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F 000/ INITIAL COMMENTS F 000 o ;
' House Keeplng & Maintenance Services
Acomplaint survey was canducl;d in conjuction P
with the racertification survey by Healthcare . ,
Licensing and Surveys on 818716 through The facility is committed to providing
8/22/16. The sUrvey was ;mmpto% % ecnmplalnt housekeeping and maintenance services
Intakes WY00002269 and WYB00 4, |t was .
delarminad, 993«:1 upon the fAindings of the necessary to maintain a sanitary, orderly,
aurvey team, (hat no deficlencies were Identifiad and comfortable interior.
pertaining to the complaint investigatian.
The followlng&tummon abbraviations are used Correctlve Action:
throughout thig document: 1
] .
DON- ﬁ'lrector of Nursing
MD§- fnimum Data Sat T
RN quglstared Nurse | a he.door frame to room 111 was
; repainted.
Less commoiy used abbraviations will be ‘
annolated In gach deficlancy. b. The kick plate on the exi d
F 263 | 483,15(h)(2) HOUSEKEEPING & F 253 , plate exit door In
9= | MAINTENANGE SERVICES Eame room” area was cleaned
! and repainted.
The facllity must provide housekeeping and P
maintenance gervices necessery to maintaln a he chin i
sanitary, ordeHy, and comfortabie Interior, C. The chip in the bottom corner of
room 135S entrance door was
This REQUIR}EMENT ls not met as evidenced fixed.
by: i
B;oad on ob%srvaﬂcn and staff Igtervlew. the d. The chip by the lower hinge to
faclllty failad t& ensure B of 8 resident aregs (100
hell, 200 hall, 800 hall, 400 hall, 500 hall, dining the entrance door to room 142
room, game rpom, lobby) were clean and In good was flxed.
repalr. The ﬂqdlngs wera: '
Observation an 9/21/18 from 2:41 PM to 4:41 PM 2
revealed the following environmental issues:
(ABORATORL.ORECTORS OR AROYGENEUFFLIE: REPRESENTATIVER BIONATURE A Tme", iK8) DR
Any deficiancy sistament anding with art aatarisk (") danates a deficlenay whish the institutlen oy be excused ftom conecting providing It Is detarmined tha
Othor sufeguards provide suffiiint protection 10 the patlonts. (See Inatructlone.) Excapt for nursing homes, the findings wlsled above ara disciosable 80 d
ORPAIIT UG K o7 By WHEREF 87 Nar @ BI4 of &dkmection Is provided, For Nursing homes, the ahove findings snd plans of carmection e glacloeable 14
g ays hﬂtwmﬂﬁt{@ BREErAnts ore made aviliabla Lo the facllty, If deficensiss are clted, an approved plan af comection Is requialie to continued
dora ) !
i N - WY Dept of Health N .
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F 253| Continued Frém page 1 Foss 2 Thechippedtilesinroom 116y |
1. The followlfig Issues concarning daors and were replaced and the dark substance in
tloor frames wars identified: the gap between the bedroom and
a. The dagr frame to room 111 was scraped

and exposed the underlying metal.
plate on the bottom of the exterior
"game room"” area wae dirty, with
palnt scraped pff.

¢. In roami 1386, the reom enirance door had &
chip In the bottom carner,

d.n roon‘;| 142 the entrance door was
chipped by th'p‘ lower hinge.

2, The following Issues conceming floors ware
identifled:

a. The begmmom floor In room 116 had chips

that measured 2.5 by 1.6 Inches and 1 Inch by 0.5
Inch, which created an uncleanable surtace.
Additionally, tHers was & dark substance In the
gap between the bedroom and bathroom flooring.

b. The bathroom floor In room 420 had a 12
Inch by 12 Ingh te with a break that measured
1.5 Inches by JI Inch, whigh created a surface that
could not be effectively cleanad,

¢. The flobir In the "game room” area had a
bulld-up af @ dark subatance In tha door
threshold,

d. The fiegyr |n the bathroom In room 138 had
& break that rmeasured 3 Inches by 1 inch, which
created a surfrca that could nat be effectivaly
cleanad. |
a. The cafcat at the threshold of room 142

was worn and |diacolorad.

I. The bathroom floor In room 142 had
breaks In the 12 by 12 inch tles near the sink that
;rneﬁsured 3 liches by 2.5 Inches and 1 Inch by 1
nch.

g. Thers was a gap In tha seam af the hall
carpet near (He therapy department that

bathroom flooring was removed.

b, The chipped tile In foom 120 was

raplaced,

on the floor

¢. Thedark substancf
“game room”

in the door thrashold Inth
ares was removed,

d. The broken tile In foom 138 was
replaced.
e.  The carpet at the jhreshold of

room 142 was repaired

h the
kinroom 142

f, The broken tiles o
bathroom floor near the si
were replaced.

g The gap In the sedm of the hall
carpet near the therapy derartment was
repaired.

h.  The cracked tilesin front of the
maintenance department %ere replaced
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, In by the dinin
F 263 | Continued Fram page 2 F253 - The til?s v ‘ : d HaRy
measurad 84| nchee by 0.25 Inch. service manager’s office wgre repaire
h. There Were four 12 by 12 Inch ties In front and cleaned.
of the maintafjance department that were cracked
and a tile with|a break that meesured 1 inch by . lles
0.5 Inch, which creatad a surface that could not J. Thecrackedand hipped ¢
ba effactively;tleanad, by the outer patio and storpge door were
. The 8 By 8 Inch tlles by the dining services ; inine room
manager's office had a seam that measured 82 replaced and the tiles by t !t dining
Inchea with a | ulld-up of a blaok substarce in the lce machine were repairedfand cleaned.
crack. g i
J- The ﬂol}ﬂr by the doar to the outar patic had !
glx 12 Inch tg’t Inch tfi'}as that were cracked and k. The gap inthe carpet at the
chippad. Thers wars five 8 by 9 inch tlies by tha
storage door|that wera cracked and broken. The threshold of room 501 was repalred.
threshold o the dining room entranca by the Ice .
maker hed ablack substance In the length of the I The chipped tiles under the
71 Inch Saaryjand the 12 Inch by 12 Inch ties bed In room 504 were repaired and black
k. The thrashold of the entrance daor In room substance removed.
601 h?‘dba pet saam with a gap that measured
10 Inch by 0.8 Inch. The floor had & 12 by 12 inch :
Hle thet was &racked. fm. The broken tile in room 507
1. Tha flogr under the bed In room 504 had was repalred.
three 12 by 12 inch tllas that were chlppa?f and
had & derk sibetance which created a surface n Th
that could nat be effectively cleened. e black substance on the
m. The tlia In room 507 had & 12 by 12 Inch floor In room 509 was removed and the
tle with a brqpen place that measured & Inchas chipped tile in the bathroom was
by 4 inches, ,
. The fidor In room 608 hed 8 by § Inch les repalred,
that wara soliad with a black substance. The
bathroom flogr threshold had a chipped tile, and & o. The gap in the th
bulld-up of ajdark substance the langth of the g2p reshold
thrashold seﬁ m. between the carpet and tile In the lobby
0. The threshold between the carpet and tils © was repaired and the dark substance was
In tha lobby bad a bulid-up of a derk substance In P :
the langth of the 0,25 inch gap. removed.
p. The threshold at the entrance door In room ’
403 had a bulid-up of a dark substanca in the
FORM CMS-2567(02-93) Prsv!uur} Vm‘m Obsolale Event iD: WB2211 Faclily 10; WYQ028 I continuation sheet Pege 3 of 18
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q.The ent" nce doot thrashold In room 402
had & bulld-up.of & dark substance.

r. The threshold at the entrance door In room
407 had a bulid-up of a dark substance in the
seam. i

s. Tha bathroom In room 412 had three 12 by
12 Inch tlles that were chipped and had a bulld-up
of a dark substantue, which sreated g surface that
could hot be effectivaly cleanad,

L. Thare were five 12 by 12 inch floor tles In
raorn 415 by (s entrance that were stained,

u. Qutside'bf room 415 were two 12 by 8 Inch
celling tlles whith were chipped.

v, Tha batliroom floor of room 311 was
stalned. The thrashald at the bathroom door had
a build-up of aﬁgark substance and was peeling,
which creatad a aurface that could not be
effactivaly cle fged.

w. The bathroom fioor In room 314 was
stained with a dark substance.

