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{e) Resident Records and Reporis. Each
resident's records shall be curcenl, organized and MAY i 2014
maintained in individuat Tolders which ghall ba '
made avallable to the resident, lhe Licensing " st
Division, or designated representalive upon Healihcure Licen o
request and Suiveys

(i) Each folder shall include the following:

(A) Informalion from the referring agent, if
applicable;

(8) History and physical performed by a
physician or physlcian extender,;

(C) Individual admission form, The form
shall, at & minimum, conlain the following
information;

{1) Full name of residenl and former
address,

{ll) Date of admission;

(I} Sey, race, data of birh, social
securily number, and fosmer occupation,

{(IV) Name, home address, and
lelephone number of relative, friend, Power of
Allorney, or guardian;

{V) Name, address, and lelzphona
number of resident's personal physician, denist,
! ophlhatimologis! or eplomatrist;

_i_ (V) Medicare number of other medical
insurance identifying data;
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! (Vi) Awitlen inventory of all parsonal
, possessions; however, this inventory need nol
include persenal clothing.

| (D} All accidents, infurles, incidents,
| llinesses, and allegations of abuse, neglect or
exploitalion shall be reported to Ihe resident's
family or responsible party and be documented in
lhe individua! resident records, All such
-occurrences shall also be reported lo ihe
-appropriate entity for follow up and resolulion.
Repoarts of all incidents affecting the health,
wellare or safely of a restdent shall be provided lo
the Licensing Division immediately (within one.
husiness day). Reporiing shall be done by
telephune or fax. The facllity's investigation of
ihe incidant shall be reported e the Licensing
Division ana the Long Term Care Ombudsman
wilhin live {5) working days, Documentaiion lo
suppart the facility reporting the siluation and
follow up must also be present in the resident
records;

{E} An acceunting of all personal lunds
deposiled wilh and disbursed by the facility,

(1) Upon wrilten authorization of a
client, the facilily must hold, safeguard, manage
and account for the personal funds of the clienl.

(1.) The facility must deposit any
personal funds in excess of $100 {n an interest
bearing accounl,

{2.) The facility must establish and
maintain a system thal assures a full and
| complele and separate accounting according to
- generally accepled-accounling pringiples of sach
! resident's personal funds entrusied lo the facilily.
i N

I
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!
I fased on medical record review, slaff interview, t/ /21{ /
II and review of facllity policy and procedure, the ! ‘7L
. facility failed 1o ensure 3 of 6 resident Injuries thal

| were reviewed (residenls #12, #15, #23) were

; reported lo the licensing division and the long

" term care ombudsman, The findings were: Policy: All  accidents, injurfes, |

' 1. Review of an Incldent report showed resident inojdents, illnesses, and allla‘gatlxons 0;

' #15 had an unwitnessed fall in the balhroom on abuse, neglect, or exploifation ~ oL

i 1/1/14. Review of the incldent report and nurse's residents 12, 15, 19, 23, 29, and all

i notes showed the resident complained of severe other residents shall be reported to the

| pain in histher back, hips and legs. The facility resident’s physician, resident’s family,

! conlacted the physician and familsf and called for director of norging, executive director,
 metgency deparimont for valaaion and satc of Wyoming, and Quudsiuer

1 eme asuation i

, Ireatmen!. Reviow of Lhe nurse's noles dated Who: On duty RN or LPN will l{w ort

i 11414 al 12:45 PM showed lhe ragident was to Primrose l'ﬁfllanagfsr3 whom wi ti}en.

| admitled lo Ihe hospital for a pelvic fracture, complete all  required notification

{ interview with the Diraclor of Nursing (DON) on processes.”

