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‘ o ) 5 DEFICIENGY)
F 226 483.13(¢) STAFF TREATMENT OF RESIDENTS F 226 Thy facility will develop and implement G9/0B200~
GEuE | ' written policies and procedures that '
* The: faciiity must develop and implement writion | prohibit mistreatment, neglect, and abusg
| PO“GIW and procedurss that prohikit ! " of residents and misappropriation of
1 mistreatment, neglzet, apd abuse of residents | fesident propetty.
E and mlsappmprizltion of fesident property. :
| . The Administrator will expand facility
i ! Policies and Procedures entitled “Resident
, This REQUIREMENT !5 not met as evidenced Abusg Provention", *Abuse Procedure
- byl ! Policy”, and *Elder Abuss Reporting' 1o
| Basad o pelicy and propadures raview, staff address misheatent, neglect, o
j interview, and roview of bersonnst fites, the facility misappropristion of resident proporty,
 failexd to develop writien policies and proceduras
! tvat address mistreatment, neglect, and 2. The Administrator will conduct an _
: misappropriation of residont properly, The faclity in-serviee for all Department Managers 09/22/200%
i alzo falled to implament their written pracedure on procedure for obtaining and documenting
Har pre-eraployment screening for 4 (#1, £2, #3, DFS backgromnd cheocky, feferences,
i #4) of 5 sampled employees. In addition, the and, when applicable, licensure stanus for sl
| faciiity failed to check the nurse alda registry prior new hires,
| to employing 1 (#2) of 1 gampled certtfied nurse
! nides (CNA), The findings were; ‘The Administrator shatl monitor complimce:
; i with these procedures via audit of personnel
| 1. Review of facility poligies and procadures tited | files, and presont the outcomes at the
i "Regident Abuse Prevertion” "Abuse Procedure | quarierly QAA meeting with appropriate
| Policy,” and “Elder Abust Reporting,” revaaled follow-up
| the policies and procadyres.only addressed
abupe; none of the palicks mentioned
rhistreatment, negloct o misappropriation of 3. Prioc to emplaysieat, the DON shall check
resident property. Intarview with the admintetrator the nurse aide registry 1o verify tet a CNA has
on ‘;3/ 12109 at 5 -Pf:dcnn dﬂd gmg‘fﬁmi mﬁm no findings of abuse, neglect, mistreatment or
and procedures addressed only abuse, a i ristion of resi v ]
time, the adminisivator aiso verifiad th facility Pissppropristion of esident property
had no other writtarn policies for migtreatmant, The Administrator shatl monitor compliance
neglect, or misappropriation of resident proparty. via audit of CNA personnel files, and
. . . pregimt the outcomes ut the quarterly
2, Reviaw of the polizy tifled "Resident Abuse . "
Preventlon” reveted the following procedure: *1. !QAA mecting with appropriats fullow-up,
Screening- AFnew hires\will have DFS i
[Dopartment of Family Blarvices] background i
checks completed and all appropriate lcensure J '
maom

Any hﬂf‘ ey amtemnnt nilbiy wkh an aa

following the dube OF survey whather or jtol o
deys following the date these decumants ard
pragram padicipation,
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PREFIY, (EACH DEFICTENCY MUST

BUMMARY STATEMEMT OF DEFICIENCIES

BE PRECEDED BY FLAL

TAS REGULATORY QR LEC IDERT|FYING INFORMATION)

0
PREFIN
TALG

PROVIDGR'S PLAN OF GORRECTION
{EAGH CORFICTIVE AGTION SHOULD B2

cmﬁm»
CROSS REFERENCED YO THE APPROMIATE RAYE

DEFICIENGY)

F 2261 Continued From page 1

" boerds will be contactad, [References will ba !
* catlod and the results dogumented.™ The following |
! gongarn was Kentified; '
' Reviaw of the appli
! 2, 163, 4 showed no
| references wore cont prior o amploymeant,
| During interviews with the: certified dietary
| managér on 81209 at 2126 PM, and the director
} of rursing (DON) or B/13/09 at 9:20 AM, both
stated they never contact the references listed on
 the applications.
1

* 3. Raview of the pergonnel file for employee #2,

I 'nired on 6/9/09, revealed she was certified as a

| nurse aide by the Wyoming State Board of ‘

. Nursing. Further review showed he evidencs the |

' faclity checked the nurse alde registry 1o verify

| the CNA had no findings jof 2buss, neglect,
mistreatment, or misapproprintion of resident

| properly. Interview with the DON on 8/13/08 ot
9:35 AM zonfirrned the facility was not checking
e nurse aide registry prior to employing CNAS,
483,20(0) (2)(iy RESIDENT ASSESSMENT-
WHEN REQUIRED

F 274
S5=0

A facility must conduet o tamprehensive
assessment of a regldent within 14 days after the
facility determines, or should have determined,
‘that there has been a gl
rogident's physical or

a
F 2261

¥

F 274

purprse of this section,
| teans.a major decling o

! itsel? without frrtheyr int

: residiont's status that will not normally resolve

significant change
irprovernert i the

antion by staff or by |

: implementing standard d[sease-related clinisal

! interventions, that has ar| impact on more than

1 ohe ares of the regident's health status, and

| requires interdisciplinary paview or revision of the
| etire plam, or both.)

