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INITIAL COMMENTS

A complaint survey was conducted in conjunction
with the recertificalion survey by Healtheare
Licensing and Survays on 7/20/15 through
7/2315. The complaint survey was prompted by
complaint Intake WY00002038,

The {ollowing comman abbrevialions are used
throughout this document;

ADLs-
CNA-

DON-
MDS-

RN-

Aclivities of Daily Living
Certified Nurse Alde
Director of Nursing
Minimum Data Sel
Registered Nurse

Less commonly used abbreviations will be
annotated in each deflsiency,

483.15 CARE AND ENVIRONMENT PROMOTES
QUALITY OF LIFE

Afacility must care for its residents In a manner
and in an environment that promotes
maintanance or enhancement of each resident's
quality of life.

This REQUIREMENT s not mel as evidenced
by:

Based on observation, staff interviaw, and
medical record review, the facliity failed lo provide
an environment and dally routine to enhance the
quality of life for 1 of 13 sample residents (#51).
The findings were:

Review of the 5/4/15 quarterly MDS assessment
showed resident #51 was admitted lo the facility

F 000

F2d0 240—Care and environment promotes

quality of life
A facility must care for its residents in a
manner and in an environment that
promotes maintenance or enhancement
of each resident’s quality of life.
1. Resident #51's guardian and
previous case manager will be

quality of life and psychosocial
well- being. Social Services will
discuss with guardian options of
making room more homelike.

|

contacted to discuss preferences
and possible interests to promote
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F 240 | Continued From page 1 F 240
on 10/17/14 and had diagnoses including severe
Intellectual disabliity, dual sensory Impairment, . i
epllepsy, pain In joints, and anxiety, Further Education provided to Activity
review showed the staff assessment for mood and Social Services departments
and for dally activity preferences were not related to utilizing all available
El%nl:ﬁtlieetg*d The following concerns were resources to gather specific and
a. Revlew of the *Mood" care plan daled individualized irjformatlon
5/18/16 showed the resident was st risk for needed to provide and prf)mote
“alteration In mood stale" including “sad, quality of life for each resident.
aralhetlchanxluus appearance” and h?d a '('ilack All staff continue to offer and
of motivationa! Interest.” interventions included
"Promote homellke environment, when possibie explore interventlons related “:j
use familiar abjecls from home or abjects with resident #51 including increase
sentimental value, family pictures, elc.". tactile stimulatton.
rosdent leying n o on & bes tvess, awmre A random sudggil be conducted
I , D f N ]
facing the wall, There were no sheets or blankats of r e‘stdent #51’s room by Soclal
on the bed. The resldent was holding and Services Director to ensure
manlpulating a pllow with his/her hands. There environment is comfortable and
was no plliow case on the pillow, The resident's homelike.
:#:c?:.lhe Foom was bare without any personal Results of audit will be presented
b. Review of the initial activities evaluation monthly in Performance
dated 10/17/14 showed the “Activity Pursuit Improvement meetings until
Patterns and Preferences" section was crossed - substantial compliance has been
out, with "resident unable to answer” wrilten in. su t P q-I-15
The evaluation falled fo provide meaningful met.
information to be used in providing an activity
program or to delarmine the resident's llkes and
dislikes.
c. Review of the 5/18/15 cara plan for
“Psychosocial Well-Belng" showed interventlons
inciuded “Invite, encourage, remind, ascort to
aclivity programs conslstent with resident's
interests," However, the care plan failed o
identify what the resident's inferests were, or whal
kinds of activities the rasidenl may respond to.
d. Review of the admission Social Sarvica
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F 240 Continued From page 2 F 240
Assessment dated 10/17/14 showed the resldent
was on comfort care, was "blind and mute, [Sihe)
can hear," and the areas reizled to the resident’s
family stalus and social activity patterns were left
blank.
&, Interview with the soclal services director
on 7/23/15 at 11:06 AM revealed the resident
loved loliipops, hut she did not know much mare
about him/her, She verified more could be done
to detarmine the resident's interests.
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 . \
55=E | MAINTENANCE SERVICES 253—Housekeeping and Maintenance
Services
The facllity must provide housekeeping and The facility must provide housekeeping
malnlenance services necessary to malntain a and maintenance services to maintain a
sanitary, orderiy, and comforiable interior, .
sanitary, orderly, and comfortable
intarior,
This REQUIREMENT Is not met as evidenced
by il
Based on observallon and staff interview, the L. An ins;pec(tjict:)n 0; LUl f:’ cility was
facHity falled to ensure various rooms in 2 of 3 completed by the Maintenance
resldent haliways (short hallway, long hallway) Director and ED to ensure all
wera clean and In good repalr. The findings were: areas were
1. Observation on 7/22/15 &t 12:30 PM Idenlifiad ic'ea"e‘j/ Tf;z/ re’;a;:g‘;he Wl
the following concerns with floar and wall N rooms an LA
damage, and cleanliness: repaired and repainted. Linoleum
&. The wall behind the enlrance door above and baseboards in “short hall"
the baseboard in room #102 was gauged and ;
scraped 32 Inches across and 15 inches wide st shawer room have been repaired
4 nches above the floor. andfor replaced. Bathroom doors
b. The short hall shower room had linclaum in rooms #217 and #204 will be
missing from the floor that measured 13.5 inches repaired and covered with
long by 3.5 inches wide which was darkened with i
dirt and debris and created a surface that could proteFt V ¢ she:t to einsure CTE
not be adeguately cleaned, In addition, a 1 inch AUt U e i o 5
by 1 Inch area of baseboard at the start of the
FORM CM5-2567{02-89) Previous Varsions Obsolete Evant D §TMN11 FacHity 1D: WYD035 if continustion Bheel- Page 3 of 17
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Continued From page 3

