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F 00O | INITIAL COMMENTS F 000
Arecertification survey was conducted by Preparation and execution of this ,
Health¢are Licensing and Surveys on 7/24/17 response and plan of correction does not
through 7/27/17 at Westview Healthcare Center constitute an admission or agreement by '
located In Sheridan, WY. Also reviewed In the | the provider of the truth of the facts
course of the survey were complzint Intakes alleged or conclusions set forth in the |
WY000.°2373 and WY00002415. statement of deficiencies. The planof !
" ' ' correction is prepared and/or executed
The following common abbreviations are used solely becaus% itp is required by the
{ throughout this document: ~ provisions of the state and federal law,
N : ' 3 llegation that the
CNA:  Certifid Nursa Alde Far the purposes of any allegation e
DON: Director of Nursing facility is not in substantial compliance
MDS; Minimum Data Set S with federal requirements of participation,
RN:  Reglstered Nurse this response and plan of correction
. ) constitutes the facility’s allegatmn of
Less commonly used abbreviations will be compliance In accordance with the State
annotated n each deficlercy.. Operations Manual
F 187 | 483.10(p)(10)(1)(11) RIGHT TO SURVEY F 187
55=0 | RESULTS - READILY ACCESSIBLE 167
(g)(10) Tha resldent has the right to- ' 1. The survey bool was updated with a
: < . statement reading "survey results
(I} Examine the results of the most recent survey are avallable for three years upon
of the facliity conducted by Fedaral or State request”
gurveyors and any plan of correction in affect with 5. Executive Director wili aud!t the
respect to the faclity;. and survey book monthly for three
' : months to ensure statement Is
(g)(11) The facillty muet-- - | | attached and visible to the publlc,
(I) Post In a place readlly accessible to residents, 3. Resldent councll will be educated
and family members and legal reprasentatives of regarding the avallabllity of the
resldents, the results of the most recent survey of survey resuits, A posting will he
the faciify. placed at reception desk to notlify
() Have réports with résp'éét to any surveys familles, residents, and visitors of
Hav aspe . . )
certifications, and complalnt Investigations made the avallablity of survey results
respacting the facliity during the 3 preceding
[ABORATORY DIRECTOR'S OR PROVIDER/BUPPLIER REPREBENTATIVE'S SIGNATURE TITLE {X8) DATE

£y oeukiveNice ofor Qolo-17

An;daﬂclan?staw'mem snding with an asterisk (*) denates & deflclancy which the Inslitutlon may ba excused from correcting providing it la determinad tha

other safegudrds provide suffiolant proteclion to the patienta. (Ses Instruations.) Except for nursing homee, the findings stated &bove ara diaciosable BO days
following.the_date of aurvay whether or not a plan of correction i8 provided, For nuraing homas, the abova findings and plens of carragtion ara disclosable 14