i

1

]
!
|
!
L
1

1 Troieh
FORMGMS.2567(02-00) Provious Yersang Chiytlots Evant [0; FXURY

Facility ID; WY0Q2 M eontinuation shaat Page 2 of i7
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AND PLAN QF CORRECGTION lleN'I‘lFICM’IGN NUMBER: A BULDTNG COMPLETED
0 c
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" NAMEE OF PROVIER CR BUPPLIER v STREET ADDRESS, OVTY, STAYE, 21p GOOE
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[ 8 P 2 | 1 d
GO oy R VST BRPRECHDED BYFULL | DREFX | (IACH CORKEOTVE AGRONSHOLLDRE . coupainon
' REGULATORY ORLEC IDENTIFYING INFORMATION) IOTAG | GROSSREFERENGED TO THE APFROPRIATE DATE
: | DEFIGIENCY)
! ™ .
F 274! Continued From page 2 L E27al The facility will cnsuro tht vesident #16
i Gontiied pag \ adk any other resident with change: of 05/a3200
i I i mg;:dii:}imd;:or fi:c;pb“;‘;;m?nt;?:ﬂfw decline,
' - . 1 wilk be identifi e Interdisciphi
; E;!:ia REQUIREMENT i3 siol met as evidenced | ! care plan toam 25 evidenced by- phirary
' Based on medicat record raview and staff !
HIntarview, the Facility falled to perform a significant | “]'i' z?“’ plan team meaty woekly and '
; change Minimum Data Sgt (MDS) assessmentin | | :t’:n iscuss fn)' "t}?lldﬁﬂfs with noied
& Ymely manner for 1 (#16) of 4 sample residents | ; Shanges. A log, will be kept of residents
| who experienced a signifitant change in | ¢ discusscd at this mesting, A significant
} : i mm Mt?hayf 0filhaei gciunnogl:ﬂm tor
Acconding to the Centers for Medicare and |  dncamoat that a significant change
' Modicald Services', Reviled Long Tar Care | huss o¢curred in the resideal’s condition,
} Fauility Resident Assessrhant Instrument User's | Thix process will be monitored by DON .
| Manual, revised December 2008, page 2-8 and | and MD3 coordinittor, Ap inservico with
129, a significant changs jn fosidant status is a. | the intordisciplinary team will be
| clacline it 2 or more areas with areas that Include: conducted va September 3, 2009 !
 "Resident's decislon-rakjrg changes ...; A report will be given at the quarterly '
| Emergence of sad or anxjous mood pattermn as a QAA meatitg with sppropriate
problam that is not easily altered .; Resident's  follow-up, -
ingontinends pattern chapges,... Emergence of & !
1 prassure ulcer at Stage (i or higher, when no _
prassune Lo wire previously praseant at Stage :
1l or higher...; Overall doterioration of resident's | i
condition; reskient recelves more support (e.9., in : )
ADLs or decislon-making...” : i
Record reviow showed rgeident #16 was admitted N
on 1/27/09 with diagnosess of deprassive disorder, :
Alzheimars diseass, diabetes mellitus, 1
ssophageal reflux, chronie alrway obstruction, !
yand hutritional deficlency | Review of the 2/5/09° ~
! mirmission MDS assgssment documentad the -
following: .
+ & The resident had modified Independance in ;
1 cognitive skills for daily decision making. ‘
b, The resident was gaslly altered from a sud i ‘
jof anxious mond pattern, )
| G The resident was continent of bowel and | !
L . : ! |
ORI Ch4-2507(02-00) Provious Vomlom. Oktolo Event 1D; PXURA1 Fatility ) Wybos2 If continuation sheet Pager 3 of 47
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ANE) PLAN OF GORRECTION IDENTIFICATION RUMER: o l METRUCTION m,g%%%f Y
A BUILIING ,
; c
AN AT e 081152009
NANE OF FROVIDER OR SUPPLIER A STREET ADDRESS, CITY, STATE, 21P GODE
333 N BRIDGER AVE
BUBLEYYE GENTER PINEDALE, WY 82841
04 1D SUMMARY STAYEMENT OF DEMCIENCIES D PROVIBER'S PLAN OF CORREGTION .
FREFIX | (BAGH DEFIGIENGY MUST BE PRECEDED BY FULL . PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) ! TAG CROSE-REFERENGED TD THE APPROFRIATE DATE
: ‘DEFICIENCY)
s e .
F 274} Continyed From page 3 . Far
uswally conlinent of blaider, i -'
v The resident had ndy pressury soras, | {
| e The rasident had np change in care needs,
' Review of a 4/12/)9 nursi's note showed the

\ agseesment coondinator progress note showed
| the resident was "..vary Qiuwisy & drooling.

residenm treztment administration record (TAR) j
. showed the mnldent had  bligter on the right hosl ,

9
‘i—
&
[=]
»
o
2
i
Z
=
@
=
E;
=
L]
%
=3
g
83

- coordinatars. progreas note showed both heels
s were assessed at @ stage IV, Further rigond
 review of a 5/11/09 quartgrly MDS assessrmant
. showed the followirg siyrfificant decline in the
| resident's condition:
3. The resident was sk
| coghitive skills for daily de
[ b The resident was not aasily altored from a
sad or anxious meod patiem,
¢, The residant was frequently incontinent of
bowel and bladder.
d. The residant had two stage 1Y presstca
sores,
&, The resident had-ajdetorigration that
increased gare neads,
During an interview with tha MDS assessment .
coordinator on BMT7H09 at 810 PM, it was : :
i j sanfirmed that she was aware of the changes in
| the regident's condition prjor to complating the
1 5/11/09 quarterly MDS askassment, Mowbver, the | !
! signifieant change MDS akaessment was not \ X
' completed until S425/09 (42 days aftar the :
. significamt change was initially identified and 27 ;
+ days after the resident was assessed with twa

pveraly impaived In
clsion making,

QIRM (MS-2667(02 80} Praviove Visions Obzolat Evant ID:PXURY Faciiity 1D WYDO22 If continuatlon sheet Pags 4 of 17
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SUMMARY STATEMENY OF DEFICIENGES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LESC IDETTIFWNG {NFORMATION)

(44 ID
PREFIX
TAG

PREFL
TAG

o PROVIDERS PLAN.-OF GORREGTION
{EAGH CORRECTIVE ACTION SHOULD B2
(ROSS-REFERENCED TO THE AFPROPRIATE
DEFICIENGY)

o
COMPLETION
DATE

F 274 Continued From page 4
! stage IV pressure wicers)

] "

" According to the Centers ffor Medicare and
Medlcaid Services’, Revised Long Term Care

' Facility Resident Assesament Instrurnent Users
Memual, revised Deca
condition does not return fo baseling, the
_BEsessment should be completed a8 soon ag

"needed o provide appred

ciangs occurred,”
F 280 ' 483,20(d)3), 483.70(k){2) COMPREHENSIVE
88=D, CARE PLANG

I
The resident has the right, unless adjudged
"incormpetent or othaiwise found 1o be
| incapaditated under the lgws. of the State, to
participate in planning ane and treatment or
| thanges in care and treatpnant.

| comprehensive asgessment; prepanad by an

i Interdisciplinary team, that includes the attending
 physician, a registered nupse with responsibifty

i for the resident, anhd other appropriate staff in

1 disciplings as determingd [by the resident's noeds,
(#nd, to the extent practicgble, the partivipation of

! the resident, the resident's family or the resident’s
- logal represantative; and periodically raviewead