3. The followiny miscelianeous Issuss concerning
facliity cleanlinéss and malntenance wara
identifled: |

&, The splash guard by the sink in room 111
was damagediand scraped and exposed the
underlying matal.

b. The cornjer of the wall it raom 413 by the
sink was soraped and exposed tha underlylng
metal. ;

¢ The splash guerd on tha bathroom wall of
room 135 araund and behind the toflet was
coming off thel wall,

d. Tha green wall covering on the lower
section of the walls in room 141 had numerous
areas of bubbled surfaces, with tha Jargest area
measured at 18 inches by 3 Inches.

@, The green lowar wall In the dining room

0u) 1D SUMMARY STATEMENT OF DEFIGIENCIES D FROVIOER'S PLAN OF CORRECTION (xe)
PREFIX (EAGH DEFICJENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LAC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
L DEFICIENGY)
"
F 253 | Continued From page 3 F 263 p. The dark substance In NEe® X
seam, g

threshold at the entrance door of room
403 was removed,

Q. The dark substance at the
entrance door threshold of room 402 was
removed.,

R.

The dark substance at the
threshold at the entrance door in room
407 was removed.

S. The chipped tile in room 412
was repalred and dark sub‘nltance
removed,

T, Tha 5 stained|tiles In room

415 were cleaned

v, The 2 chlppei tiles outside
of room 415 were replace

V. The stain on‘ghe bathroom
floor of room 311 was renfoved and the
dark substance at the batﬁroom door was
removed,

W. The stalns tg the floor of
room 314 were removed ds well as the
dark substance.
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| a. The splash guard by tie sink In room
F 263 | Continued From page 4 F 253 111 was repalred 1,24
had scraped-6ff paint with dark stalne the length p
of the wall at ghalr helght,
{. Thare ware caliing ties In roam §07 above b. The corner of the walljin room 113
the bed by the)window and above the dressar thal
were hangingilooss. There were brown-stainad was repalred
celling tles aBove the bed.
8. The well In room 513 near the closet was €. The splash guard on tife bathroom
scraped and exposed the underlying metal, There floor wall of room 135 ardund and behind
were 12 by 12|inch tlles abova the bed by the .
window that s3gged and were looss, Thare ware the tollet was repaired
several areasyof peeled paint. The wall by the bed
had 5 lnTghea by 2 ‘Inches of exposed lmetah d. The bubbled areas ofthe green wall
h. The eefling in room 402 had 3 loosaned . A
ties. The walllaper had 2 esams that ware cavering on the lower seckion of the walls
pesled the vejtical length of the wall, in room 141 were repairefi,
i. The csliihg In room 402 had stained tiles
and 6 loosen i tiles, The reglster by the window 1
had scraped Baint and rust. €. The scrapes and stai -
|, The reggster In the bathraom of room 407 on th 8Ins at chair height .
had rust, Thevalipaper had 2 seams that ware € green lower wall in the dining
peeled the veltical length of the wall. Tha celling room were cleaned
had 6 loosand tles, and repaired.
k. The siitone around the bottom of the tollet - Ce
In room 442 Wias cracked, and pesled away which F. The celling tiles in room 507 above
created a brogen seal, with a dark substance the bed by the window and aboye the
encircling theipase of the toliat, dresser wer . .
L. The celling In room 307 had two 12 by 12 & repaired and the ceiling
inch celling tillis that wets loosa, Thers wers four tiles above the bed were replaced
12 by 12 Inchjzelling tlies by the window that were )
stainad. v g Thes d .
m, The calling In roem 311 had faur 12 by 12 ' y traped wall in room 513 was
Inch tiles thatfvere lsose, repaired and the loose tiles ab
n. The ‘ paper n room 304 had 1 seam bed by the wind ‘ove the
that wae peelEd the vertical fength of tha wall. i ndow were repaired. The
Peeling paint and the wall by the b
4. Tour with the malntenance director on 9/22/16 repalred ' s
6t 9.18 AM cahfirmed the Issues with buliding '
damage and ¢eaniiness, The maintenance
manager furtier confirmed the faclllty did nat
Evant ID:WBZ11 Fealilty 1D: wYto2R If continuation sheat Page 5 of 18
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F 263 | Gontinued From page 4 F253 h. The 3 loosened tlles In room 403 were \{.}.[
had scraped-éﬁ palnt with dark stains the length repaired and peeling seams in the
of the wall at chalr height. d
f. Thare Wara celling tiles in room 507 above wallpaper were repalred.
the bed by thg window and above the dresser that
warg halrgln 'Joose. Thers were brown-stained I. The stained and loosened tiles in
liing tles ab bed. .
call z?'lt'h: v: f{: rtg:m%% near the closet ws room 402 were replaced and the register
scrapad and éxposed the underlying metal, Thare by the window was repaired and painted.
ware 12 by 12 Inch tlles above the bed by the
window that §hgged and were laose. Thare ware . : : ;
several areag of paeled paint, The wall by the bed J. The register in the bathroom of 407
had 5 Inches 'y 2 Inchas of exposed metal. was cleaned and repainted. The 2 seams
h. The cailing In room 403 had 3 loosenad
thes, The w:?lpeper had 2 seamns that were In the wall ’were repairedl and the 8
paeled the ve‘rltlcal iength of the wall, loosened tiles weare repaired.
. Tha ceﬂng In room 402 had stalned tlies
and 5 lopsened tlles. The ragister by the window k. Sillcone around the tollet in room 412
had acraped paint and rust. . .
J- Tha register in the bathroom of roam 407 was removed and new silicone applied.
had rust. Thel wallpaper had 2 seams that ware ce around the toilet was
pealed the valical langth of the wall, The celling The dark substance around t
had 8 loogened tiles, removed,
k. The sficone around the battom of the tollet i
{n room 412 Waa cracked, and pealed away which :
created a broken seal, with & dark substance . The 2 loosened tllesin. ‘o.om 307 were
entireling the base of the tollat, repaired and the 4 stained tiles were
| The calljng In roerm 307 had two 12 by 12 4 ‘
Inch celling tiles that were lcose. Thera wers four replaced, l
12 by 12 ing z%emng tllas by the window that were
stained, | m. The 4 loosaned tiles In foom 311 were
m. The cailing In room 311 had four 12 by 12 ’
Inch tles thaters loose. repaired.
n. The wellpaper In room 304 had 1 seam :
that was peslad the vertical [ength of the wall. n. The saam In the wall pager in room
4. Tour with thle malntenance director on §/22/16 304 was repaired.
at 9:18 AM confirmed the lssues with buliding
damage and tleanliness. The maintenance
manager further confirmed the facillty did not
Faolity ID: Wyotizs
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ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately raflact the
resident's status,

Areglstersd nurae must conduct or coordinate
each assessinent with the appropriate
participation p!f health professionals.