! 327H4 al 10,50 AM verilied Ihls Incidant which Yow: Primrose staff will utilize the

| resultad in injury was nol reporlad (o the licensing State of Wyoaming report form and fax

| division or o the long-term care ombudsman. or calt all required parties. |

| 2. Review of the 2/27/14 incident report and QA: Executive Director and D ‘mtoﬂj

i investigalion showed resident #12 had an of Nursing will review documents eac

! unwilnassed fall. The rasident was found on lhe month for compliance. |

' balhroom floor and complained of paln to the o ; iniuri
right forearm, The residé)nl’s daugrfter was calted Pol.“'y" A I accldzntsl,] 1{1]ur1es% i
and lransported the resident to the emergency incidents, illnesses, and allogations of -
department for an x-ray. Review of a 2/27/14 abuse, neglect, or exploitation of
limed al 9:45 PM nurse's nole showed the residents 12, 15, 19, 23, 29, and all
hospilal nurse called to report the residenl had a other residents shall be reported o the °

. w;is[.l.fr.aclurg..and.wuuld be relurning-to.the.facility . _resident’s physician, resident’s family,
wilh inslructions and a "scripl” for pain director of nursing, execulive director,

. medlcaﬂon..F urlh'er review of the resident record state of Wyoming, and Ombudsman,
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l falled 16 show notification of Lhls injury lo the
! licensing division or he long term care
ombudsman Interview with the DON on 3/27/14
al 10'60 AM varified the incldent was nol reported
5 io any oulside agency,

3. Review of the 2/3/14 physician nolification of
1 regident incident/condition and the 2/3/14 imed &l
9:05 AM nurse’s note showed resident #23 had a
| fall in the bathroom, The resident had complaints

| of pain in {he back ant hip area, The resident

| was senl by ambulance o the emergency room

| (ER) for x-ray. Aceording to the 213714 limed at

| 9:05 AM nurses note, the resident had an x-ray

¢ and was lo follow up with the physician in 3-10
days. The resjdent returned from the ER Ihat day
wilh orders for nargotic pain medicalion. The nole
dld nol include any x-ray resulls. Review of the

! record shawed Lhe facility initiated a short term
i pain monitoring plan, and over four days, lhe
I resident's pafn diminished. Interview with lhe

I DON on 3/27H4 at 10:50 AM verified Whis incident

! affected (he resident's heallh and well-being and

needed to be reported per their policy,

4. Review of \he undated facility procedures for
reporting evenls and incidents lilled:
“Administrative Decision Tree for Reporting
Eventsfincidanis” showed the execulive direclor
I and or direclor of nursing services would

j immedialely repart o Whe licensing divigion "All
falls resulling n injury endfor hospitalization,.."
The procedures failed fo include the long term
care ombudsiman as a raquired agency for
reporting.

| residents 12, 15, 19, 23, 25, and all

to Primrose Manager, whom will then
complete all required  notification
processes.*

How: Primrose staff will utilize the
State of Wyoming report form and fax
or call all required parties.

QA: Execcutive Direcfor and Director
of Nursing will review documents each|
mgnth for compliance. }7 |

Policy: All  accidents, injuries,’
incidents, illnesses, and allegations of !
abuse, ueplect, or exploitation of

other residents shall be reported to the
resident’s physician, resident’s family,
director of nursing, executive director,
state of Wyoming, and Ombudsman.

Who: On duty RN or LPN will report,
to Primrose Maunger, whom will then
complete all required notification
processes.* |
How: Primrose staff will utilize the:
State of Wyoming report form and fax
or ¢all all required parties, :
QA: Execuiive Director and Dlrecton
of Nursing will review documents each
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manth for cornpliance.

Policy:  All  accidenis,  injuries,

incidents, illnesses, and allegations of

abuse, neglect, or exploitation of

residents 12, 15, 19, 23, 29, and all

other residents shall be reported to the

resident’s physiclan, residént’s family,

director of nursing, executive director,

state of Wyoming, and Ombudsman, |
Who: On duty RN or LPN will report i shest a0t
to Primrose Manager, whom will then

complete all required notification

PrOGES5Es. - '

How; Primrose staff will utilize the

State of Wyoming report form and fax

or call all required parties.

QA: Executive Director and Direotor

of Nursing will review documents ench
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