. and revised by a team of qualified persons after

| each agsessment,

ghis REGLIREMENT i Tot met as evidanced
. Oy

ber 2008, pape 2-7, *if the |

1
i
|
!‘
!
|
I\.
1

F 274

F 2801 . . B
1 The facitity will ensurs that resident # 16, 09/03/2000
+and 2 residents, wil) have an nitial,
! uviewtbd,l oF updated comprehonsive carg
i plan within 7 days of a comploted '
| somprehensive assessvont a% evidenee by:
| A comprelionsive assessmuent Is conducted .
| conjunction with the admissions assogsmont,
; the annual assesyment, and any sigrificam
cl'!angs assegsment, Comprehensive care plass
will:be reviewed and revised at weekly
| intesdiseiplinary care: plag meetings, or more
{ frequently il required.
{ Residents and their famibies will be invited
* to take part in the care Planning process,
| AR identiffed ehunges in rosidsnt needs
| witt bo addressed and implemented, and !
. dacumented i the are plan,

lmis process will be monitored by the DON,
MDS Conrdimator, and Social Services, A .
repart will be given at quarterly QAA meetings
with appropriate tollow-up., '
An inservice with the | nierdisciplinary team.
will be conducted on September 3, 2009,

1
]

QUM GME-2907(02-90) Provioum Vewsling Obmlohtd

Evant I0: PXUR1T

Foctiity 10: WY 0032 I continuation shoa;t Page 5 of 17
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DEPARTMENT OF HEALTH ANEY HUMAN SERVICES FORM APPROVE
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0538.039
SYATEMENT QF DEFCIENGIES (K1) PROMIDERISUPFLIERICLIA (X2} MULTIPLE CONETRUCTION (X33 DATE BURVEY
AND FLAK OF CORRECTION INENTIFIOATION NUMBER: A BULDING COMMLETED
PITP‘ oY o ¢
- ot n 08/13/2009
HAME OF PROVIDER OR SUPPLIER BTREET AnuREés. CIPY, STAYE, ZiP CODE T
sumre ceTe —
am " SUMMARY STATEMENT OF DEFTAENGIES s PROVIDER'S PLAN OF CORRBGTION P
PREFIX (BACH DEFICIENCY MUBT|BI PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD t GOMPLTTION
TAG REGULATORY OR LEG IDERTIRYING TNFORMATION) ] TAG GROSE-??EFERESIG&D;{E%CT%E APPROPRIATE gaL
EFIC
F 280 Continued From page § F 280
Based on medical recond|review and staff :
interview, the facility failed to ensure the care plan| '
was revised for 1 (#16) of 1 sample residents,
The findings ware: ' :
, Refr to 314 vegarding the facity's follure 1o | i
update the care plan for resident #16 in regard to | '
- & significant decline in functional status, l | !
| increased rigk for pressude ulcers, and j |
| subsequent pressure ulcer developmant, : '
F 281 | 483.20(k)(3)() COMPREHENSIVE CARE PLANS | F 281
$S4E, | | 1. The faciliy will
| The services provided or frranged by the facility b ¥ Will engure Narging .
! must meet professional slandards of quaty, | | ﬁ?:fé“nfﬂm'ﬁ:nﬁ‘;‘,‘;‘i‘:?“ 09/16/2009
.. : : practice a3 ovidenced by:
; This REQUIREMENT is not met as evidenced | Al morsin g osaessmonts such
' by ' i )
, , ! ' hose on residents #4, #16 p#2s
Based on medical record feview and staff : fhose H » -
. interview, the faedity failed to ensure profassionat ! ’Iﬁi“.""‘b" “;’“P"""d by a RN
+ standards of practice wens mainteined related to } Bistered Nurse),
asgessments. Nursing assessments for 4. (4, i .
116, #25, #26) of 10 sample residents: wera : gi‘[‘: ﬂﬁf&“ﬁfﬁ;’oﬁwﬂ'
. completio by a licensed practical nurse (LPN), In | RN'S 1o complete g only
, addition, nutritional assessments for B (12, ¥4, ‘“':"“T’ °] W quarerly -
(80, #13, #17, 325, #26, #28) of 10 sample P and e s well as skin assossment |
| residents \g%rﬁn co‘sl‘phpl% " by & certfied distary oo é‘;’g};f"'f{':ﬁg;:g’;;“; be held :
i manager ( » Tha NGS were: on 09162009 to instruey narsing sff !t
.1, According to Chapter 3(of the June 2009, I ofthe changes. '
| Wyarming Board of Nurging Rules and ] : The DON will moni :
' Ragulations, Secfion 3. Standards of Nursing I o W monitor all asscssmonts
: Practice for tha Licensed Practical Nurse (a) I ensury they are completed by the
+ Standnrds rofated to the litensed practicsl nunse’s ; Properstafl monthly and will report
contribution to the nursing process. ; t Atthe quarterly QAA meeting with
{1} The lloensed practical muse shall; [ appropriate fallow up,
(A} Coniribute to the nursing assessment |
by: :
i (1) Collecting, reporting and recording
'ORM ClaS-2287(0 2-00) Poovigus Versions Qbsatete Bt I PXUR? Fiifiy 30 Wy oz I contbnuation shaot‘ Page Gof 17
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oA 1A [A BUDING
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e 535017 S 12 1 ___osnapaps
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(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES T PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DEFICAINGY MUST hE PRECEDED BY UK, . PREFIX (EACH CORRECTIVE AGTION SHOULO B COMPLETION
TAG REGULATORY OR L§G wuurwvma INFORMATION) . Y GRO3%-REFERENCED 10 THE APPROPRIATE DATE
i FICIENGY)
}

. e
F 281 Continued From o6 '
pag F28% 5. The soility will énsure watritions!

* objective and subjective data In an agcurate ana

i
i
' timety mariney, Data collsttion includes ’ ;o dssessmonts will be completed pee 08/19/2009
ohsapvations about the eandition or change I~ | ! E;';g:i’:::*:: f‘ﬂ“dﬂfdﬂ of practice: as '
, condition of the patient, ' . y: :
The following concems were identified with l { The RD (Registered Dictician) will
, UrSing assessmants; | _ ssign cértain tasks 1o the CDM
u, Record review for rpsldent #4 showed.an | for obining the data needed for the
LPN compleied the following agsessments: ; ! nntmionn} CAre PrOCosS 49 to provide
elopement risk, fall risk, pressure ulcer gk, \ the R} with needed information
bowel and bladder retraining, hydration rigk, and - {eg. sereeas, gathering of data and

other information) e communicate

» paincon 6809, In addition, an LPN completed s
with the CDM and educating jatients.

