PRINTED: 02/20/2007

FORM APPROVED
Wyoming Dept of Health - Office of Healthcare Licensi
STATEMENT OF DEFICIENGIES X3} DATE SURVEY
AND PLAN OF CORRECTION o Eﬂ‘#?ﬁﬁ%ﬁphﬁﬁéﬁ (x2) MULTIPLE CONSTRUGTION ( COMPLETED
A. BUILDING
B. WING
WYD036 02/08/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WESTWARD HEIGHTS CARE CENTER Eg&gg‘g}“\:\?‘,‘“@;o
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)}
S 000| State Rules and Regulations S 000
Submission of the plan of correction
STATE STANDARD shall not be construed as a waiver
Rules and Reguiations for Program of this provider ?’ nght to co.ntest
Administration of Nursing Care Facilities. Chapter any and all deﬁclen.mt?s, nor is such
11. submission an admission that the
. - N facts are as alleged or that any
Section 5. Organization and Administration. regulatory violations occurred.
{b)(iv)(A) Tuberculin testing shall be
accomplished for each empioyee upon
employment and before resident contact begins The facility strives to adhere to the
and annually thereafter. : :
(b)(iv)(B) Employees having known positive skin state re%ulatTl‘ons regardmg
tests shall provide a certificate of tuberculin (TB) testing.
honinfectiousness from a physician,
i recommendations, if any, for treatment, and All people accepting a position will
- evidence that ‘they have complied with such have TB testing done at the time of
recommendations.
b) (iv) (D) Individuals never having had a skin test aceeptance.
or who do not have written proof of skin test
results, shall have an intradermal Mantoux using First reading of the TB testing will
5TU PPD. This shall be accomplished via the two be completed prior to anv Resident
(2) step procedure. If the first test is negative and to tp P y
the employee is asymptomatic, the employee contact.
may engage in resident contact prior to the i
results of the second skin test, Human Resource will monitor all
This standard | q ov: new staffing to ensure Resident
is standard is not met as evidenced by: contact happens after the first
Based on review of personnel files, staff negative reading,
interview, and review of staffing records, the
facility failed to ensure tuberculin (TB) testing was
- completed prior to resident contact for five (#2,
"3, #7, #8, #10) of five employees hired within the
+ previous four months. The findings were:
i
1. Review of personnel files showed certified
nurse aide (CNA) #8 was hired on 11/20/06. The
employee was known to react positively to the
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skin test, but her last chest X-ray was DON afldlor designee will complete
documented as 10/28/05. According to the the tfestlng as well as the first .
staffing records, the CNA had worked full time reading. Results of the first test will
since date of hire. Interview with the be documented in the personnel file.
administrative assistant, who was alsc the human
resources assistant, on 2/7/07 at 4:45 PM . .
revealed the facility lacked a certificate of Dates of testing and first shift 493
noninfectiousness from a physician or evidence worked will be brought to the QA K a7
the CNA had complied with any previous Committee af least quarterly.
recommendations.
2. According to personnel files, employee #3 was
hired on 10/20/06, and the first TB skin test was
recorded as negative on 10/22/06. On 2/8/07 at The I)ietary Manager will enroll in
8:20 AM, the administrator re\neweld payroll the Certified Dietary Manager
records and reported the employee's first contact The Repistered Dietici
with residents occurred on 10/20/06. A previous course. Lhe Registered Lietician
interview with the human resources assistant on will be the preceptor for this course.
217/07 at 4:45 PM revealed the facility had no
()tf]EEF ir\f()FFT]EitiC)rl rEE'EitEB(j tC) 1-E3 tEEEStiT1£}. (::()IJJTS‘B I)ri)zgtzas:; ‘h’ill t)‘a till((ill t() tll(:
QA Committee at least quarterly. FA2-0]

3. Review of personnel files showed the hire date
for CNA #7 was 11/9/08; however, the TB skin
test was not completed and documented as
hegative until 1/27/07. Review of staffing records
provided by the director of nursing (DON) showed
the CNA's first contact with residents was on
11/10/07. Interview with the human resources
assistant on 2/7/07 at 4:45 PM confirmed the
facility had no other information related to TB

" testing.

4. Review of personnel files showed CNA #10
was hired on 10/9/08, and the first TB test was
documented as negative on 10/12/08. Review of
scheduling records provided by the DON showed
the CNA first had contact with residents on
10/10/06, Interview with the human rescurces
assistant on 2/7/07 at 4:45 PM confirmed the
facility had no other information related to TB
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testing.

! 5. According to the personnel files, the date of
hire for CNA #2 was 10/13/08, but the second TB
skin test was recorded as negative on 1/23/07.
Review of scheduling records provided by the
DON showed the employee's first contact with

i residents occurred on 10/13/06. On 2/7/07 at

i 4.45 PM the human resources assistant stated
the facility had no record of the employee's first
TB test. She also stated it was possible the
documentation was incorrect and that was the
employee's first TB test.

| Section 11. Dietetic Services.

i {a) Dietary Supervision. Overall supervisory
responsibility for the dietetic service shall be

- assigned to a full-time qualified dietetic

| supervisor.

l (i) If the qualified supervisor is not a

i Registered Dietitian, she/he shali be a graduate
of a dietetic technician program approved by the

‘ American Dietetic Association or a dietary
manager's educational program approved by the
Certlfymg Board for Dietary Managers Tralmng

l and experience in food service supervision and
! nutrition equivalent in content to the approved
| educational programs are acceptable.

This Standard was hot met as evidenced by:
Based on staff interviews, the facility failed to

assure the supervisor of the dietetic services was
I th f the disteti
| a certified dietary manager. The findings were:

| On 2/5/07 at 6:50 PM, interview with the

| administrator revealed the dietary manager was
l not certified and had not taken an approved

' program. The administrator stated the dietary

’ manager had been in that position since August

Wyoming Dept of Health, Office of Healthcare Licensing and Survays
STATE FORM o8ee cJPe11 If centinuation sheet 2 of 4




PRINTED: 02/20/2007
FORM APPROVED

Wyoming Dept of Health - Office of Healthcare Licensi
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA %2y MULTIPLE CONSTRUCTIO (X3) DATE SURVEY
AND PLAN OF CORRECTION oD IDENTIFICATION NUMBER: *2) TION COMPLETED
A BUILDING
B. WING
WY0036 02/08/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

150 CARING WAY

WESTWARD HEIGHTS CARE CENTER LANDER, WY 82520

(X410 | SUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN GF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EAGH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRIATE DATE

i DEFICIENCY)
5000, Continued From page 3 S 000

2006. On 2/7/07 at 2:10 PM, the dietary manager
confirmed she had not taken the dietary manager
program.
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