Areglstered

|
gm‘urse must sign and certify that the
assessment

is completad.
Each Indlvidibl who complatas a portion of the
assessmant Must sign and certify the accuracy of
that portion af the assessment.

Under Medlc%a‘re and Madicald, an Indlvidual who
willfully and Knowingly certifies a materlel and
falae statement in a resident asssssment (s
subjact to a ¢ivil maney penalty of not more than
$1.000 for aéc;:h assessment; or an Indlvidual who
willlfully and knowlingly causes another individual
to cerlify a materlal and faise statament In a
resldent asa ssment Is aubject to a civil money
panaity of notimore than $5,000 for sach
assessmant.:.

Clinleal disagfeament does nat conetitute &
materlal and lgaiso statament,

This REQUIREMENT ls not et as evidsnced

by ;
Based on mddical racord raview, review of the
Resident Asdessment Instrument User's Manusl,

A BUILDING COMPLETED
Cc
: 538026 H. WING 08/22/2016
NAME GF PROVIDER OR suﬁrusn STREET ADURESS, CITY, STATE, ZIP CODE
1861 BIG HORN AVE
SHERIDAN MANOR : SHERIDAN, WY 82801
(%A ID SUMMARY BTATRMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (FACH DEFIZIENCY MUBT BE PRECEDED BY PULL PRERIX {EACH CORREGTIVE ACTION BHOULD BE COMFLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
iz ID of Others:
F 263 | Continued From page 5 Foee - , 2|
have a plan with a timeframe for making the An audit will be conductediby the NHA ‘
78 z%alzrg. tjA SESSMENT £ 278 and Malntenance Directotfon or before
san | AGC (9) - ()JAS the date of compliance to [dent!fy

The QAPI Commilttee will review any
trends identified monthly until
substantial compliance Is achieved and
then bi-monthly thereafter.

loosened and stained ceilifig tiles,
cracked silicone, seams in, wvall paper,
gaps In carpet/tile thresholds, chipped
broken or stained floor tilks, areas of
paint peeling, metal exposer and chips to

i
doors, A work order will be completed
for the repairs.

Systemic Changes:

The NHA or designee will i

weekly environmental rouhds to identify
areas in need of repalr ang ensure a work
order is completed and repalrs are
completed on the work otfler.

Monltoring:

FORM CM3-2667(02:08) valnu:{r‘lerulom Ghsolata
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and staff Intalvisw, the facility failed to ensure the
MDS asssssmant was accurate and/or was
cartified as belng complets In a timely mannar for
10 of 18 sample residents (#3, #18, #20, #22,
#30, #46, #6 ‘[, #89, #02, #88). The findings were;

Regarding ac.fe?u racy of agsessments:

4. Review of the quarterly MDS assessments with
assassment refarence dates (ARDs) of 8/25/16
&nd §/25/18, and the annual MDS assessmant
dated 2/16/16! revaaled resident #46 was marked
as having regsived the Influenzs vaccina ir the
facllity during the most recent Influenza
vacaination season. Howaver, review of the
Influenza vactination documentation showed the
resident refused the vaccination on 10/8/15. The
MDS coord! ! tor on 9/22/16 at 817 AM
confirmed thg discrapancy and explained the
Information Had naot been retrieved from medical
racords storage,

2. Raview ofithe quatterly MDS asssessmant with
&n ARD of 8/2/18 showad resldant #30 had
recelved the pneumaconcal vaseination, Review
of the vaceination racord showed the resident
recelved theni;neumoooccat vaccination or
“Pneumnovad in the left deltoid on 3/10/15.
Hawaver, the|significant change MDS
essessmant; with an ARD of B/12/16, did not
indleate the Pesident had recelved the
vaccination. The MDS caordinator on 8/22/16 at
8:17 AM con}?rmed the dlserepancy and
explained tha Informatian had not been ratrieved
from medical|records storage.

Regarding tleeIlness of MDS assessment
completlon; |

FORM APPROVED
CENTER MEDIGARE & MERICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFIGIENCIE! ) (X1) PROVIDER/SUPPLIER/CLIA ou) MULTIPLE CONBTRUCTION (%3) DATE SURVRY
AND PLAN OF CORRECTION | IDENTIFICATION NUMEER: A BULDING COMPLETED
K c
il 535028 B. WING 0912212016
NAME OF PROVIDER QR Uiﬁ'UER RTREET ADDREBE, CITY, 8TATE, ZIP CODE
SHERIDAN MANGR ' 1844 BIO HORN AVE
‘L SHERIDAN, WY 82801
(%4) 10 UM STATEMENT OF DEFICIENCIES 1D PROVIDER'S FLAN OF CORRECTION )
PREFIX (EAGH DEFIRIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 278 | Continued Frijm page 6 e o7g Sheridan Manor F278

Corrective Action:

Resident #3, #18, #20, #22, #30,
#46, #60, #89, #92 and #98 had
assessments completed
untimely as noted in the 2567.
Asof 1. |(p (Date of
compliance) the next
assessment for #3, #20, #22,
#30, #46, #60, #89, #92 and #98
will have assessments
completed timely per the RAl
guidelines.

Resident #46's assessments with
ARD’s of 2/16/16, 5/25/16 and
8/25/16 have been modified to
reflect refusal of the Flu Vaccine,

FORM CMB-2087(02-85) Previcus Varsions Obsolale Event ID:WBZZ11
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FORM APPROVED
CENTERS FOR M SERVICES OMB NQ, 0838-02381
BTATEMENT OF DEFICIENCIES || | (X1) PROVIDER/SUPPLIER/CLIA {X3) MULTIPLE CONSTRUCTION (%23) DATE BURVEY
AND PLAN OF CORRECTION E IDENTIFICATION NUMBER; A BUILDING GOMPLETED
i c
i 5as026 09/22/2018
NAME OF PRQVIDER OR SUPEILIER BTREEY ADDRESE, CITY, BTATE, 2IF GOOE
. 1651 BIG HORN AVE
SHERIDANMANOR | SHERIDAN, WY 62601
(%4} 1D SUMMARY BTATEMENT OF DEFICIENCIES PROVIDER'S FLAN OF CORREGTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREPFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATO! Y OR L8C IDENTIFYING INFORMATION) CROSY-REFERENCED TO THE APPROPRIATE DATE

i

DEFICIENCY)

F 278 | Continued From page 7

Acgording to page 215 of "Long-Term Care
Facllity Realdant Assaesment Instrument 3.0
Usar's Manus, Verslen 1.13" by the Centers of
Medizars and Madicald Services, the MDS
completion date (item Z0500B) can be ng later
then the 14th calandar day of the resident's
admisslon for gn admisslon assessment and no
later than the ARD plus 14 days for an annual
assesament. For a significant change
assazsmant, e completion date can be no later
than 14 days after the determination that a
elgnificant chlil ge occurrad, The following
concerna ware. dentlfiad;

1. Review of the admission MDS assessment,
with an asaasi ent refarence date (ARD) of
2/6/18, ravealed rasident #92 was admitted on
1/28/18. Furthir reviaw of section V showad the
RN certfflad tHe asseasment as being complete
on 2/22/186 (thg 26th day after admission).