days fallowing the date thesa documents are made avallable ta the faclity, If deflclencles are cltad, en approved plan of correction [ requlsite to continusd
program participation, - - R
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DEFICIENCY)
F 187 Continued From page 1 F 167
years, and any plan of correction In affect with 4, Results of these audits complated by
respect to the fallity, avallable for any Individual the Executlve Director will be
lo review upon request and reviewed at the Performance
. improvement meetings monthly for
(1} Post notice of the avaliabulty of suoh reports In .
areas of the faclllty that are prominent and three |:"°"th; orbuntl! substantlal |
secessible to the publla. compliance has been met.
i Performance improvement meetlngs
(Iv) The facitity shall not make avallable ldentifying i conslstent of at a minimum the
information about camplainants or realdents. Executlve Director, Director of
This REQUIREMENT s not met as evidenced Nursing, and Medieal Director, and .
by: additlonal staff as needed, The
foaer ol 1o e & novce ndcatog the. Performance improvement
a0 ’
avallabliity of surveys for the preceding 3 years ‘ GDmmltttee lcii?n;lﬂes |llssues, with :
was posted es required, The resident census was respect to which quality assessmen
70. The findings were: and assurance actlvitles are
necessary and develops and
Observation on 7/24/17 at 5:30 PM showed the - implements appropriate plans of q ) l _,\ "'I QS
results from surveys completed in 2015 and 2016 i actlon ta correct identifled quallty
were avaliable in a binder on an end table in the deflciencles.
main entrence to the facllity. Further abservation
showed there wag no notice posted to let F176
indlviduals know surveys from the preceding 3 1 inhal i diatel d
years were avallable for review upon request. + Inhaler was immedlately remove
Interview on 7/27/17 at 8 AM with the from resldent #56 walker until a
adminlstrator revealed she was unsware of this medlcation self-adminlstration
requirement. assessment could be completed. A
F 176 | 483.10(c)(7) RESIDENT SELF-ADMINISTER F178 medication self-administration
§s=0 | PRUGS |F DEEMED SAFE ' assassment was completed on
| August 14" 2017 for resident #56,
(6)(7) The right to self-adminlster medications If 2. . All residents who have medications
the Interdisclplinary team, ae defined by " at bedside are at risk of not having a;
§483.21(b)(2)(Il), has determined that this : f.adrministrat] '
practice Is clinically sppropriate. medication self-administration
This REQUIREMENT s not met as evidenced assessment completed.
by: :
Basad on medical record review, obssarvation,
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NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESE, OITY, BTATE, ZIP CODE .
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(%) 1D BUMMARY STATEMENT OF DEFICIENGIES | " PROVIDER'S PLAN OF CORRECTION g
PREFIX ,(gACH DEFICIENCY MUBT BE PRECEDED BY FULL (EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) CROSS-REFEREgggc “ng g%s 'APPROPRIATE DATE
3. DON or designee wil educate !
F 176 | Continued From page 2 F 176 nurses regarding the Importance of
anhd resident and staff Intarview, the facliity falled completing a medication self-
to ensure resldants who self-adminlatered adminlstration assessment for all
medicatlons were eafs to do sa for 1 of 1 sample residents that request to have
residents (#58) who self-administered medications at thelr bedside.
medicatione. The findinga were: Education will be provided to all ;
Medical record review showed resldent #58 had residents and famllles as well as
dlagnoses which Included anxiety disorder, newly admitted resldents and i
depreaslon, and chronia obstructive pulmonary familles regarding the need for the
disease. The review ghowed the resldent had & self-adminlstration assessment if |
4/11/14 physiclan order for 8 Comblvent medlcatlons are requested at the
Resptmat Inhaler (Ipratroplum end bedslde.
Albuterol-brenchodilstors) to be Inhaled with 2 4. A100% audit will be completed by
puffs 4 imes & %ay Sg ndeaded. The following DON or designee to ensure all
concerns were ldentified: )
a. Observatlon of and Interview with the residents wha have medicatlons
regldent on 7/25/17 at 2:06 PM revesled that s/he kept at thelr bedside have the
kept tha Inhater at all times "In case | need i, appropriate self-aciministration
which s not often." Further medicet record review assessment complete and are
showsd the resident had not been assaessed 1o educated. A random monthly audit, :
determine If 8/he was aafe to self-adminlster Including those residents who have
medieations. ;
b. Interview with the DON on 7/27/17 at 12 ‘v’v‘fﬁ';:?n‘:"‘;:g:‘;t;d;%;’mfaf";'r"v
PM confirmed the faclilty falled to assess the 1 p y
rasident for safety n regard to self-administration three months to determine If they
of medications, and slso confirmed resident #56 have medication kept at the bedside
possessed the Inhaler at all times. and an appropriate self-
F 226 | 483,12(a)(3)(4)(c)(1)-(4) INVESTIGATE/REPORT F 226 adminlstration assessmeant has been
85=0 | ALLEGATIONS/INRDIVIDUALS x completed.
5. Results of these audits completed by
483.12(a) The facllity must _the DON will be revlewed during the
(3) Not employ or otherwise engage Indlviduals Performance Improvement meetings (-] 17
who- monthly for three months or untll
) the committee Is able to determine
(1) Have been found gullty of abuse, neglect, the process In place Is effectlive.
| exploitation, misappropriation of propery, or
mistraatment by a court of law;
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(X4) 10 SUMMARY GTATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION %)
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225 |
F 226 | Continued From page 3 F22b 1. Resldent #73 no longer resides In the
factlity
S\”& r::‘;eldgariglsﬂt?siggnigtr%gg g‘;aégag;f:ct . 2. Any resident involved In allegations
exploitation, mistreatment of residents or f:;;f;:;ii::::;:gﬁifé ggil::taz |
misapproprietion of thelr property; or at risk of staff and adminlstration [!
(ili) Have a discipiinary actlon In effect agalnst his falling to report the incident to !
or her professional llnense by a stata licensure appropriate agencles within 2 hours|
body as a result of a finding of abuse, neglect, per federal requirements.
exploltation, mistreatment of residents or 3. Executive Director will educate all !
misappropriation of resident property. ! staff regarding timeliness for !
4) Report to tha State nurse alde reglstry or reporting any allegation of staff to
flc)anstﬁg authorlties any knowledpe It has of } resident abuse/ neglect as well as |
actions by a court of law against an amployes, reporting any resident to resident
which would Indicate unfitness for service as a altercations to Executlve Director, |
nurse alde or other facility staff. Director of Nursing and/or Soclal
Service Director, Report should be
(€) In responee to allegations of abuse, naglect, submitted no later than 2 hours
exploltation, or mistreatment, the facility must: upon knowledge of Incldent per
(1) Ensura that all alleged violations Involving ~ Federal requirements.
abuse, neglect, exploitation or mistreatment, 4, Executive Director will lmpl?ment
Including Injurles of unknown source and check list for all allegations including
misappropriation of rasldent property, are . resident to resident altercations
reported Immediately, but not later than 2 houre which will be completed upon
after tht% a“?lgﬂ""t’l" ‘BI maf& 'fghe avents "“t%‘ Initlation of Investigation, This wil
causa the allegation Involve abuee or rasult in
sarlous bodllyglnjury. or not later than 24 hours If e“g“”e p{ oper r:otlﬂcatlon to State
the events that cause the allegation do not Involve and jocal agencies. X
abuse and do not result In serlous bodlly Injury, to 5, Investlgatlor\s completed by the
the administrator of the facllity and to other Executlve Director will be discussed
offlclals (Including to the State Survey Agency and monthly at eur Performance ,.]
adult protectlve asrvices where state law provides Improvement meetings for three 0] l v ] \t{
for jurisdiction in long-term care facliities) In months or untll the commlttee Is
accordance with State law through established able to determine the process In
procedures. place s effective.
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(X4) ID
BREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