base of the shower was missing, The missing
baseboard was darkened with dinl and created a
surface that could not be adequately cleaned.

2, Qbservation on 7/22/15 at 4:40 PM Identified
the following concerns with door and wall
damage;

The balhroom door to room #105 was
gauged and scraped entirely across which
measured 34 inchas long by 7.6 inches wide, In
addition, tha wall behind the entrance door was
gauged and scraped in an area 58 inches long by
14 Inches wide,

3. Observation on 7/23/15 at 11 AM Identified the
following concerns with door and wall damage:

The bathroom door o room #217 was
gauged and scraped enlirely across which
measured 33.5 inches across by 11 inches wide.
In additlon, the wall behind the entrance door was
gauged and scraped which maasured 34 Inches
lang by 10 Inches wide,

4, Observation on 7/23/15 at 11:30 AM Identifled
the following concern with door damage:

The bathroom door to room #204 was
gauged and scraped entirely across which
measured 38 Inches long by 34 inches wide.

5. Interview with the malintenance director on
7123116 at 10:40 AM verified multiple areas of the
facility were in need of repair. However, the
facllity falled to have a plan with a specific time
(rame to address these concerns,

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment

F 253

2. The Maintenance Director will
conduct random monthly audits
for three months to ensure walls,
flooring, and doors remain in
good repair.

3. Results of these audits will be
presented at the Performance
Improvement meetings monthly
for three months or until
substantial compliance has been
met.