2. Reviaw of t&% significant change MDS
assessment for realdent #98 revealed an ARD of
8/6/16. Review of section V showed the RN didn't
cartify the ansgssment as baing complete until
8/20/16 (24 d ‘Ts after tha ARD),

3. Reviaw of the significant change MDS
gesesemnent for resident #89 ravealed an ARD of
4/18118. Howaysr, the RN did net eartify the
asesasment 4% belng complete at seation V unti)
§/23/16 (38 days after the ARD).

4. Review of the sdmission MDS assessment,
with an ARD of 3/14/18, revealed resldant #18

was admitted ;%n 817118, Further review of aection

V showed theiRN cerlified the sssessment as

belng complete on 4/1/18 (the 26th day after
admlasion). 1

F 278 Resident #30’s assessment with

ARD of 8/12/16 has bken
madified to reflect repeipt of the
Pneumonia vaccine,

ldentification of Otheks:

Assessments will be completed
within the RAI guidelihes as of
. 2.1y and doing

forward.

A review of assessmehts
completed within the}last 30
days will be conductet to
determine if section ®0250
(02050A, 002508 and 00250C)
and section 00300 (O0300A and
003008) have been cpded
accurately to reflect resident Flu
and Pneumococcal Vdccinations.
Any assessments found to he

inaccurate will be mofified, |

FORM GM5-2857(02-00) Pravigua V%ulonl Obsolela
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CENTE Al ICAID ICES OMB N 8-0381
STATEMENT OF DEFiICiENCIEY (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A BUILEING COMPLETED
! c
i 535028 8. WiNG 0812212016
NAME OF PROVIDER DR BUEKLIER STREET ADDRESS, GITY, 8TATH, ZIP CODE o
| 1851 BIG HORN AVE
SHERIDANMANOR | SHERIDAN, WY 82001
o4 1D BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (X8)
PREFIX (EACH DEFIIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION S8HOULD RE COMPLETION
TAG REGULAT:% OR LSC IDENTIFYING INFORMATION) TAG OROSS-REFEREggE’gI‘;g ggﬁ APPROPRIATE DaTE
{
F 278 Continued Frofn paga 8 Fare, System Measures:
{
5. Review of the significant change MDS istri
assessment %msident #3 revealed an ARD of DDCM (D[Stl’ICt Director of Care
7122118, Reviéw of saction V showed the RN Management)/Designee will
didn't certify the assessment aa belng complete .
until 8/8/16 (17 deys after the ARD). educate the RCMD (Resident
6. Review of the significant change MDS Care Management Director) on
assessment for resldent #20 revealed an ARD of \ . e
7116/16. Howaver, tha RN didn't certify the assessment timeliness utilizing
assesament &8 balng complete at section V untll
8/8/18 (24 dayb after the ARD). the RAl manual chapter 2
7. Reviaw of te annual MDS assessmant references specifically on or
revealed an ARRD of 3/4/18 for rasldent #80. .
Review of sactlon V showed the MDS coordinator before _ | Lo | Lp ‘
ceriiflod the afeagsmeant as balng complete on
3128/16 (24 ua|&s from the ARD). DDCM/Designee will educate
1
8. Review of the significant change MDS RCMD on assessment
pasessment rgvealad an ARD of 11/17/16 for the . .
ragldant #22, Review of aection V showed the accuracy specifically section O
MDS coordingtor cartified the essessmant ag . .
baln;; complete on 12/7/15 (20 days from the with review of the RAI manual
ARD). :
L chapter 3 references on or
8. During an Interview on ©/21/16 at 2:50 PM the L.O
MDS coordin ior stated that atter she cartified an before | 12|
asseasmeézt & being camplege, it t had not baen
transmitted ydt, somatimes she wanl back into . , .
the assezsmdt to make changes. Bhe stated DON/Designee will review 3-4
that when she& goss back Inte the assessmant,
&e computer.re-elgns the assessment and uses MDS assessments per week to
at data. She' ckrowladged that the : P :
ass?‘samenta ore not completed timely based validate tlmely completion as
on the dates at gection V of 1he assessments, i
well as accuracy of sections
F 323 | 483.25(h) FREE OF ACCIDENT Fa23 el as Y
§8=0 | HAZARDS/SUPERVISION/DEVICES 00250 and 00300 for four
y |

FORM CMB-2587(02-00) Pravious ﬁnm Ohsalate

Evanl I0:WE2213
|
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iy PRINTED: 10/08/204
DEPARTMENT OF HEALTH AND HUMAN SERVICES PO A0er2019
CENTER RE EDICAIR SERVI OMB NO =0381
SYATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPFLIER/OLIA (X2) MULTIBLE CONSTRUCTION {X3) DATE BURVEY
AND FLAN OF CORRECTION | IDENTIFICATION NUMBER; A BUILOING COMPLETED
| c
| 336028 B, WING 09/22/2018
NAME OF PROVIDER OR SURPLIER 9TREET ADDRESS, CITY, GTATE, ZIF GODE
4851 BIG HORN AVE
SHERIDAN MANOR BHERIDAN, WY 82801
(64 10 SUMMARY STATEMENY OF DEFICIENCIES ) PROVIDER'S HLAN OF CORREGTION xg)
PHREFX (EACH DEFIZIENGY MUST BE PRECEDED BY FyLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LG IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TQ THE APPRUPRIATE DATE
| DEFICIENCY)
F 278 | Continued From page 8 R 278 weeks then monthly Ffor three TN (L,

assessmant {or resldent #3 ravealed an ARD of
7/22/16. Revigw of section V shawed the RN
didn't certify the assessment as baing complate
until 8/8/16 (17 days after tha ARD),

6. Ravlew of %ma signlficant change MDS months.

I i M 12
8. Review of {ha slgnifioant change MDS Monitor:
assassment for res|dent #20 revealed an ARD of
7/16118, How‘ ver, the RN didn't cartify the

aggessment g8 being complete at section V untll The fafnhty will aud

B/B/18 (24 da‘tf after the ARD). compliance through yeekly

7. Raview of fhe annual MDS assessment reviews of conducted )

revealed an FéRD of 3/4/18 for resl%egt #50. assessments. RCMII will report
Ravlew of gecilon V showad the MBS coardinator i
certlified the sgsessmant as balng camplets on results to the QAPI cb.mmlttee
3128116 (24 déys from the ARD). for tracking and trcn%ﬁmg. |
8. Review of e significant change MDS

a3sessmant tavesled an ARD of 11/17/15 for

resldent #22. Review of section V showed the Fa23 103elle
MDSE coordinator cartiflad the assessmant as

2?459) eempleip an 12/7/18 (20 days from tha The facllity Is committed tp ensure the

resident environment remgins as free of
8. During en Iftterviaw on 9/21/18 &t 2:50 PM he

. : el h
MDS coordingtor stated that aftar she ocertified an accident hazards as is posgible; and eac
assessment 3 being complata, It It hid not been resident recelves adequatp supervision
transmitted ye!, somatimas ahe went beck Inta

the assessment to make ahanges. 8ha stated and assistance davices to prevent

that when ahngom back Into the aseessment, actidents,

the computer e-signs ths assessment and uses

that date, She acknowledgad that tha

assessments \ere not completad timely based
on the dates at saction V of the assessments. Corrective Action:
F 323 |483.25(h) FREE OF ACCIDENT F 323
88=D | HAZARDS/S { ERVISION/DEVICES Resident #42 was discharged on 9/27/16

FORM OMS.2087(02.39) Prvisus Wralon Oheciee Eventi:waazy Facilly (D: w0026 If continuation ahesl Pags  of 18
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The faclllty mybt ensure that the resident
environment rgmains as fras of accident hazarde
asls posslbie;’w and each resident recelves
sdequate supervision and sasistance devicas to
pravent accldéhts.