CROSS-REFERENCED TQ THE AFPROFR
DEFICIENGY)

X8
(EACH CORRECTIVE ACTION SHOULD BE GOM;P:TE’HON
E

IATE

F 225

Continued From page 4

(2) Have evidence that all alleged viclatione are
thoroughly investigated.

(3) Pravent further potential abuee, neglect,
exploitation, or mistreatment while the
investigation Js In progress.

(4) Report the results of all invastigations to the
administrator or his or her designated
rapresentative and to other officlals In accordance
with State law, Including to the State Survey
Agency, within 5 working days of the incident, and
if the alleged violatlon is verified appropriate
corrective actlon must be taken,

This REQUIREMENT s not met & evidenced
by:
Based on review of faclity Investigation
documantation, staff Intarview, and review of
policles and procedures, the facliity falled to
report an allagation of abuse to the State Survey
Agency no later than 2 hours for 1 of 3 allegations
(Involving resldent #73) reviswed. The findings
were:

1. Review of facility Investigation documentation
revealed an allegation of verbal/mental abuse
invalving resident #73 occurred on 3/8/17 but was
not reported to a facllity supervisar untll 3/13/17 at
& PM, and wag not raperied fo the State Survey
Agency until 3/14/17 at 11 AM (6 days).

2. During an Inferview on 7/27/17 11:08 AM, the
DON revealed she was not aware of the 2 hour
reporting timeframe for allegations Involving
sbuse, and confirmed the facility falled to repor
the allegation of abuse to the Stata Survey
Agency na later than the 2 hours,

3. Review of the facilty's policy "Reperting

F 225
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F 225 | Continued From page 6 F 225

Allsged Abuse" (Ravised 2/7/17) showsd
"...Facllities must ensure that all allegad violations
Involving abuse, neglect, exploltation or
mistraatment, inciuding Injurles of unknown
source and migappropriation of resident property,
ars raportad immediately, but not (ater than 2
hours after the allegation is made, If the events
that cause the allegation Involve abuge or result
In serlous bodlly Injury..."

F 2781 4B3.20(g)-{)) ASSESSMENT F 278
85=0 | ACCURACYICQORDINATION/CERTIFIED

{9) Accuracy of Assessments. The asgesement
must acourately reflest the resident's etatus.