‘the resident's pain astessments on | 2/4/08 and

1 3121/09. :
b, Record roview for resident #16 showed an This prowcss will allow the CDM to gather
LPN compioted the following assessments information noeded for the RD in the :

Nutritional Cars Process ending with the RAP

| pressure uicer risk, bowel|and biaddar retraining,
h b v Rationale such us with residonts 712, #4, 1§,

t
i
|
» hydration risk, and. pain on 1/28/09, Further ]
!
J
!

! teview showed an LPN alpo completed a #13, #17, 25, 926, W28 and ull residents.
! presaure Ulcer figk, hrdration risk, and pain The CDM met with the RD on 081909
| assessmant on 2309, and ditepased the new assessment schedule
Vg Record review for residerd #25 showad an 2 assigned In 2 tntoly monner for the

| LPN completed the foll

‘ admission assessment on 2/46/09 as well ag

" slopement risk, fall risk, apd hydration risk

1 aggessments on 2M8/09 gnd 6/909. Further

- review showed an LPN also completed 3 bowel

. and bladder retraining and pain assessments on

L 2018109,

: d, Retord review for resident #26 showead an
LPN completed the following sesessments on
111 0/08: slopement tisk, fall risk, pain, pressure

. wlter risk, hydration risk, and bowe! and bladder
retraining.

During 4an intérview with the director of

mirging on 8/43/09 at 8:45 AM she stated she
was ungware LPNs could pot complete
aspessments after the inltia! assessment was

] . ,
. tomplated by & ragistarad nurse. ! i .
3

| CDM to help acquire securate and .
| relevont data and information for the RD to |
| identify nugritional-related probl opas, i
i following and compieting the mutritionnf |
| care proess for the RAP Rationaloand
l ;
.' i
i :
b

Nutritiona! Ascessments, The CDM will
report at the ipurterly QAA mecting with
appropriate follow up.

!
|
I
t
.
'
i
I .
! t
1 .

Ol GMS-ZI87(02-917) Friwlous Verslons Oisoloty Event |Dx PXURY Eacility 10: WYDA2 if continuation sheet Pago 7 of 1‘?_
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535017 o : 081312000
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Ay D SUMMARY STATEMENT OF DEFIZIERCIES I FROVIDER'S PLAN OF GORRECTION oy
PREFIX {EAGH DEFIGIENGY MUSTIBE PRECEDED BY FyLt PIEFI, {EAGH CORRECTIVIE AGTION SHOULD B COMELETION
b REGULATORY OR LSC HIERYIFVING INFORMATION) the - LROSS-REFERENCED TO THE APPROFRIATE DATE
BEPIGIENCY)
F 281 Continued Fror page 7 F 281 -
2. According to the 2008 Blandarys of Practice
for Registered Dietitians in Nutrition Care, : ,
published by the American Distetlc Association, i

" Standand 1; Nutrition Assissment, The registered !
dietitian (RD) uses ancurate and relevant data ¢
, and informiation fo identify nutritlon-related |
; problemy, Rationate; Nuttition Assessment is the J
 first of four stapa of the Nptritien Care Process, |
. Nutrition Axsassment is a systematic process of |
| ebtaining, veritying, and interpreting data in order |
| to make decigions about the neture and cause of |
. htrition-related problems. It Is initiated by referral |
" andfor screening of individusls ...For nutrition rigk |
| factors, .k provides the Rundation for Nutrition |
' Diagnosts, the sacond step of the Nutrition Gare !
Process. Further, the 2008 Standards of Practice |
- specifically state: “The RD does not delegate the: |
. nutritlon sare process, but may assign certain
tasks for the purpoze of praviding the RD with |
" neaded information {e.gy., screens, gathering of |
. data and other Information) or communicating |
, with and edueating patients. II
: The foltawing concerms wére identified with. }
: augritional assessments; i
I
E
|

i & Record raviaw for rpsident #2 revealed the

Vinltial putritional history/assessment was:

« comphefed by the facility QDM on 7/31/08. in

i additlon, review of the 817/09 and 6/15/09

 quarterly dietary assesaments revealed they were

| completed by the GDM, '

b b Record review for resident #4 showed a

' CRM completed the nutritibnal resident i
raspssment protocol {(RAR) or: 7113/09, and !
dictary aagessments on 4[14/09 and 7113/09. |

¢. Record review for resident #8 showad

COM completed the Initial hutritionsl
historyfassessmant on 1/28/09 and nutrition care

— wwn mmm o
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FORM APPROVED
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(23 MULTIPLE CONSTRUGTION
A BUILDANG

B, WiNG

{403} DATE SURVEY
COMPLETED

c
08132008

NAME QF PROVIDER QR SUPPLIER
SUBLEYTE CENTER

343 N BRIGER AVE
PINEDALE, WY 82941

STREET ADDRESS, CITY, STATE, ZIP CODE

{X4) 1D
PREFIX
TAG

(EAGH DEEICIENGY MUST

SUMMARY ETATEMENT
REGULATORY OR L35G IDEN

oF DEFIC] EMNCHES
ERECEDED DY FULL
FYING INFORMATION)

e PROVIDERT PLAN OF CORREGTION
(EAGH CORRECTIVE ACTION SHOULD BE
CROSBS-REFERENCED ‘1 THE APPROPRIATE

PREP
TARS
DEFICIENGY)

F 281" Gontinued From page 8

" plans on BM12/08, 619108,
' d. Record revlwv for
+ CDM complated an thitial
on 1/27/09, the nutritional
'and & c;uana:riy distary as:
and B13/09,
a. Record review for
 the 211/09 and the HM11
' agsessments wetd comp
{. Reoond review for
" Initigl nutritional assessmy
the CDM on 211709, The
the nutritional status RAP
¢). Record review for
GO completed an initial

on 14/7/08, the nutritiona)