This REQUIREMENT s not met as evidenced
by: :
Basad on obsérvalion, staff and resident
interviews, and madical record reviaw, the facllity
falled to snsurp residants were protactad from
aggressive beaviors exhiblted by 1 of 8 sample

The findings wara:

1, During a confidentiel group Interviaw an
8720118 at 1 PM, five of the ten resldants slatad
they were canberned about the wandering
bahavlor of resident #42.

2, Ravlew of the 8/10/16 admission MDS
assessment for rasident #42 showsd dlagnoses
that Included Ihtellactusl disablities, depragsion,
asthma, and whakness, Further review of the
assasament sfiowed the reeldent self-propalied
his/her wheelchalr Indepshdetitly, had mederate
cognitive Impsairment, and exhibited physical and
varbal behavidrs directad taward others.
Addltionally, thb review revealed the rasldant's
behavior put athers at significant risk tor physlcal

Injury, significatly Intruded on the privacy of
activities of others, and sighificently disruptad
care or tha liviig environmmant. Review of tha
reeldent’s caré plan, revisad 0/20/18, showad the
resident had t;tie polentlal to ba physioally

resldents (#42) who required behavier menitoring.

FORM CM-2667(02-08) Pravious w{mom Obsolgta Evant 1D:Wa2214

raciy, achleved.

FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OME NO. 0838-0381
BTATEMENT OF DEFICIENCIES " {X1) PROVIDER/SUPRLIER/CLIA (%2) MULTIPLE CONSTRUGTION {X8) DATE BURVEY
AN PLAN OF CORRECTION IDENTIRICATION NUMBER: A BUILDING COMPBLETED
’ c
., 525026 B. WING 09/22/2018
NAME OF FROVIDER OR sUPFIuER STREET ADDRESR, CITY, STATE, ZIP CODE
' 1881 BIG HORN AVE
A
SHERIDANMANOR SHERIDAN, WY 82801
(¢4 10 HUMMARY STATEMENT OF DEFICIENCIER D PROVIDER'S PLAN OF CORRECTION (¥8)
PREFIX (EACH DEFIC|ENCY MUST BE PRECEDER BY FULL PREFIX {EACH CORRECTIVE AGTION S8HOULD RE GOMPLETION
TAG REGULATORY|OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DAYE
b , DEFICIENCY)
. ; Others:
F 323 | Continuad Frdin page @ Faza| D OOt It (e

Nursing progress notes and behavior
monitoring sheets for the past 30 days
will be reviewed by the DON or designee
to Identify any residents with aggressive
behaviors. Any residents found to have
aggressive behavlors will be reviewed hy
the |DT for Individualized care plan
interventions. Effectlveness of
Interventions will be monltored weekly
during the Care Management Risk Review

meetings by the [DT.
Systemic Changes:

Lot

Nurses and IDT will receive educe::cion the
DON/designee regarding behavier
monitoring documentation includlng
listing madlcationd on the Behavior
Manltoring sheet, documentating
behaviors on the Behavior Monitoring
sheets, and using speclflc target
behavlors and Individualized
Interventions. The IDT will review
hehavior progress notes during the am
IDT meeting daily*THE'DON/Designee
wlili conduct weekly audits of Behavlor
Monitoring sheets weekly x 1 month thg
monthly until substantial compliance is
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FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEF!CIENGIEg {X1) PROVIDER/AUPPLIER/CLIA (X2) MULTIPLE CONBTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION | IDENTIFICATION NUMBER; A BUILDING . COMPLETED
h c
! 8350268 B, WING 09/22/2018
NAME OF PROVIDER OR SUFBLIER BTREET ADCREBS, CITY, STATE, ZIP CODE
1851 BIG HORN AVE
SHERIDAN MANOR SHERIDAN, WY 22804
(4] 1D SUMMARY BTATEMENT OF DEFIGIENGIES b PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROB8-REFERENCED TO THE APPROPRIATE DATE
; j DEFICIENCY)
F 323 | Continued From page 10 F323] Monitering: [H A !‘o
aggressive. Flrther reviaw reveaied the following

approaches for thie problerm: "The triggers for
physical aggréssion was being misunderstood:
anglyze and document times of day, placee,
circumstances, iriggers, and what de-escalates
behavlor; adniinister medications ea ordered; and
intervene befdre agitation escalates.” The
following concerns ware Identified:

a. Raview of August and September 2018
Incldents and|nurse progress notes revealad the
resldent hit and/or kicked and bruled othar
residents on §/7/16, B/10/16, and 8/11/16, and 2
times on 813418

b. Review of tha nurse's progress notes,
dated 8/15/16, revealed the resident continued to
go Into other fesldents' rooms, had confrantations
with other reskients, and "when told not to do
something, has a tendency to hit or kiek."

¢. Review pf the nurse's progress nole, dated
9/6/16 revealed the resident had been staaling
food from other resident raome. The resident
became agitaled when asked to Jsave, yelled and
attemptad to bit staff membars.

d. Intarview with RN #1 on 8/21/16 &t 3 PM
revaaled the rgsldent wandered In and out of
other resident rooms. She stated the resldent
usually hit and:kicked other residents when the

other resldents told him/her ta lsave or stop
taking their pgsseseione, The RN stated sta® had
J

successfully decreased the Incidents by providing
diversional actlvities for the resident but phyelcal
apgression toyards other resldents continuad to
be & problem.The RN further stated when staff
saw the resideént entering othar resident rooms
they intervenad, but staff were not always present
when the resident exhibited this behavior,

8. Intervigw with rasident #41 on 9/21/18 at
4:20 PM revesjad residant #42 hit resldent #41 on
8/20/18 during|the night. Observatian at that time

The QAPI will evaluate the éffectiveness
of the systemic changes based on
additlonal interventlons as heeded to
ensure compllance then regssess the
need for continued monitoting based on
compllance until resolved.