F278
{h) Coordination 1. The MDS for resldent #68 and
Areglstered nuree must conduct or coordinate 470 have been modified and
egch assessment with the appropriate resubmitted to reflect the
participation of health professionals, updated dlagnoses
(I) Certification K 2. The MDS Coordinator wlll be
(1) Areglstered nurse must sign and certify that ~ educated regarding the
the assessment |s completed. I Importance of accuracy when
coding the MDS by the
(2) Each indlvidual who completes a portlon of the £xecutlve Director and DON.
assessment must sign end certify the accuracy of The education will Include
that portion of the assessment, importance of the MDS
Coordinator reviewlng and
(1) Penalty for Falsification updating diagnoses on
(1) Under Medicare and Medicald, an Individual assessments.

who wliifully and knowingly-

{1) Certifies @ materlal and false statement In a
resident asseasment I subjact to a &IVl monay
penalty ot not more than $1,000 for each

. | assessment; or

FORM CMS-28687(02-05) Pravioua Verslons Obsolele Evant 10: 38MP1{4 Fatliity ID; WYD038 If continuation sheet Page @ of 13
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-updated 7/12/17 revealed the resident had &

(1) Causes another Individual ta cerlify a materlal
and false statement In a resident assessment is

subject to a clvil money panally or not more than
$5,000 for each assesemant,

(2) Clinlcal disagreement does not constituts a
materlal and false staternent,

Thie REQUIREMENT la not met as evidenced
by:
Byasad on medical racord review, review of the
CMS RA| verslon 3.0 manusl, and staff interview,
the faollity falled to enaure MDS assegsments
ware accurataly completed for 2 of 13 sample
residents (#88, #70). The findings were:

1. Raview of tha June 2017 madication
administration record for resident #38 showed
Latuda (an entipsychotic) 20 milligrams dally was
ordered on 5/31/17 for schizophrenla, Review of
the 6/21/17 annual MD$ assessmant fallad to
show the resident had a dlagnosls of
schizophrenia.

2. Review of the 10/7/18 annual, 4/6/17 quarterly,
and 7/8/17 significant change MD§ asssssments
for resident #70 showed Inaccuracies In the
following erea:

Review of gection 15800 showed the rasident
did not have an actlve diagnosls of depression,
however, section N0410 showed the resident
recelved an antidepressant dally, Review of a
physiclan order dated 6/10/17 showed the
rosldeni was started on Mirtazapine
(anti-depressant) 7.5 mg dally. Review of the
rasldent's current face sheet showed s/he had a
dlagnosls of depression, Review of the care plan

dlagnosls of depresslon and had been medicated
with an anti-depressant since 10/10/14,

5

FORM-APPROVED
CENTERS FOR MEDICARE & MEDICAID SERV|CES OMEB NO. 0938.0381
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILOING COMPLETED
c
535029 8. WING 0712712017
NAME OF PROVIDER OR SUFPLIER ETREET ADDREES, CITY, BTATE, ZIP GODE T
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(X4) ID BUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION )
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
>
F 278 | Continued From page 8 F278

The Health Information
Manager will review all
telephone orders daily and
update any new dlagnosesin !
the electronlc health record to
ensure the MD5 Coordinator has :
current dlagnoses to place on
the assessments, HIMD will also
wark with local physiclans to
update and resolve dlagnoses
on each resldent as needed,

A random monthly audit by the
DON or MDS Coordinator will be
conducted monthly for three
maonths on all residents
requiring an annual and
guarterly assessment for coding
accuracy of diagnoses on the
MDS.

Results of these audits :
completed by the DON or MDS
Coordinatar will be reported to
the Performance Improvement
commlttee monthly for three
months or untll the committee’
Is able to determine the process
In place Is effective,