P 809, and 3 quarterly
2116109,

| h. Review of the G/8/00 quarterly dietary

' ssscssment for residant
tompleted by the COM,

Interview with the COM o} 8/42/08 at 4:45 PM

l she confirmed she toimp
 aEBeSSMEnts and was.un
! complat&: them,
F 3141 483. 25{c) PRESSURE. 8
55=G
Bagsd on the comprehen
resident, the facility must
who enters the facility wit
Hoes ndt develop prossur
individuat's ¢linical condith

they were unavoidable; ay
Preasure SOres receives r

and TI2AI8,

eident #43 showed the

ulritional assessmant
s RAP an 211108,

mEsMants on 421709

sident #£17 reveaksd
quarterly digtary

ted by the CDM,

bid ent #25 revealed an
nt wig pedormed by
M also conducted

n 2727109,

sldant #26 showed the
utritional Assessment
tatus RAF on

fetary assersment on

8 revealed it was

ted nutritional

RES

ive: agsasament of a
nsure that a residant
Ot Pressure SoTes :
B sones unlass the i
n dermonstrates that

d a resldent having
eoessary treptment and |

 selvices to promole he&hqig, pravent infection ahd 5

prevent new sones from d
[

Evelopirig, {

E 281

F 314

ORM CMS-E0H0Z-00) Provious Varsions Obsoloy
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by
, Based on medical record peview, raview of poli
and procedures, and stafl interview, the Racifity
" failed to monitor, assess, pnd implement
preveniive skin measure:
(#1 6) of 1 aample resident who experienced a
F significant deciing in heatl
- facility. This resulted in hdn

|

" developmant of two avolidable pressure yleers
* Thits findings were;
Review of the madical regord showed residant

cy

in 2 timely manner for 1

as avidenced by:

frequent i indicated)

and documented
in the freatment book

e rrrmEr m mh mm— a—m A= a =

Mondays, By checking the
reatment book on Monday
for the previons weeks®

. Sep 15 08 10:12a 5 '.ette Cemnter 307 "BY-431% p.ll
? FE :
DEPARTMENT OF HEALTH AND [HUMAN SERVIGES PRE‘JEE{A%&F{-?@QVE:
_CENTERS FOR MEDICARE & MEDICAID SERVICES DMB NGO, 19380381
STATEMENT F DEFICIENCHS DAy PROVIDERIBURFEIBRIGLIA (42} MULTIPLE CONBTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION: NUMBER,; COMPLETED
B BUALDING
¢
1. WING
: 535017 ; qiu\ 08/13/2009
NAME OF PROVIDER O BUFPLIER ¥ L | GTREET ADDREYS, CITY, wma. 2P CODE
333 N BRIDGER AVE
SUBLETTE CENTER o PINEDALE, WY 52941
i BUMMARY STATEMENT OF DEFIGIENGICS W 1 PROVIDERSPLAN OF GORRECTION W
FREFIY, (BACKH DEFICIENCY MUST DE PRECEDED BY PULL . PREFIX {EACH CORRECTIVIE ACTION SHOULD BI COMPLESION
TAG REGULATORY Gt LEC IBENTIEYING INEORMATION) TAG +  CROSS-REFERENCED TO THE APEROMALATE DATE.
DEFRENGY)
I o A— T
F 314 Continued From page 9 ! E314;  The facility will ensure weidents ,
This REQUIREMENT s not met as evidenced pdmitted without a prossure plcer ~SRO2009”
. ; will not devolop a pressure ulcer

8. The DON will monitor to
ensone week Iy {or mors '

Skin

assessments are completad

by

;
|
E
|
|
|
|
-alrway obstruction, and ng tritlnnal deficiency. |
" According 1o tha 1/27109 physician's admission |
orders, staff were requirel! to complete weekly |
skin assessments, Review of a 1/28/09 preasure |
« Weer risk 3ssessmant showed the esident was |
, fissessed at a laval of moterate ik, |
i According to the 2/9/09 admiesion Minimurm |
i Data Set (MOS) assessment, the resident had no |
| pressiur sores and reguifed one person for i
 assigtance with transfers. [Review of the 2/9/08 |
I‘m:iidenl assessment protpcol (RAP) for pressure |
1 uleers showed the resident triggered for l
{  increased prassure uloer Hak due to chronic
: absiructive pulmonary dispase, Alzheimer's i
| dementia, depression, ang di abetea The RAP ‘
“further showed the resident nesded to be !
- repositiomed every two Bours, and as. nosded. |
, They RAR elso documentad the rasident's skin - |
| needsn 1o b morftorex dhlly during rowting care, |
" Review of the resident's care plan showed 5
proflem with 2 polential for impaired skin integrity '
wan identified an 2/9/00 related io diabetes and
oceasional mcortinence. The care plan

skin assessments, the

DON will ensure aft residents
fad their skin checked,

If a vesident g not received a

weekly akin ausessment, one will
be dons immediately, The DON

will report st the quirterly QAA

menting with appropriate follow-up,

ORM -CME-2807 (02-00) Preaon Worsions. Oh:mbolcl fzvant 1 PXURT

" ¥ty N, WY003Z

W continuation ahaet Page 10 of 17




~ Sep 15 09 10112a

G 'ette Centep

307 G5Y-4315 ps12

PRINTED: 08/26/2001

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE
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SYATEMENT OF DEFICIENCIRS (X*i) PROVIDERSUPPLIER/CLIA (X2) UL THLE CONSTRUGCTION (sz DAYE SURVEY )
AN PLAN-GF CORRECTION IDENTIFICATION NUMBE/S;/%’ COMPLETED
\ A. BULDING
P, vanes c
sasatr Yoyt 0] 08/13/2009
NAME OF PROVIOER OR SUFFLIER vy HTREET ADDRESS, GITY, STATI!, 216 CODE
333 N ARIOGER AVE
SUBLETTE cfmﬁﬂ PINEDALE, WY 82041
) 1 SUMMARY STATEMENT DF DEFIQIENCIES ¥} PROVIGERYS PLAN OF CORRECTION {5y
PREFX {EAGH GEFICIENCY MUST DE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGHION SHOULD BE COb G YION
TaG REGULATORY OR | 8C IENTIFYING INFORMATION; I Thi : CROBE-REFERENCED TO THE APPROPRIATE DATE
, | . DEFICIENLY)
F 314 | Continued From page 10 | F3u
docurnented staff were toiturm and reposition the ! . . y
resident every two houra and obaerve and report E : b 11’* 'gON h“:i' monitor sesiints HIO3E009
signs of skin breakdown, $1at hatve béon idontified to