F 278

9-1-15
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F 279 | Conlinued From page 4 F279 .
to develop, review and revise the resident's 279 Develop Comprehensive Care Plans
comprehensive plan of care,
The facilly must devel hand A facility must use the results of the
e facility must develop a comprehensive care .
plan for each resident that includes measurable ass.essment to dev:alop, review, and
objactives and timetebles to meet a resident's revise the resident’s comprehensive plan
medical, nursing, and mental and psychosoclal of care
needs that are identified in the comprehensive
Lol 1. Resident# 8 and #51 care plans
The care plan must describe the services that are were updated to reflect specific
1o be furnished to atlain or maintain the resident's individual interventions.
hlgf:::ﬂ Pl'ﬂlcgicall’lliphyﬁcﬂ*- meptEd'- Ef:jd All staff continue to offer and
psychosocial well-being as requirad under . ;
§483.25; and any services thai would otherwise explore interventions related to
be required under §483.25 but are not provided resident #51. Resident #8 care
due to the resident's exercise of rights under plan was updated to reflact the
§483,10, including the right to refuse treatment splint use and the physician’s
under §483,10(b)(4). ey
2. All staff who are involved In
This REQUIREMENT Is not met as evidenced developing care plans will be
lgf-‘ BT DT educated regarding the
ased on observation, medical record review, : i
and staff interview, the facility falled to develop & importance of individuallzing .
comprehensive care plan 2 of 13 semple each plan of care to meet specific
residents (#8 and #51). The findings were; needs of the resident.
1. Medical e R . RO 3. Arandom performance
. Medical record review showed residen a ; i
diagnoses which included a cerebral-vascular improvement audit will be
accident (stroke), Review of the 8/24/15 annual conducted weekly to ensure all
MDS assessment showed the resident had residents care plans are specific
functional limitation in range of motion to one side and individualized according to
of hisfher upper extremity, Review of the ' :
resident's July 2015 recapilulation of physiclan Ea_':h resident’s needs. This audit
orders showed a 6/2/15 order for the resident to will be conducted weekly for 4
wear a right resting hand splint during the day weeks and monthly for two
and remove the splint at night, Periodic months.
observations during the survey from 7/20/15 W |
FORM CMS-2587(02-68) Pravious Varsiona Obsolsts Event ID;8TMNT1 Facility 10: WY0035 If confinuetion sheat Page 5 of 17
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the physician's order should have been
addressed In the care pian,

2, Review of the 5/4/15 quarterly MDS

| essessment showed resldent #51 was admitied
to the facility on 10/17/15 and had diagnoses
Including severe Intellectual disability, dual
sensory impalrment, epilepsy, pain in joints, and
anxiety. Furlher review showed the staff
assessment for mood and for daily activity

| preferences were not completed. The following
concerns were idantified:

a. Review of the 6/18/15 care plan for
"Psychosacial Well-Being" showed interventions
Included "invite, encourage, remind, escort to
activity programs consistent with resident's
Interests.” However, the cara plan falled to
identify what the resident's Interesls were, or what
kinds of acfivities the resldent may respond to.

b. Review of the inltial activities evaluation
dated 10/17/14 showed the "Activity Pursuil
Patlerns and Preferences” seclion was crossed
out, with "resident unable to answer” wrilten In.
Tha evalualion failed to provide meaningful
Information to be used In developing a care plan
to provide an activity program based on the
resident's likes and dislikes.

¢. Review of the admission Soclal Service
Assassment daled 10/17/14 showed the resident
was on comfort care, was "blind and mute, [Sfhe)
can hear," and the areas related to the resident's