q-1-11
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F 278 | Continued From page 7 F 278
3. Intarview with tha MDS coordinator on 7/27/17
at 10:65 AM revealed it was her expectation
actlve diagnoses be documented on the MDS
assessments and she stated she did not review F212
Saction | before slgning the MDS assssament as
complete. 1. Resident #18 had no negative
Revlew of the "CMS RAI verslon 3.0 manual, outcames due to untimely
October 2016" showed under section | "...Code . Incontinence care. |
diseasss that have a documented dlagnosis In 2. Allresidentsare at risk of not |
the last 60 days and have a direct relationship to recelving incontinence care In a |
{he resldent's current functional status, cognitive timely manner.
status, mood or bahavior status, medical ,
treatments, nureing monltoring, or risk of death 3, All nursing staff wiil be In-sarviced by
during the 7-day look-back perlod..." the DON or ¢lesignee regarding the
F 312| 483.24(a)(2) ADL CARE PROVIDED FOR F 312 importance of providing timely
gg=p | DEPENDENT RESIDENTS Incontinence care for all residents
including resident #18.
(8)(2) A resldent who Is unabla to carry out 4 The DOIE or deslgnee will conduct
activitlas of dally living recelves the necessary dorm weekly observations for one
sarvices to maintaln good nutrition, grooming, and ran exly ations for o
personal and oral hyglene. ‘ month and monthly for three .
This REQUIREMENT s not met as evidenced : months thereafter, of the timeliness
by; of residents recelving incontinence
Based on medloal record review, obaervation, care. The observations will include
and staff Intervisw, the faclity failed to provide resident #18. If any problems oceur
timely Incontinance cara for 1 of & sample during observation, immediate re-
;ﬁﬂﬁ?ﬁ%ﬁl@ who required that care. The education and/or corrective action
g ' wlll take place.
Medical record raview for resident #18 showed 5. Results of these audits completed by
s/he had diagnoses which Included the DON or designee wlll be
non-Alzheimer's demantla, psychotlc disorder, ‘reported to the Performance - - - -- _
stage il kidney diseass, and altered mental improvement committee monthly
statue, Raview of the 7/24/17 s’gnlﬂcant Ghangﬁ for three months or until the
MD§ assessment showed the resldent required committee is able to determine the q -1
extenslve assistance of one staff mamber for process In place s effective,

FORM CM§-2607(02-98) Previous Versiana Obsolats

Evant |D: B8MP11

Facility 1D: WY0035

il gontinuation sheet Page B of 13




09/06/2017 wED 15:01 FAX 3076731079 @oLto/014

DEPARTMENT OF HEALTHAND HUMAN SERVICES — - : | PR O AptorotT

ES ONB NO. 0838-0381

BTATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED

. 536038 B. WING 37/2212017
NAME OF PROVIDER QR BUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE

1580 WEST LOUGKS STREET
WESTVIEW HEALTH CARE CENTER SHERIDAN, WY 82601

(X4) 1D SUMMARY ETATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION o

PREFIX (EACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORREGTIVE ACTION EHOULD BE COMPLETION
786 | REQULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

F 312 | Continued From page 8 F 312

tollet uge and perzonal hyglene, Revlew of the
“Gare Directive" for the resident posted on the
Inglde of the resident's closet door ravealad the
following requirements: "Frequantly Incontinent,
check and change AC [before meals], PC (after
meals), HS [at bedtime], and PRN [as needed}."
The following concerns were dentifled:

8. Continuous chservation on 7/25/17 from
8:16 AM until 11:26 AM (3 hours and 10 minutes)
showed staff falled to chack the resldent for
Incontinance or offer tolleting asslstance,

b. On 7/26/17 at 10:50 AM {2 hours and 25
minutas Into surveyor observation) the resident's
pants had wet stalng showing from the crotch to
Just above both knees on the Inside of the pants,
At that time the resident was observed to ba in
the activity room during an activity and in his/her
whealchalr,

¢. Observation on 7/25/17 at 11:20 AM
showed RN #1 propelled the resident via
wheelchalr to his/her room to obtaln a blood
gample. At 11:26 AM (3 hours and 10 minutes)
tha RN reallzed the resident had been incontinent
of urlne which Included urlne soaked through the
resident's clathing and on the resldent's
wheelchalr, At that time, CNA #1 took over
incontinence care for the resident,

d. Intarview with CNA#1 on 7/26/17 at 11:50
AM conflrmed that resldent #18 should have been F323
provided Incontinence care In & mors timaly 1. The fan In resident #67's room was
manner. repositioned In an
F 323 | 483.25(0)(1)@N(13) FREE OFACCIDENT | F323| wivere tho sord s r0m
58=D | HAZARDS/SUPERVISION/DEVICES vathway not £ross

() Accldents 2. A'100% audit will be conducted by
The facllity must ensure that - the Executive Director to ensure al|
resident rooms remaln free of

(1) The reslident environment remalns as free accidents/hazards.