"y bt 8 PM. Review of a

antivithes of dally Hiving, and

the MDS assessmant cou
. the resident was "...very

, administration-record (T,

, wars ideniified and descrifz

i Further review of the TAR
a: blisterwas (dentified on 4

Review of physiclar's{ ordens showad:a
, 31A0I08 order for Neurontin {Gabapentin} 60D
« milligrams (mp) orally at 3 AM and 2 PM, and 300

i showed the regident required two staff for
transters, had a sharp dadline in abllity io assist in

physical asslstange, A 4/43/09 progrews note by

giscontinued the

' resilonis neundlogleal stapus,

Ruview of the Mareh 2000 treatmeant
R} showexd the
 resldents skin was inlzct However, sccording to
; the April 2009 TAR, «in 4/33/09 a right heel blister

showed a left heel

4

12100 nurse's note

reguired incredsed

ent and lowered the |

i thvee times a day.

d as "mushy W touch,®

7109 and described ag

fiudd filled,” The: following [concearng were

+ Identified:
i @, After the right heal

;
Hlighar wag discovered |

" ot 4713103, thure was no vidence the resident's

skin was monliered and assessed until 4/20/00 (7 ¢
 days later). On 4/20/08, 2 pote on they April 2008 !
: TAR documented the right heel blister measured |

+ 2.5 em by 3.0 oin and despribed the heol as
: "mughy.” Following the 4720/00 assessment,
1 thera was no avidence the resident's skin was
. monitored and assegsed Until 4/27/09 (7 days

. later) when a blister on the

latt hael was identified, ;

- On 4/28/09 @ nurse’s note showed the dght heel

)
}
I
!
|
I
1
|
5
|
1
|
t
r
i
i
!

'
|
1
'
1
i
]

hirve: Bt o decting, such as resident

#16, 1o ensure praper intcrvontlony

have: bees put i pluce 1o ensung

residonts do not have any broakdown, !

Licenyed nursing seaff will natify the ,
DON imroedinicly if'm resident has had &
significant change in status.

The ON will emsure proper interventions
have: been por in place to prevent any ,
breakdown before it happans, AH residents *
with a significant changs of statag will be
identificd at the weekly care plan
conference,

The ON will inttriact norsing :
staff on 09/1672009, when a :
resident has had a-dexling the
lioonsed naursing staff shoyld

report the change. to the DON

inuedintely by communication

form or verbally, Thercalter, the DON
will ensure thal propér inlervontiong
will bt taken.

The DON will report outcomes
at the quarterly QAA mesting
with approprists follow-up,

CORM UMS-Z567{02-80) Provious Vardons Oaolote
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ANG FLAN {F GORRECTION IBENTIFICATION NUMBER: . COMFLETER
A, BUILDING
[
535017 Pl 0011312009
HABIE: E5F PROVIDER OR SUPJALIER b STREET ADDRESS, CFTY, SYATE, 2P CODE '
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Oy 1D SUMMARY STATEMENT OF DEFICIENCIES. ) PROVIDER'S PLAN OF GORRECTION o)
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TAG REGULATORY OR LSC IDEMTIFYING INFORMATION) TAG CGROBS-REFERENGED TO THE APPROPMUIATE DAY
' . DEFICIENGY)

F314 Continuad From page 11 . P34 ¢ 'Fhe DON will in-service all o1
blister had increased in sizato 35 cmby 4.0 ¢m ! licensed staff on imerventions 62009
and both pressure ulsens wers assessod as stage i to prevent 2kin hyealidown
v, , that shoutd be put in place whon

b. Raviaw of the carelplan and medical } 3 resident hag been iderttified 1o

recond showed no sdditional Interventions were | | have had a dectine, ns well signs :

plarned or implemented tp address the resident’s i a resident may have had a decline
" immobiity, devalopment df the right heel ulcer, ' in his/her moblifty or ADLs. ‘The '

and increased risk for additional skin breakdown DON will also instruct the non-
1 from 442009 until 4/27/08) On 4727/09 (15 days | ; licensed staff 48 to when they

after the right heel uicer was noted and the same | | should notify the licensed

day the right blister was identifiss) 5 note on the | i nursing stafl of 5 dechine.
" April 2008 TAR documented padided hoel | = .
- protectors woukd be used | and the resident's ’ 1 The DON will monitor nursing .
. heels would be fioated In bed. ) | saff compliance and roport oulcomks

. Intarview with tha BON on 8/13/00 at 10:25 | i at the quarterly QAA seeting with

' AM confirmed the care pign was not revised to | ' appropriate follow-up,
, take into account the resident's significent decline | ;
. bn 4/12/09 and development of a right heet ulcer | X
, N 4713409, The DON was unsure why no ! :

additional interventions were implemented to ' :

address the residont’s immobifity and increased | !
, 8KIn brezkdown risk from the 4/12/09 significant | ! -

tecline thraugh 4/27/09 when e second blister | ' '
. was identified, Interview with the MDS ' ' ;
I agsossment coordinator op 8/47/00 at 4:10 PM, | l
L revedled the resident's sighificant decline was | i ;
! attributed 1o an adverse refaction o Neurontin, i ! f
: |
! According 1o tha "Drug Information Handbook Tor F !
! Nursing 2007, 8th sdition] Neurontin "may causs !
I? central nervous systom depiession, which may ! r .
, Impair phyzical or mental Abilitos.” i ; '
* Actording to the facliity policy titled, Pressure ! ! :
- Ulcer Prevention: “The carp process should | ! :

include effoits to stabillze, kedace, and/or remove !
* underiying risk factors. The nurse should monltor '
" the impact of the interventiong and shoutd modify

the: interventions as appropriate.” : '

F 323,

323" 483.25(h) ACCIDENTS AND SUPERVISION

DIT CMS-ZIRTIHA00) tvavious Versions Qhmoloty Byort'1D; PXURYY

Fadilty 1, Wyonaz W vontinuation show Page 12 of 17
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UMAN SERVICES FORM APPROVEL
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DEPARTMENT OF HEALTH AND
GENTERS FOR MEDICARE & ME