FORM CM8.2507(02-89) Previous \srslans Obsolale Bvent (D: WBZ211

Faglity iD: Woo2e If continuation sheet Paga 11 of 18




@036/043

- e R Y

om o — rhrme—— " = -

10/21/2016 FRI 11:56 FaAX
4
k
i
[l

PRINTED: 10/08/2018

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
ENTERS FOR MEDICARE & SERVICES QMB NO. 09:38-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/BLIFPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND FLAN OF CORREGTION | IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
! 83s02¢ 8. WiNa 09/22/2048
NAME OF PROVIDER GR GURPLIER BTREEY ADDRESS, CITY, STATE, ZIP CODE
1851 BIG HORN AVE
SHERIDAN MANOR SHERIDAN, WY 82601
(%4} ID SUM Y STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (ﬂn
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
REGULATORY OR LSC [DENTIFYING INFORMATICIN) TAG CRO&S-REFERENCED TO THE APPROPRIATE DATE
; DEFICIEZNTY)
f Fa29
F 323 | Continued Fram page 11 F 323 I 2
revealed a nigal slzed brulse on his/her arm that Higo s
the resident gtated eccurred when resident #42 The facility is committed tolensure each
hit him/her, resident’s drug regiment mst be frea
{. Parlodl¢| observations of tha residant on
9/20/16 and 9/21/18 revealad the resident from unnecessary drugs. An unnecessary
wandared thr ugho;ﬂ the facllity independently drug is any drug when used in excessive
withaut staff slpsrvieion or monttoring. : :
9. Intervidly with the DON on 9/21/16 at 4:30 dose (Including duplicate tHerapy); or for
PM revealed &taff had tried various diversional exceasslve duration; or with put adequate
ectivitles and redirected tha rasident when mo ing- ;
necessary. Shie further stated the resident had nltoring; or without adequate adverse
Improved. Howaver, the DON did not provide consequences which Indicate the dose
evidence of iterventiona for ensuring other should be ; . ,
resldents would not continue to be Injurad by redluced or discoptinued; o
resident #42's| bahavlor, any combinations of the regsons abova.
F 329 | 483,25()) DRUG REGIMEN IS FREE FROM F 328

58D | UNNECESSA

L

Y DRUGS Corrective Actlon:

E&ch res!deni‘s drup regiman must be free from

unnecessary druge. An unneceseary drug Is sny Resident #42 was dischargeld on 9/27/16.
drug when ugsad In excessive dose (Including
duplicate therapy); or for excassive duration; or 1D of Others:

without adeqdate monitoring; or without adequata

indications foriits use; or In the presence of . ol
adverss congequences which Indicate the dose An audit of Bahavior Monitpring Sheets
should be recuced or diseontinued; or any for the past 30 days wil be conducted by

combinations pf tha reasons above,
P the DON or designee behavfior sheets will

Based on a chprehenslve asssaament of a | ) ,
resident, the facliity must ensure that residents T "_'
who have not used antipaychotic drugis are nol be updated to include medications and
glven these drugs unlese antipsychotic dru

therapy 'n nacassary to treets apacifie congltlon specific target behaviors and
as dlagnosed end documented in the clinical individuallzed interventians,
record; and ragldents who use antipsychotic
drugs recelve gradual dess reductions, and .
bahavioral Infarventions, unless clinfcally \ § PN I(/
contralndlcatlé . In &n effort to discontinue these

L
FORM CM83-2887(02.08) Pravious ‘Uaru(unl Obaslute Event [D:WR2Z11 Fadlilty (D: WyD028
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c
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NAME OF PROVIDER OR SURPLIER HTREET ADDRESS, CITY, BTATE, ZIP CODE
ANMANOR ' 1851 BIG HORN AvE
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{4y ID BUMMARY STATEMENT OF DEFICIENGIES 0 FROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFIEIENGY MUBT BE PREGEDED BY FULL PREF(X {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
"a REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
:, DEFICIENCY)
F 328| Continued From page 12 F 320
druge.

i
H

i

This REQUIQEMENT I8 nat mat as avidenced
by i

Based on medical record reviaw and staff
Interview, the facility falled to provide the
medication and behavior monitoring nesded to
ensure medication ragimens were free of
unneceesary drugs for 1 of 18 eample residents
(#42). The ﬂna;filnge were:

Review of thel 8/16/18 admission MDS
assessment for resident #42 showed diagnoses
that Included Intellectual disabillties, depreesion,
asthma, and weakness. Review of the
asgessment showed tha resident self-propelled
histher wheslchair Independently, had moderats
cognitive Impgirment, and exhibited physical and
verbel behaviprs directed toward others. Further
raviaw ravea!?d the resldent's bahavior put others
at significant risk for physical Injury, significantly
intruded on the privacy or activities of others, and
significantly disrupted care or the living
anvironment. This reviaw aiso showed the
resident recelvad dally deses of an antipsychatic
rmedication. Revlew of the care plan, revised
8/20/18, showed the resident had the potantial to
be physleally aggressive, Further review revealsd
approschee fgr thig problem Included the
tollowing. “The triggers for physical eggreasion
was belng mi$understood; analyze and documant
tmes of day, places, circumstances, triggars, and
what de-escalates behavior: administar
medication a vordered, and intervene before
agitation escalatas." Review of the August and

FORM GME-20887(03-08) Pravious \fmm Obscieid Event [D:WB2211 Pacilty ID: WgDZ8
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September 2016 medication administration
records showed Latuda 20 milligrams (my) (an
antipsychotic medication) was ordered on 8/4/16,
Olanzapine 6/mg, (an antipsychatic medication)
two imes & day as neaded was ordersd on 8/3/16
for psychoslsi &nd Sartraline 50 mg, (an
antidepressanit medication) daily was ordaered on
8/3/18 for deprssslon, The following cancems
were ldantified during review of the facillty's
system for monitoring and Identifying
unnecessary madications for resident #42:

8. Tha sectlon for madications was blank
ontha Augusgzmﬁ behavior monthly flaw sheet.
Further review of tha documentation showad the
targeted behaviors ware kicking and striking
out/hitting. Actording to this hehavior manthly
flow shaat thi’l identifiad behavlers occutred on
8/7/16 and 8/12/16. Howaver, ravisw of the
August end Shptembar 2018 incldent log and
nuraes' progress notes, shawad the rasident
kicked and hif other residents on 8/7/16, 8/10/1 8,
811116, and 8/13/18.

b. Revisw of the September 2018
behavior manthly flow sheet showsd the
madications affecting bahavior were Latuda,
Olanzapine, apd Sertraline and tha targetad
behaviors were mood changes, halluginations
and anxisty. O%evlew of the Septembar 2018
nurse's notos showed the resident did not have
eplsodes of htlluclnatlons or anxiety, but
exhlbited wandaring, hitting and kicking hehaviors
that had not been Included on the bahaviar
monthly flow sheat.

c. Interv!pw on B/21/16 at 5:30 PM DON
verified the S 3ptember 2016 behavior manthly
flow shest dldé)not include manitoring for kicking

and hitting behaviors that had been observed by
Elaff,

FORM APPROVED
Q 0. 0835-0381
STATEMENT OF DEFIGIENCIE (X1) PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X2) DATE BURVEY
AND PLAN OF DORRECTION ! IDENTIFICATION NUMBER: A BUILDING COMPLETED
: c
. 535028 0. WING 08/22/2018
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, BTATE, ZIP GODE
[ 1861 BIG HORN AVE
SHERIDAN MANOR - SHERIDAN, WY 82801
(x4} 10 SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORREGTION (x8)
PREPFIX (EACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAQ REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CRO8E-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
: Systemic Changes:
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F 32¢ y (Y,
Nurses and IDT will receive edycation the
DON/designee regarding hehavior
monitoring documentation including
isting medications on the Behavior
Monitoring sheet, documentating
behaviors on the Behavior Menitoring
sheets, and using specific target
behaviors and individualized
interventlons. The IDT will review A
behavior progress notes during the am
IDnghmfiﬁnggHy. The DON/Designee
will conduct weekly audlits of Behavior
Monitoring sheets weekly x 1 month then
monthly until substantial compliance Is
achleved,