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER AT COMPLETED
c
535038 B. WING 0712312015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
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WESTVIEW HEALTH CARE CENTER SHERIDAN, WY 82801
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACK DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE OATE
DEFICIENCY)
F 279 | Continued From page § F 278
through 7/21H15 showed the rasidenl wore the
splint. The following lzsue was identified: 4. The results of these audits will be
8. Review of the care plan showed the facility resented :
. at the Per
falled to develop a care plan conceming the P t c.formance
| splint, Improvement meeting monthly
| b Interview with the DON on 7/23/15 at 10:10 for 3 months or until substantial
AM confirmed the facility falled to develop & care compliance has been met.
plan to address the splint for this resident, and 4-1-15
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family status and socfal activity patterns were left
blank, Interview with the soclal service director
on 7/23/15 at 11:06 AM revealad tha resident
loved loliipops, but she did not know much mare
about him/her. She verified more could be done
to determine the resident's interests.
F 281} 483.20(k})(3)(I) SERVICES PROVIDED MEET F 281} 281-Services Provided Meet Professional
85=D | PROFESSIONAL STANDARDS Standards
The services provided or arranged by the facliity Th? b provided or alrranged e
must meet professional standards of quality, facility must meet professional standards
of quality,
1. Therapy/Restorative Communication
ghls REQUIREMENT is not met as evidenced form will no Jonger be utilized, Any
Y. . referral or clarification from therapy to
Based on medical record review and staff . ; .
interview, the facilfty falled to follow physician's the restorative program will be written on
orders regarding reslorative services for 1 of 7 a telephone order in the medical record
sample resldents (#8) who required restorative which will be reflected monthly on the
services. The findings were: Treatment Administration Record (TAR)
to ensure compliance.
Medical record review showed resident #8 had B
diagnoses which included a cerebral-vascular 2. All.therapy staif will be educgt‘e d
accident (stroke). Review of the 6/24/15 annual regarding the new process on wriling
MDS assessment showed the resldent had telephone orders for a restorative
functional limitation in range of motion to one side program/clarification order for all
of histher uppar exiremity, Review of the July residents participating in & restorative
201851 zrgfapiur:cllauon ofuphysiclan's orders showed program.
an 14 arder for "Upper extremi ‘ :
strengthening 5 times ap\?veek [uslngtya} 1b. 3. The DON and or unit manager will
barbell/yellow thera band exercises. Needs conduct random weekly audits for
cuelng." The followlng concerns were identified: residents participating in a restorative
a. Revlew of the April and May 2015 program lo ensure compliance with
Restorative Records showed the program failed physician orders, These weekly audits
to Incorporate the physician's orders for range of will include the treatment/physician
motion (ROM). The restorative goals were ders fi ident #8. Audits will b
“Improve sirength and endurance" and falled to SUSHUEICE L S LG BT
incorporate measurable goals as per the conducted weckly for 4 weeks and
monthly for two months,
FORM CM5-2667{02-80) Previous Verslons Obeolate Evant fD:9TMN11 Faclkly [D: WYD05 If continuation sheet Page 7 of 17
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physiclan's order. The only specifics noted were
“right hand stretches” withoul addressing whether
the straiches were active or passive, how many
strefches were to be accomplished, and how
often strelches were o be done.

b. Revlew of physician's orders showed the
facility failed to clarify the 8/27/14 order for
restorative services untll 7/22/15 during the
survey. Al that time the facility had the ROM order
changed to reflect a 6/10/15 Therapy/Restorative
Communication Form. The form instructions,
which restoralive was utilizing for the resident
instead of the physiclan's order, had restorative
staff stretch the resident's right elbow and hand
as tolerated three times a week,

¢. Interview with the corporate nurse on
712215 at 12:20 PM confirmed physlclan's orders
regarding restorative servicas should be carried
out and clarified In a imely manner.

d. According to the seventh edition of "Clinical
Nursing Skills Basic i Advanced Skills" by Smith,
Duell, and Martin, 2008, if an order Is
"questionable for any reason, the physician must
be nolified for clarification.”

F 262 | 483.20(k)(3){ll) SERVICES BY QUALIFIED
ss=k | PERSONS/PER CARE PLAN

The services provided or arranged by ihe facility
must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT & not met as avidenced
by:
Basad on medical record review end staff

Interview, the faclity falled to ensure care plans
were implemented for 3 of 13 sample residents

4, The results of these audits will be
presented at the Performance
Improvement meeting monthly for 3

months or until substantial compliance
has been met. 9-I-15

F282| 282-Services By Qualified Persons/Care
Plan

The services provided or arranged by the
facility will be provided by qualified
persons in accordance with each
resident's written plan of care.

