for 90 days or until
compliance has been maintained for 90 days,

J, leowt A antiall, ziwwy

M /'VVLW@ Ul - 48
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but this tima, a honeycomb rubber mat was in g 72 Wc&" et
a0 M 7y Luﬂnéﬂ, o
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