Montltoring: N G

The QAPI will evaluate the effectiveness
of the systemic changes based on
additional Interventlons as needed to
ensure compliance then reassess the
need for continued monjtoring based on
campliance untll resolved.
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4 10 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 8
PREFIY (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ASTION BHOULD BE COMPLETION
TAG REGULATOQYOR LBC IDENTIFYING INFORMATION) TAG caos&REFEREgEcggéﬁ c'r‘r;t‘s APPROPRIATE DATE
; Serve -
. F371 Food Procure, Store/Prepare/
F 371| Continued Fn'ibm page 14 Far1 sanitar M2 \s
F 371 | 483.35()) FOOD PROCURE, F 371 ¥

S8=g | STORE/PREPARE/SERVE - SANITARY

Tha facliity mist -
(1) Procurs food from sources approved or

The facility ls committed to (1) procure food
from sources approved or consldered

i by Federal, State or local
conslderad aatiasfactary by Federal, State or Iocal Satlsfac'tory y i
authorities; and authoritles; and (2) Store, prepare, .
(2) Store, prapare, distribute and serve food distribute and serve food under sanitary
et 33““5!'9 condions conditions.
Corrective Action: 1, au LQ

The undated thawad nutrltional

Th.la REQUIREEMENT I not met as evidenced supplements on Chapel, Deer Lane, and

Basad on observation and staff Interviaw, the Courtyard unlts were disposed of I
facllity fallad to ensure nutritional supplemants immediately when identified. The wa

w?rle labged] Ilhh§h: :naw datf In30f4 mounted fan In each of the dish rooms and
refrigerators in which the supplements ware ) leaned.
stored. In addiion, the faclllly falled to ensure pipe for the sprinkler system were clea
equipment was maintalned In a sanitary The 2 cracked plastle pitchers were
anvironment In 1 of 1 kitchens and fallad to laced. The brown

ensure 1 of 8 Jefﬂqerstora ware maintained In a removed and repla he Courtyard Uni
sanltary manrier. The findings wers: substance spllled in the Courty

refrigerator was cleaned.
1. Observatior on 9/21/18 from 3 PM untll 3:15

PM revealed thawaed nutritional supplements ware

stored In the r frlgeratorfs o‘r} the Chapel, Denar ID of Others: o fb
Lane, and Coyrtyard units. The supplements : i

ware not Ieballlctiyw!th tha thaw clatgfJ Review of An audit of resident refrigerators was

the instructionk on the supplemant ravealed the completed by the dietary manager and any

product was good for 14 days after thawlng.

During an inteiview on 8/22/18 at 8:50 AM the
distary manager confirmed the supplemants
should have bpen labeled with the thaw date and
stated he had new ataff working In the
department. |
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i C
' 538028 8. WiNg 098/22/2016
NAME OF PROVIDER OR SURLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
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41D . SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORREGTION ()
PREFIX (EAGH DEFRNENCY MUST BE PREQEDED BY FULL PREFIX (EACH CORRECTIVE ACTION RHQULD BE COMPLETION
TAR REGULATORY OR LEC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
F 371 | Continued Frdm page 14 F 37 undated food items were removed and any iy 3. [{0
F 371 | 489,35(0) FO4D PROGURE, F 3 splils cleaned. An audit of food containers
8g=E | STORE/PREFARE/SERVE « SANITARY was completed by the dietary manager and
The facilty mils! - any cracked containers were replaced. An
(1) Procure fod from sources approved or audit of surfaces of vents and pipes and
con;ld;rad salisfactory by Fadaral, State or local ladges was completed by the dletary
authorities; a - free of
(2) Store, pregare, distribute and serve food manager to ensure surfaces were _
under senitarficondltione dust. Any areas found to have dust were
cleaned.
Systemlc Changes: ths \L
This REQUIREEMENT 15 not met as evidencad The NHA/Designee will educate the dietary
by: | manager regarding the removal of cracked
Based on abservation and steff interview, the talners, removal of dust
facllity falled 1' ensure nutritional supplaments food mrage, een ' dled The
were {gbaled with the thaw date in 3 of 4 from fans, pipes, vents and ledges.
rafrigerators Ig which the supplemants wera RD/designee will educate the dietary
stored. In addition, the facillty failed o snsurs f rding dating thawed
equlpmentw maintalhed In a sanltary ma"a.ger and steff regarding /3 i
environment I 1 of 1 kitehens and falled ta food items. The dletary manager/designee
anayre 1of 6 frlgerators werg maintainad In a will complete audits three times weekly of
sanltary manner. The findings ware: refrigerators on nursing units to ensure
1, Observatiog on 8/21/16 from 3 PM untl) 3:15 thawed food items are dated and they are
PM revealed (hawed nutritional supplements were free of spills. The DM/Deslgnee will
stored In the rafrigerators on the Ghapel D ‘
Lane, and Ca itygard unrlta?The Bup(?lggn'an?ser educate the dietary staff regarding the
were not label#d with the thaw dale. Review of cleaning schedule. A weekly audit tool wil
the Instruction on the supplamant revealed the be completed by the NHA/designee to
product was gbod for 14 dayg after thawing.
During an Inte [view on 8/22/16 at 8:50 AM the
diatary managhr canfirmed the aupplements
should have tken labelad with the thaw date and
stated he hadihew staff warking In the
depariment,
FORM CMS.2567(02-85) Provious \fgh-.lam Otuoisle Event ID:wa2211
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NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE -
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{X4) 1D 8ul 'Y BTATEMENT OF DEFICIENCIES [*] PROVIDER'S PLAN OF CORREGTION (%8)
PREFIX {EACH DEFKSIENCY MUBT BE PRECEDED BY FULL PREHIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG GROBS-REFERENGED TO THE APPROPRIATE UATE
i DEFICIENGY)
! nsure pipes, vents and ledges are free of
F 371 | Continued From page 15 F a7 :u; pip
2. Obeervation on 8/18/16 at 4:38 PM and again . (1]
on B/21/18 at10:16 AM revaaled the facillty had a Manitoring: b2 {(
wall-mounted|fan In each of the two dish machine . , ‘
rooms. The fane wars visibly dusty and dirty and The Dletary Manager or designee will repor
were operatidnal during the abservations. The the results of the dletary audits to the QAPI
fans wera bl ) Ing alr towards clean dishes. Committee monthly far tracking and
According to Food Gode 2013, U.S. Public Health trending. The QAPI Committee will
Sarvica: 4—6%’ 11 "(C) Nonfoad-contact surfaces evaluate the effectiveness of the plan based
of equipmentishall be kept free of an .
accumulationof duet, dirt, food residue, and other on trends [dentified .and Implement
debris,” additional Interventions as needed to
. ensure compliance monthly for 3 months and
3. Obsarvatiah of the main kitchen on 8/18/18 at inued monltoring
4:36 PM and |agsin on 9/22/18 at 8:45 AM then reassess the need for cantinue
revealad the pverhead plpe for the fire sprinkler based an compliance.
systam had vjslble dust and dirt on It. The pipe
was jocated gbove two meal prep tablas,
According to Foed Cade 2013, U.S. Public Health
Service: 4-601.11 "(C) Nonfood-contact surfaces
of equipmentjshall be kept free of an
accumulation of dust, dirt, feed residue, and other
debrls." ]
4. Observation In the kitohen on 8/21/16 at 10:15
AM ravealed two plastlc bevarage pitchers on 8
shelf which wiare worn with vislble crackling,
crealing a suiface that could not ba affectively
cleaned. During an Intetview on §/22/18 at 6:60
AM the dletaty manager confirmad the two
pitchers should be replaced.
Accarding to Food Code 2013, U.S. Public Health
Bervice: 4-201.11 "EQUIPMENT and UTENSILS
shall be deslgned and constructed to be durable
and to retaln thelr characteristic qualitles under
normal use condltions.
FORM CMB-2387(02-44) Frevious Verslons Obenlala Evanl ID: WB2211 Faqiny 1D; Wyaoas
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F 371 | Continued Fr?m page 16 F a7y F465 .
Safe/Functional/Sanitary/Comfortable I ‘o
6 Observau?j\ on 8/20/16 at 5 PM and agsin on Environment
8/21/18 at 3 FM in the Courtyard unh revealad the
Inglde door ofithe refrigarator had a apill of a The facillty | )
brown substace that etarted on the 2nd shelf e Tacility is committed to providing a
and drlppedq n fo the 3rd shalf, safe, functional, sanltary, and
During an Interview on 8/22/16 at 8:50 AM the comfortable enviranment for residents,
dietary manager stated he thought nursing was staff and the public,
responsible far cleaning the unit refrigerators, but
stated that nursing would probebly say It was the )
responsioilty of cletary staff Carrective Actlon: (.21,
According to ¥ood Cade 2013, U.S. Public Heelth The two wall vents and the overhead