FORM CMS-2667(02-98) Praviaua Versions Obaolels Evenl [D; tamP1t Faollity ID: WY0038 {f continuation shast Page §of 13




08/06/2017 WED 15:01 FaX 3076731079

DEPARTMENT OF HEALTH AND HUMAN SERVICES l

@o11/014

PRINTED: 08/10/2017

g ENTERS EDICARE &.MEDICAID.SERVKCES . F?.RM éPPR?VED
STATEMENT. OF GEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONGTRUCT i SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: L_ B)UILDINGLE CONSTRUCTION &3 33{,,%5,;#“5"0“

THT i - : T - oy . S
8 WING c .
8. — _07/27/2017

NAME OF PROVIDER OR SUPPLIER STREET AUORESS, CITY, 8TATE, ZIP CODE ;

. 160 WEST LOUCKS STREET
WESTVIEW HEALTH CARE CENTER

SHERIDAN, WY 82801
"k i0 SUMMARY STATEMENT DF DEFIGIENCIES 0 PHOVIDER'S PLAN OF CORREGTIG
PREFIX (EACH DEFAG] NCY MUET BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION sno&‘,maa comCon
. TAB REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE DATE
l - DEFICIENCY)
F 323 | Continued From page 9 F 323

ta the following ¢lements.

by:

room,

from accldent hazards as is possible; end

(2) Each resldent receives adequate aupervision
and asslstance devices {o prevent accldents.

(n) - Bad Rallg, The facliity must attempt to use
appropriate alternitives prior to Installing a side or
bed rall; If a bed or slde rall Is used, the facliity
must ensure corréct Installation, use, ahd
malintenance of bed ralls, Including.but not limited

(1) Assees the resident for risk of antrapment
from bed ralls prlor to Inataliatlon.

(2) Review the risks and benefite of bed ralls with
the resident or resldent representative and abtaln
Informed consent prior to Installation,

(3) Ensure that the bed's dimanslons are
appropriate for tha resldent's size and welght.
This REQUIREMENT Is not met as evidencad

Based on obsarvation and staff interview, the
fagllity falled to ensure the environment remained
free of aggldent hazarde during 1 random
observation (reeldent #§7). The findings were:

1. Observation on 7/26/17 gt 10:23 AM showed a
fan was positioned near non-sample resident
#87's bad with the electrlcal cord laying across
the walkway and plugged Into a power strip on
the opposlte sids of the room. Staff were
pbserved-stepping-over-the-cord-to-entar-the

2. During an Interview on 7/268/17 at 10:37 AM the
DON oconfirmed the positioning of the fan was
unsafe, At thal time she repositioned the fan and

3, Executlve Director will re-educate all
staff on the Importance of
malntaining an environment free of
accldents/hazards and repositioning |
jtems that may obstruct the pathway -

© Inaresident’s room. ;

4. Executlve Director will conduct a
weekly audlt for one month then
monthly for three months to ensure
the fan In resident #67's room has
not been placed In a location that
allows the cord to run across the
pathway yet wiil still provide
adequate air flow for this resident.

5 The results of this audit completed
hy the Executive Director will be
discussed monthly at the
performance Improvement meetings :
for three months or until the
committee Is able to determine the
process in place is effective,

|

0117 e
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SUMMARY BTATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

volunteers, visitors, and other Indlviduals
providing eervices under & contractual
arrangement based upon the facllity assessment
gonducted aceording to §483,70(e) end following
accopted national standards (facility assessment
Implementstion Is Phase 2);

(2) Written standards, policies, and procedures
for the program, which must Include, but are not
limited to:

(1) A systemn of survelllance deslgned to identlfy
possible communicable diseases or infections

before they can spread to other persons In tha

faclllty:

() When and to whom poasible Incldents of
communicable diseass or Infactions should be
reported;

(ty Standard e transmisston=based-pracautions

1D ! X5
éﬁgé& {EACH DEF|GIENCY MUST BE PREGEDED BY FULL PREFIX {EAOH CORRECTIVE ACTION 8HOULD BE OOMPLETION
TAG REQULATORY OR LBG IDENTIFYING INFORMATION) TAD OROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