1. Random weekly audits will be
completed to ensure that care
plans are being followed as
written. The random weekly
audits will include residents #13,
#51, and #52.
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(#13, #51, #52). The findings were:
1. Revlew of the 5/11/15 plan refated to 2. Re-education of all nursing staff
. Revlew of the care plan re :
ADLs showed resdent #13 was at risk for ST 'efard';l'g
developing pressure ulcers related to decreased following care plans for a
mobilily, incontinence, Alzheimer's diseasa, and residents. The education will be
Diabetes. The care plan approaches specified the conducted by the SDC and nurse
resldent was to have histher heels foaled or to managers
wear protective baots when in bed. Observation , t
on 7/21/16 at 10:10 AM shawed the resident was 3. Aperformance improvemen
in bed acleep. At that time CNAs #1 and #2 audit tool will be used to
pulled back the blankets upon surveyor request, randomly audit content of the
This observation revealed the resident was not care plan compared to the actual
wearing the proleclive baals, and the resident's ided to the resident to
heels were not floated. The GNAs verified the TG e LD UL
heels should be floated; and as far as they were ensure consistency. Audits will be
aware the boots were only used at nigéﬂ. conducted weekly for 4 weeks,
Interview with the DON on 7/23/15 at 8:50 AM n
verifled the plan should be foliowed to protect the m°"th"|' f°|: 2 mcf't"ths and
resident's heels when In bed. quarterly therea er.
4, Results of the audits will be
2. Reviaw of the 7/10/15 quaﬂ;rly MODS I presented at the Performance
assessment showed resident #52 had diagnoses ing for three
including dementla, Further review showed s/he Impmveme"ttﬁ]ee; tg ntial
requlred total assistance of two people for bed months or until subs
mobillty and had biiateral lower extremity range of compliance has been met 9.(-15
motion limitations. Review of the Braden Scale for
predicting pressure ulcer risk dated 7/8/15
showed tha resident was at moderate risk for
developing pressure ulcers, The physician order
recap for July 2015 showed "float heels at all
times with blua bools when in bed." Review of the
“Risk for Pressure Ulcers" care plan dated
5118115 showed interventions including “Moat
heels when in bed." The following concerns were
identifled:
a, Observation on 7/21/15 at 9:50 AM, RN #1
and CNA#3 asslsted the resident to bed, took off
the resident's shoes and meta! braces, and
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coverad the resident with a blankst. Soft blue
bootles were observad at the foot of the bed, but
ware not placed on the resident's feet,

b. Observation on 7/22/15 at 4:47 PM
showed the resident iaying fn bed. CNA #4 and
CNA#4 arrived at that time to assist the resident
up from bed. Whan they pulled back the blankets,
the resident was observed wearing sneakers and
metal leg braces on both lags. Interview at that
time with CNAs #1 and #4 revealed they put the
blue boats on the resident at night only.

c. Interview with the DON on 7/23/16 &t 9:45
Al confirmed the resident should wear booties at
any fima while in bed.

3. Review of the 5/4/15 quarterly MDS
assessment showed resident #51 was admitted
to the facility on 10/17/14 and had diagnoses
including severe intellectual disabllity, dual
sensory impairment, epllepsy, pain in joinls, and
anxfety. Further review showsed the siaff
assessment mood score was not completed,
Revlew of the "Mood" care plan dated 5/18/15
showed the resident was al risk for "alleration in
mood state” Including "sad, apathetic, anxious
appeerance” and had a “lack of motivational
interasl.” interventions included “Promote
homellke environment, when possible use
familisr objects from homa or objects with
sentimental value, family pictures, elc.* The
following concerns ware identified:

a. Observation on 7/22/15 at 11:28 AM
showed the resident laying in bed, on a bare
mattrass, on the right side facing the wall, There
ware no sheels or blankets on the bed. The
res|dent was holding and maniputating a piflow
with histher hands, There was no pillow case on
the pillow. The resident’s side of the room was
bare without any parsonal effects.
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b. interview on 7/23/15 et 11:05 AM with the

social service director revealed that she "hasn't
tried much” to determine the resldent's Inferests
and possible objects that could create a homellke
anvironment for the resident,

F 316 | 483.26(e)(2) INCREASE/PREVENT DECREASE t Fats
55~E| IN RANGE OF MOTION ; 318 Increase/Prevent Decrease in Range