BYATEMENY &R DEFICIENGIES (H1) I OF RASUPPLIBRCLIA (%2 MULTILE CONSTRUCTION (K3} DATE BURvEY
PN PLAN OF GIRRECTION OENTIFICATION NUMBER: CUMPLETED
A BUILIING o
o
| 55017 o\\w\‘?\ B wanG 081312000
NAME OF PROVIDER QR BUPPLIER \ b STREET ADDRESS, GITY, STATE, 2P COpE
532 N BRINGER AVE
SUBLETTE CENTER PINEOALE, WY 82041
) . SUMMARY STATEMENT OF DEPICIENCICS . m PROVIDER'S. FLAN OF GORRECTION ey
PREFIX (PACH DEFEIENCY BUIST B8 PRECEDED BY FULL PRERD (EACH CORRECTIVE AGTION SHOULD B COMMLTION
TAG REGULATORY O LEG IDENYEFYING INFORMATION) TAG GROBE-REFERENCED T(Y THE APFROPRIATE < DATE
! DEFICIENGY)
F323 Contimued From page 12 | F 323, a. The fucility repaired the mstable 815
SSE Fad I ; squoﬁstabi!ity bars in the two main 08/182009
The faciity st ensure that the resident ' , Tesiclent bathing rotms, and replsced .
. environment remains as fles of accident hazards | - the toilet seat attachment in the bathing
+ a8 is possibie: and ench Weident receives I | Foan opposite; i activities room. ,
adequate supervision and assistance daviess to | , Stff havo bosh instucied o inspect !
prevent accidents, support/stability bars and fixtures in .
' , regident bathing rooms on b xogular bagis, .
. } ; and fo report any malfonctioning equipment
| ! + to the Mainténancs Director For vepair or
\ . teplacomant. In suldition, the Maintenance
This REQUIREMENT is jiot met as evidenced ' Director will conduct monthly
by: ‘ inspections of the facility to monitor
Based on abservation and stafl interview, the  complianco with CMS safety standards.
facility tailed to ensure a dafe environment for  Rosulis of the inspections will be
' rasidents in 2 of 2 bathing rooms. The findings i documentod and outcomes ) -
wers: ' i presentedt gt the quarterly QAA meeting '
' | with appropriam follow-yp,
1 Periodic observation from) 810/09 through |
. 3113409 revesiled the following safety concems: f
. a, Observation of the support/stability bars :
s attached to the toitets in the two miin resident i
1 bathing rooms were unstgble. Observation in the .
* hathing room opposite thy activities room showed | "
' the stahbility bar was looss|and the altachmentto | ! :
; the underside of the: tollet seat was cracked, !
; Obsarvation in the bathing roam ppposite vesident ;
1 reom #1306 revealad the stability bar was only ; '
! attached 1o the wall, not the floor. As a rasull, the i
 barwas wobbly. : |
© b interview with the Minimium Data Set ; ,
assessmaent coordinator on 8/13/09 at 8:30 AM ' :
, confirmed the bars were ynstable., ‘ | :
F 328 ¢ 483.25(1 UNNEGESSARY DRUGS F 329, '
580! :

n must be free from - '
unnecessary ¢rugs. An uphecessary drug s any | i
drug wheh wsed in excesslve doge (inclugding :

“ duplicate therapy); or for excessive duration; or ;
without adaquate monitoring; or without adequate ! |

Each regident's dnig regi

L

R CMS- 2167 {0369) Provisus Vorsins Obsolete Event 1D PXURTY Faallity I Y Y0032 I contintintion shaot Paga 33 of 17
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STATEMENT QF DEFIGIENGIES {41} FROVIDEFSUPPLIER/GLIA (M2) MULTIFLE CONSTRUCTION O DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION N n COMPLETED
A, BUILDING
‘ G
saomr_ o V‘\'@\ G 081372009
NAME OF PROVIDER. OR SUPPLIER v SYREET ADDRESS, GITY, STATE, ZIP GODE '
333 N BRIDGER AVE
SUBLETTE CENTER PINEDALE, WY 52341
) SUMMARY STATEMENY OF DEFICIENGIES m PROVIDER'S FLAN OF CORREGTION 0y
WREFHK {EAGH DEFICIENCY MUST B} PRECEDED BY FULL \ PREFIX ' {EACH CORRECTIVE ACTION SHOULD BE COMPLET
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERERCEL TO THE APPROPRIATE pare
DEFIGIENGY)
R 429 Continued From page 13 F 328! The facility will enswre a gradual
iridications far its use; of in the presence of dose veduction for residents taking $/3 172009

adversa consequences which indicate the dose
shotild ba redyced o di

gornbmations of B reas

' Basedd on a comprehanshie assessmant of &

| resicient, the facility must ensure that msidents
| who have not used antipsychotic-driigs are not
. piven these drugs unless antipsychotic drug

drugs recedve gradual d
« behavioral Interventions,

arugs.

- Thie REQUIREMENT s not met as evidenced
by

' Based on medical record review and staft
"intevview, the facility failed to ensure the

"medication regime for 1 (#26) of 9 samnpla

! residents who received paychotrople medications

| was free of unnecessary drugs. The findings

' were:

|
I Revigw of the medicsl recbrd face sheet showed

- regident #20 was admitbaed to the facility on

i 1117708 with diagnoses thiit included infracerebral

 hemorhage, deprassive disorder, and personal

. history of aleoholiso. Review of the 11/7/08

' pfmission orders reverled the resident wasg
prescribed Zyprexa(an antipsychotic) &

' therapy is necessary to a speciilc condition
" gu cllagnosed and docy o in the clinfeal
| racard; and vesidents whia wst aatipsychobic

« contraindicated, inan effort to discontinue these

————

milligrams (mg) in the moning and 2.5 my. at bed

time. The following conce

o wore identifierd;

]
" a. The DON wmet with the Fhamneist '

psychotropic drugs unless clinically
contramdicated and dosumented by
, the mesident’s phyyician ag evidenced by:

Cosultint on 0573172009 during
her montbly drug review, The DON . M
and Pharmacist Consultant will moct },,;. [
with the physicians that have ! d}}«

adeining privileges and instruct them ¢ Y

on the-rogquitesmntz for a pradiual dos dﬁm
roduction; SESF il resideat 126 1"

as per CME guidelines. The DON will
raonitpr the physician’s documentation
on a monthly basis after the Phannieist
Consultant has been in and made her
Recommendations for gradual dose
seduction. The DO will follow up with
physicians and report at the quarterly
QAA meeting with apprapriate follow.ap,