Service: 4-601.11 "(A) Equlpment food-cantact : . . L
surfacas and utensils shall be clean to sight and pipe for the fire sprinkler system in the

touch...(C) Ndnfood-eontact surfaces of hallway between the maln kitchen and
squipment ehall be kept frea of an accurnulation the dish machine rooms and the

of dust, dirt, food residue, and other debrla.”
F 485 | 483.70(h) F 48 horlzontal surface of the Ecolab

$8=D ggﬁf#gﬁ [IONAL/SANITARY/COMFORTABL monltoring station were cleaned, The
; chipped and peeling area around the
The factity mpst provids & safe, functional, window in the main ki
sanltary, and torfertable enviranmant for iy n Kitchen ws?s
residants, stal and the publlc. repainted. The 3 cracked tiles in front of
the back exit door of the dry storage
This REQUIREMENT |s not met as evidenced room were replaced along with the area
by: of missing tile In front of the w
Basad on cbﬂewnﬂon and staff interview, the freezer. The4 k \ alkin
facllity falled £ maintain the kitchen and kitehen - 'he & cracked tiles in front of
aress ing sa lltary manner. The findings wara: the walk in freezer were replaced, The
1. Observatiuts In the kitchen area on 6/18/18 at area around the drain in the flaor In the
4:38 PNé a;d‘ ?ln on 9/22/16 st 8,45 AM area of the walk In freezer was cleaned
revealsd the following concerns: ;
a. The hallway between the main itchen and and the tles replaced. Wiy
!i ID f L
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(¥4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'E PLAN OF CORRECGTION ()
PREFIX (EACH DEFIRIENCY MUBT BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAQ REGULATOKY OR LBC IDENTIFYING INFORMATION) tAG CROBS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
The NHA and Maintena i
nce Director wil
F 465 | Continued Friim page 17 F 485 will

the dish macijine rooms had two wall vents and
an overhead plpa for the fire sprinkier systam
which were viibly dusty, In additlon, the
horlzantal suffecas of mounted jtems (Ecolab
monitoring at&tlon, ledge where clipboards ware
hanging) In the hallway ware visibly dusty.

b. The peint was chipped and peeling around

Bn area of m i ging tlle which messured 11 inches
by 1 Inch. In front of the walk-In fraszer and
refrigarator, thare ware 4 tiles which were
cracked. (r'addition, there was misalng tlle
eround the d i;‘= In tha floor and In an area in
front of the wglk-ins which measured 2 Inches by
6 feel. The afza of missing tlle was visibly dirty.
2. Durlng an | terview on 8/22/16 at 8:50 AM the
dietary mangger acknowledged the findings. He
stated the mdintanenca suparvisor was aware of
the paint arolind the window and the floor In the

dry storaga nhom.

3.0n 9/2211 at 9,30 AM the malstanance
sUpetvisor stated the palnt atound the windows

and the flvonin the dry storege room was golng to

complete an audit of facility before date
of compliance to identify any areas that
are not safe, functional, sanltary or
comfortable. Actions will be taken as
needed for any Identified concerns.

Systemle Changes: e b

The Dietary Manager will be educated by
NHA or designee on maintalning a safe,
functional, sanitary and comfortable
environment in non- food service areas of
the dietary department,

The Dietary Manager will educate djet
staff on maintaining a safe, functional,
sanitary and comfortable envirecnment in
non-food service areas of kitchen and
pracess for reporting concerns,

The Dletary Manager will complete an
audlt of kitchen weekly to identify

Y2,

|
il
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be fixed, butistated she did rat have a written AL
timatable forthe repalrs, tancerns r/t santtary conditions, -y
Corrective actlons will be taken as
needed for identified concerns,
Pacillty 10: Wyno2e i aontinuatlon sheat Pags 18 of 18
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F 465 | Continued From page 17 Fdge| Monitoring o1,
the dish machline roome had twe wall vanta and . "
an overhead bipe for the fire sprinkler systam The Dietary Manager or designee w
which were viglbly dusty. In addition, the f kitchen audits to the
horizontal susfaces of mounted tems (Ecolab report results o for trackin
monltoring st ; tlon, ledge where clipboards were QAP! Comtnlittee monthly for tra B‘
hanging) in the hallway were visibly dusty, and trending. The QAPI Committee will
b. The paint was chipped and pesling around o ,
tha windaw Irj the main kitchen, which created a
surface that gould not ba effactivaly claanad. '
¢. Tha fidsr In the dry storage room consistad evaluate the effectiveness of the plan 1] b
of 12 inch by|12 Inch tiles. Thraa tles in front of based on trends identified and
the back exitidoor ware cracked, and thare was -
an area of miasing tila which measured 11 inches Implement additional Interventions as
by 1 inch. In front of the walk-in freezer and needed to ensure compliance monthly
refrigerator, there were 4 tllas which were
cracked. In afidition, there was missing tie for 3 months and then reassess the need
around the draln In tha floor and In an grea In for continued monitoring based on
front of the walk-ins which measured 2 Inches by compliance
g fael. The afea of missing tile was visibly dirty, )
2. During an B terview on 8/22/18 at 8:50 AM the
dintary managyer acknowledged the findings. He
statad the maintenance supervisor was aware of
the paint arognd the window and the floor in the
dry storage rpom.
3. On B/22/1¢ at 8:30 AM the maintsnance
supervisor stated the paint around the windows
and the floorin the dry siorage room wae goling to
ba fixed, but stated she did not have a writtan
timetable farjthe repairs.
Evant I0:WB221¢ Paclity 1D: WY0029
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