F 323 | Continued From page 10 F 323

plug to enaure safety.
F 441 | 483.80(a)(1)(2)(4)(e)(f) INFECTION CONTROL, F 441
sgeD | PREVENT SPREAD, LINENS F44t :

" d contral proaram 1. Resident # 18 had no negative '

(a) Infection pravention and.contral program. outcomes due to Improper infection

The facllity must establish en Infection prevention contral practice after Incontinence

and copirol program (IPCP) that must Includs, at care.

a minimum, the following elements: 2. Allresidents are at risk for Improper |

Infection control practices after

(1) Asystem for preventing, Identifying, reporting, Incontinence care has been

Investigating, and controlfing Infections and provided.

communicable diseasas for all residents, staff, 3. The Staff Development Coordinator

wlll conduct education to all nursing
staff regarding proper Infectlon
control techniques and procedures
when providing Incontinence care to
resldents, The Staff Davelopment
Coordinator or deslgnee will conduct
random weekly audits for one month .
then monthly for three months of all
resldents who are dependent upon
staff to provide Incontinence care, as
well as utilize a whee) chalr for .
mobility. These audits will include
resident # 18. If problems are
identlfied during these audits,
immedlate re-aducation and/or
corrective action will take place.

A Performance Improvement Audlt

Taclwill beusad tocanduct the
FOOAHh-BE-HUEGGTO CORALLILTY

%o be followed to prevent spread of Infections;

(Iv) When and how Isolatlon should be used fora
rasldent; Including but not limited to:

audits. If problems are identlified
during the audits Immed|ate ra-
educatlon and/or ¢corrective action

will take place,
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() ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8C IDENTIFYING INFORMATION)

10
PREFIX
TAG
DEFICIENCY)

PROVIDER'S PLAN QF CORRECTION
(EACH GORRECTIVE ACTION EHOULD BE
CROSR-REFERENCED TO THE APPROPRIATE

(X5)
COMPLETION
DAYE

F 441

Continued From page 11

(A) The type and duratlon of the Isolation,
dapending upan the Infectious agent or organiam
Involved, and

(B) A requirement thet the igolation should be the
{east restrictive possible for the resldent under the
clreumstances,

(v) The clircumstances under which the facliity
must prohiblt smployees with a communicable
dlsease or Infacted skin laglons from direct
contact with resldants or thelr foed, If direct
contact wll transmit the disease; and

(vl The hand hyglene procedures to be followed
by staff Involved In direct resident contact.

(4) A system for recording Incidents identifled
under the facllity's IPCP and the corractive
actions taken by fhe faclilty.

(e) Linena. Personnel must handle, store,
pracess, and tranaport linens eo as to prevent the
spread of Infaction.

(f) Annual review. The faclllty will oonduct an
annual review of its IPCP and update their
program, 88 nNecessary.

This REQUIREMENT I not met as evidenced
by:
Byased on observation and staff interview, the
facllity falled to ensure adequate infectlon control
practices during 1 random observation (involving

resident#18)-The-findings-were:

F 441

by the Staff Development

manthly at the Performance

place Is effective.

5. The results of this audlt completed
Coardinator will be discussed
improvement meetings for three |

months or until the committee Is
able to determine the process in

-1

!

QObservation on 7/25/47 at 11:20 AM showed RN
#1 propelled resident #18 via wheelchalr to
his/her room to obtaln a blood semple. At 11:26
AM the RN realized the resident had bsen
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incontinent of urine which Included urine soaked
through the resident's clothing and on the
regldent's wheelchalr. At that time, CNA#1 took
over incontinence care for the resident and
placed the ragident In hig/her bed for the care,
The following concerns were identifled:

a. CNA#1 provided Incontinence care for the
realdent. However, the CNA falled to clean the
resident's wheslchalr,

b, On 7/26/17 at 11:45 AM the CNA placed
the residant back Into the wheelchalr in histher
clean ciothing without cleaning the urine-stalned
wheaslchalr,

d. Interview with CNA#1 on 7/25/17 at 11:60
AM confirmed she should have cleaned resident
#18's wheelchalr prior to transferring him/her
back Into the wheslchalr,

a. Interview with the Infectian control
practitioner on 7/27/17 at 9:26 AM confirmed her
expectation was for staff to clean a2 wheelchalr
that was touched by urine prior to placing a
resident in the chalr.
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