ORM GME:E0702-09) Proviows Vierikny Obsoioly

Evinr 10; PXURTH:
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| AL o v c
535017 /éA&( ' 08/13/2009
NAME QF PROVIDER QR BUPPLIER STREET ADDRESE, CITY, STATE, ZIP GODE
333 N BRIDGER AVE
SUBLETTE CENTER ‘ PINEDALE, WY 82081
o) 1 BUMMARY ETATEMENT OF GEFICIENGI'S . {1+ FROVIDERS PLAN (F CORREGTION {35y
FREFIX (EAGH DEFIGIENCY MUST 8E PRECEDED BY FULL © PREFIX (ERGH GORRIEGTIVE ACTION SHOULD BE COMFLETION
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I BEFICIENGY)
1 I .
T . T
328 Continued From page 14 F329h,  The DON will eosue the Fluamvacist A2005

a, Review of the med
additional docwmentation

" physician on 8/14/00 and :
evidance a gradus! dose |

» Zyprexa had been atternpted since the resident's |
_admission on 11/7/08, nirle months before. In i
I

ool record, and |
providex] by the

M908, showed no
rechiction (GDR) for the |

ﬂdd!ﬂnn therg was no dogumeantation of the
| eontinued necessity of the dose, or the ginical
‘ yationale: that the benafitsof the 'dose dutweigh
- the riske, Fuithar review of the S7114/09
' physiciun's documentation revealed the resident
"functions well at the curment dose [of alf
medicationg],” ;
b. During an interview on B18/09 at 2:15 PM
* the pharmatist confi she had not i
! recosrmanded a GOR, nor had a GDR been !
' attermpled, The phammacist further atated she
! shoukd have recommended a GUR after the
" residant received the Zyprexa for a period of four
1 months. :
F 428 | 453,680(c) DRIXG REGIMEN REVIEW

§5=0,
The drag regimen of each resident must be
| teviewed at Jeast onae a month by a licensed
I' pharmarist,
. Thee pharmacist must re
 the dttal‘ldil‘lg phiysician,
! ' nursing, and these rapo

rt any imegularities 10
nd the diractor of
must be awcted upon,

Thig REQUIREMENT I
by:
Based on medical record
interview, the facility fall

" pharmaoist recommend

ot met as avidenced

rewiew and staff
to enaure the .
a gradual dose :

i

Consultant recormmends gradual dose
reduction, unless clinteally contraindicated,
for those residints recoiving
psyehotrople drugs on o monthly basix
after she Pharmacist Conspltang hae hop
monthly visit by monitoring the drag
print out sheots the Pharnmaeist
Consultamt gives o the physicians after
her veview.. I a resident han boen placed
on & peychotropic doog, such as resident
' 26, and there has been no recommendarion
for a graduat doce reduction has been
made, the DON will eonsalt with the
Pharmneist Consultant snd make
. thyyuggestion to the physicimm.
The DON wil} report at the quarterly
QAA meeting with appropriate follpw-up,

| 83172009

FA28| The fasility will ensure a gradual dose
| reduction will ba requested as evidencod
| bsy: %ﬂ
l The DON will ensure the Pharmiswist
ERmmRmTL
] redaction Gaereskdents that have boen ’3‘
i given a peyshotropie diug per CMS

H guidﬂlih%. :

1 .

! ‘The DON will review the drug comment .

. sheel given to the physician by the

. Phormacigt Consultang prior to the drug !

! comiment sheet being given 1o the physician, |

¢ [Fihere was a new psychotropic diug

v administersd and no gradua) dose reduction |

requested, por CMS guldelines, the DON

*ORM CBAS-2507(02-09) Proviows Vorelons Dhsclell Evont I PxURT

Fiscsity 15 WY ' if wntlnuawllon sheol Page 15 of 17
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F 428 - Cortinued From page 15

' findings wers:

$5up | CONDITIONS

1 sanHary, and comfartable
- resicants, staff and the p

' Thia REQUIREMENT Is

1 by

' Based on cbiervation an
* Tagility failed T ensure 10
» 3 alam systems werg m

| Qhservation on 871209 a
east enbance/oxit deor to
| completaly cloged, As a n

i door and the door frame
i abservation at that time
; Systam was not nolifylng.
door was open, Interview
: nursing ot that time reves

| door was not closed. The

envirpnment for

{ The facility must provide
fo

not met a2 evidencad

mduction (GDR) for 1 () of 1 sarmple resident
who received an antipsychotle medication, The

Refer to ¥ 329 in regard to the lack of & .
, recommendation by the pharmacist 1o gradually
“raduge the dose of Zyprexa for resident #26, .
F 465 | 483,70(h) OTHER ENVIRONMENTAL !

gafe, functionad,

e —————— e i . -

staff interview, the
§ fagllity doors and 2 of

F 428" will eontaet the Pharmacist Consullant to

. confirm the thal gradual dose reduction is

Fneeded and will then ask fw physichn for
tho gradual dose recuction, The DON will
repor ot the quarterly QAA meeting with

F 465

~nappropriate follov-up,

a. The facility re-aligned the east
closuro tnd 10 resel metallic door
abavin eincuit conlact points, Siaff

Diirector for immediate repair.

follow-up.

endrance/oxit door 1o ensure proper

 DBA13200%

have been instructed 1o report matfunctions
of the door alarm system to the Maintenunee

The Maintemsnce Diroctor wifl monitorop 4 mwﬂd] WO\
all doors with alarms, document, v wport -

o the function of the deor alwm system at

the quarterly QAA meeting with appropriste

intained in & functional
manner, The findings werg:

3:48 PM revealed the
the facility was not
will, the electronic

. metallic door alaim circull contact points on the

re yeparated . Further
vealed the door alarm
he nurges’ statton the

with the director of

el the door alam

1 system should sound at the murses' statlon if the
DON further stated she

; deded to contact the malntenance department to
Hix the alarm systain, Interview with imaintenance

' sfalf on 8/13/09 &t 8:46 AM revealed the east
door was out of alignment and the alamm system |

was malfunctioning,

|
1
i
1
I
I
i
|

1 QAA thesting with appropriate follow up,

anbas.

b. Tha Facility replaced the batteries
for the motion detoctor alarm at the east
entranca/exit.door. The Mamterands
Enrector will cheek the: batteries inall
alarms once a month, and wil

replace a3 needed. The Maintenancs

Drivector will document these inspections

andd report the ortcomes at the quarterly

v
1
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Obseyvation or 8/12/09 af 3:48 PM revealed the
: motion detechor at the eagt entrange/exit door to
» the facllity did not slgnal an alarm when staff
« passed through the door, Interview with Minimum
« Data Set gesessment coctdinator at that time
| revealed the motion detector was not working, |
1and the maintenance department needed tobe |
« Rolified. Interview with majntenance mahager on |
B/13/08 at #:30 AM reveslid the batterles for the
+ miotion detestor were waals ang had t be
replaced, ‘ ’ '

! - : i !

L 1
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