Based on the comprehensive assessment of 8 of Motion
resident, the facility must ensure that a resident
SPProprte et s ervis eoncrease esed on the comprehensive assessment
range of motion andfor to prevent further of a resident, the facility must ensure
decrease In range of motion. that a resident with limited range of

motion receives appropriate treatment

and services to increase range of motion
This REQUIREMENT Is not met as evidenced and/or to prevent further decrease in
by: range of motion,

Based on medics! record review and staff 1. A 100% audit will be completed
Interview, the facillly falled to ensure restorative for all residents participating in
services were provided as planned for 4 of 8 the Restorative Nursin
sample residents (#8, #13, #36, #51) with a need e Restorative Nursing program
for range of motion (ROM) sarvices. The findings or receiving range of motion
were: services including #8, #13, 436

d#51toe the physici

1. Medical record review showed resident #8 had an d 5'1 0 ensure t e't?‘ t"; cian
disgnoses which Included a cerebral-vascular AR LU B 5
accident (stroka), Review of the 6/24/15 annual treatment/program being
MDS assessment showed resident had funclional provided.
fimitation In ROM to one side of his/her upper DON/Restorative manager will
extremlty. Revisw of the July 2016 recapitulation 2 du gt e the nursing st a%f
of physiclan's orders showsd an 8/27/14 order for educat B st
“Upper extremily strengthening 5 times a week regarding documentation
[using a] 1 Ib. barbelliyeliow thera band exercises, compliance for all residents in
g:gg;;‘qeing." The faliowing concarns were i any restorative nursing program,

a, Review of the April and May 2015 including range of motion
services :
FORM CMS.2567(02-39} Previous Versions Obsoleta Evan! ID:GTMAI Facllly ID: WY0035 Hcontinuatian sheat Page 11 of 17

s \ft\/\:



(

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

g

PRINTED: 0B/06/2015
FORM APPROVED

[TFLEL Ay

OMB NO. 0938-D391

STATEMENY OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
536038 B. WING 0742312015
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE o]
1800 WEST LOUCKS STREET
WESTVIEW HEALTH CARE CENTER SHERIDAN, WY 82801
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG °"°55'“EFERE{,‘E,§&E§,’ g;I)E APPROPRIATE DATE
F 318 | Conlinued From page 11 F 318
Reslorative Records showed the program falled
to incorporate the physician's orders for ROM. Therapy/ !zesForative i
The restarative goals were "improve sirength and Communication form will no
endurance” and failed to Incorporate measurable longer be utilized. Any referral or
goals. The oin':v specifics nfted \#‘-‘fﬁ "ﬂg‘ht hand clarification from therapy to the
strelches” without addressing whether the ;
stretches wera active or passive, how many res‘toratwe P rogra;n will b; g
stretches were lo be accomplished, and how written on a telephone order in
often stretches ware to be done, the medical record which will be
b. Review of a 6/10/15 Therapy/Restoratlve reflected monthly on the
Communication Form showed occupational Treatment Administration Record
therapy referral for restorative to stretch the l
resident’s right elbow and hand as tolerated three (TAR} to ensure comp fance.
| imes a week. However, the facllity falled to obtain Results of the audits will be
a dIsconlInuanc? of the 8/27/14 ghyslclan's order. presented monthly at the
c. Review of the April 2015 Restorative
- Record showed the facility falled to document any Perfo'r mance Improvem; nt til
ROM services for the resident from 4/24/15 meeting for three months or un
through 4/30/15 (7 days). Review of the May substantial compliance has baen
2015 Restorative Record showed the facility met, g-f-15
falled lo document any ROM services for the
restdent from 5/14/15 through 5/28/15 (15 days).
2. Review of the 9/29/14 significant changa, and
311815 quartary MDS assessments showed
resident #13 had ROM limitations bilaterally of
both the upper and lower extremilies. Review of
the 6/18/15 quarerly MDS assessmenl showed
the resident had no ROM limitatlons. Accarding to
the restorative records for June and July 2015 the
document showed the resident had goals lo
maintaln ROM and strength and mobity. The
approach was 6 times per week for lower and
upper extremity exarcise. The following concerns
were identified;
8. Review of the June 2015 record showed
during the first 16 days of the month the resident
fecelved these exercises on 6/6/15. There were
no refusals or other reasons documentead to show
FORM CMS-2587(02-85) Pravious Versions Obsolats Event 1D; 0TMNT1 Faciily I0: WYD03S If cantinuation shaat Page 12 of 17
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why the exercise services were not completed on
the other days of the manith.

b. Review of the July 2015 restorative record
showed the resident received services on 11 days
from 7/1/15 to 7/21/15. There were no
documented refusals for the 4 days when
restorative services were nol completed as
planned.

3. Review of the 5/23/15 quarterly MDS
assessmenl showed resident #36 had ROM
limitations on one side of both the uppear and
lower extremities, Raview of the 6/12/165
slgnificant change MDS assessment showad the
resident had no ROM limitations. Review of the
June and July 2015 restoralive records showed a
plan was in place for the resident to exercise on
the “nu-step-bike" 3 times per week for
strengthening and endurance, Review of the June
2015 record showed the resident received the
services 1 day (6/4/15) from 6/1/15 to B/14/15
with no refusals documented.

4. Revlew of the 5/4115 quarterly MDS
assessment showed resldent #51 was admitted
to the facility on 10/17/14 and had diagnoses
including severe intellectual disabliity, dual
sensory impairment, epilepsy, pain in joints, and
anxiety. Further review showed the resident had
bitateral upper and lower exiremity range of
molion limitations, The following concerns ware
identified;

a, Observation on 7/21/15 at 8:05 AM showed
resident #51 was seated in a wheelchalr in the
aclivity room. The resldent's feet did nol touch the
fioor and were hanging down without any
supporis available.

b. interview on 7/22/15 at 3 PM with
occupational theraplst (OT) #1 revealed the

F 318
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resident was recelving occupational therapy
targeting strelching, wheelchalr positioning,
muscle {one, and sensory issues until s/he was
discharged from skilled therapy on 3/31/15.
Additionally, et the time of discharge, the OT
recommended a reslorative nursing program for
the rasident, In which she believed the resident
was slill participating. Further, the OT slated she
also racommended a welghted blanket for the
resident to wear while in the wheelchalr to
ancourage proper positioning; howaver, the
blanket that arrivad was not the correct slze and
was sent back. OT #1 further stated the correct
sized blanket was supposed to be ordered, but
she was unsura if that ever got done.

<. Interview with restorative CNA#1 on
7122115 at 3.20 PM revealed the resident was not
currently, nor had ever been, on a restorative
program.

d. Interview with OT #1 on 7/23/15 at 10:20
AM revealed the restorative program was writlen,
but she was not sure what happened after giving
the program to the restorative nurse. She further
slated that she did not have any paperwork fo
show that the program was ordered end what it
entailed, Additionally, she staled thal the
welghted blanket was ordered that moming.

5. Interview with restorative CNA #1 on 7/22/15 al
3:20 PM verifiad resident refusals were to be
documented on the record.

8. interview with the DON an 7/23/15 at 9:45 AM
verified the documentation failed to show the
services were provided as planned. She stated
there were two restorative CNAs to complete the
restorative programs, and they were managed by
@ nurse who was on leave during the first part of
| June. The DON verifled she expected the

Fa18
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The facility must -

(1) Procure food from sources approved or
considerad satisfactory by Federal, Stale or local
suthoyitles; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT s not met as evidenced
by:

Based on observatlon and staff interview, the
facillty falled to ensure equipment was clean and
food was properly labeled and dated in the facllity
kitchen, The findings were;

1. Observation on 7/20/45 at 3:20 PM showed the
range top and two ovens were In need of
cleaning, The equipmant surfaces had an
accumulation of cooked on grease and food. The
equipment remalned in need of cleaning when
observed on 7/22/15 at 11:20 AM. Interview with
the certified dietary manager (CDM) on 7/22/15 at
5 PM verified there were 2 full time vacancles for
diatary staff, and this made it more challenging to
ensure the cleaning was compleled as
scheduled.

According to Food Code 2013, U.S. Public Health
Service: 4-601.11 “{A) Equipment food-contact
surfaces and utensils shall be clean to sight and
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programs to be complated as planned to maintain
or Improve the ROM for these residents.
F 371 | 483.35{f) FOOD PROCURE, F 371
55=F | STORE/PREFARE/SERVE - SANITARY

371- Food Secure, Store/Prepare/Serve-
Sanitary
The facility must (1) Procure food from
sources approved or considered
salisfactory by Federal, State or local
authorities; and (2) Store, prepare,
distribute and serve food under sanitary
conditions
1. The range top and both ovens
are being cleancd on a daily basis.
CDM has ordered a stronger
cleaning solution for the stove
surfaces and ovens which will
remove the cooked on grease and
food from these surfaces. The
plastic piece above the ice bin in
the ice machine on Saddle ridge
was cleaned immediately. The
sour cream, cooked turkey and
sliced turkey were discarded
immediately upon discovery of
inaccurate “used by™ dates,
2. CDM will educate all dietary
staff on the importance of
cicanliness and writing a “used
by” date accurately upon food
items opened or removed from
the freczer. |
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F 371 | Continued From page 15 F 371 3. A new and updated cleaning
touch...(C) Nonfaod-contact surfaces of hedule will be implemented by
aquipment shall be kept free of an accumulation L A g v clean
of dust, dirt, food residue, and olher debris.” the CDM to ensure daily cleaning
of the stove surfaces, ovens and
2. Observallon on 7/22/15 at 4:15 PM showed the ice machines to ensure all federal
interior of the lce machine located off the back requirements and specifications
Inur?‘iaes' station was in need of cleaning. The are mel
nterior while plastic plece above Ihe ice bin was ) .
solled with a brownish colored substance, 4 CDM will condugt a weeklfj.;.
Interview with the CDM on 7/22/15 at 5 PM audit to ensure l_hc diefary sta
verified the malnlenance department was are compliant with the cleaning
rasponsible for the cleaning and sanitizing of the schedules and completion of
lce machines. intarvlew with the malntenance cleaning  including the stove,
director on 7/23/15 at 10:35 AM verified the ice : ; Audits
' ovens and ice machines.
machine was on a & month schedule for A i clude the “used by”
sanitation; however, genaral cleaning was to be will aiso include the Y
done as needed. dates arc accuraic on all food
items in the kitchen.
According lo Food Code 2013, U.S. Public Health 5. The results of these audits
Service: 3-305.11 "(A) Except as specifled In fif] will be presented monthly at the
(B) and {C} of ihis sectlon, FOOD shail be
: Performance Iinprovement
protected from contamination by storing the , iod of three
FOOD: (1) in a clean, dry locatian; (2) Where [t Is meeting for a period ol thr
not axposed to splash, dust, or other months and until substantial
cantamination;" compliance has been met. 9-1-15
3. Observation on 7/20/15 at 3:20 PM showed a
conlainer of sour cream which was availabla in
the walk-in refrigerator labeled "best by 7/11/15."
The reach-in refrigerator contained a cooked
turkey breast wrapped in plastic Iabeled "use by
6/20" additionally there was a conlainer of siicad
turkey with the same label, "use by 6/20."
Interview with the CDM on 7/22/15 at 5 PM
revealed food products were required to have use
by dates, and when past the dale the items were
to be discarded, She further stated the labels on
the turkey must not have been replaced when the
food was removed from the freezer,
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According to Food Cade 2013, U.S. Public Haalth
Service; 3-501.17 "(A)...refrigarated,
READY-TO-EAT, POTENTIALLY HAZARDOUS
FOOD (TIMETEMPERATURE CONTROL FOR
SAFETY FOOD) prepared and held in a FOOD
ESTABLISHMENT for more (han 24 hours shall
be clearly marked lo Indicate the date or day by
which the FOOD shall be consumed on the
PREMISES, eold, or discarded when hald at a
temperature of 5°C {41°F) or less for a maximum
of 7 days,
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