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When & resident or family group exists, the faciity
must listen to the views and ast upon the
grievances and recommendailons of residents
and families concarning proposad poliey and
operational decisions affesiing resident care and
lifes in the facliity.,

This REGUIREMENT Is not met as svidencad
by:
Based on resldent Interview, siaff Interviaw,
ohaarvation, and review of the resident coundll
meeatitg minutes and grisvance follow up
information, tha facllity failed t0 act on 1 of 1
grievanca, The findings wers!

Review of the 1/27411 rasident councll meeting
minutes showed the residents were "Mead about
TV [isksvislon] buing moved from front lobby." A
confidential Interview with eight rasidents
revaglad this Issua was not resolved, and the
residents continied to be upset about the
relocation of the television. Raview of the 1/27M1

LAHGRA’IJEWR P ﬂ;‘iﬂis UPPMER REPRESENTATIVE'S $IBNATURE

SHERIDAN MANOR 1451 BIG HORN AVE
SHERIDAN, WY 82301
%) D SUMMARY STATEMENT OF DEFIOIENCIES D PROVIDER'S PLAN DF ODRRECTIO
éRE)mx {EAGH DEFICIENCY MUST 88 PRECEDED BY FULL Pnlsmx {EAGH CORREC TIVE AGTION GHOULR b coMpLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE ABPROPRIATE PATE
DEFICIENCY)
Preparation and/or execution of this
F 000 | INITIAL COMMENTS FO00| plan of correction does not
constitute admission or agreement
The following cormmon ebbreviations are used by the provider of the truth of the
:2{?“?2;{:’:;‘%2 C:‘%?‘:;Wm? facts alleged or conclusions set forth
LPN - lcensad practical nurse leathe ;t?teme?t Of. deﬁclenz;m ’g}m
DON - diratior of nursing Plan ok cafrection is prepared and/or
lexecuted solely becanse it is required
MDS - Minimum Data Sel by the provisions of federal and state
CNA - cettifted nursing assistani daw.
EBIW# eerﬂﬁe? dlet%ry bmlfnagﬁlr I ‘This plan of correction serves as the
ess vornmonly used abbreviationa will be Facility’s allegation of Hance,
annotatad Ih aach deficlency where used, ;1?341431 S A eEAtioN of compiance
F 244 | 483.16(c)(8) LISTEN/AGT ON GROUP F 244 . . B/6/11
stz | GRIEVANCE/RECOMMENDATION When  resident or family group

iexists, the facility must listen to the
views and act upon the grievances
‘and recommendations of the residents
and families comcerning proposed
policy and operational decisions
affecting regident care and life in
the facility.

Corrective Action:

The resident conncll concern
regarding the localion of the
television was reviewed with regards
to the decision and plan at the
resident council meeting

on 5/3/2011

Identification of Gthers:

Resident Council meeting held on
5/3/11, at which titne residents

wore asked if there were any
unresolved concerns, No utiresolved
concerns were identified and
docamenied on a concern forin for
resolution by the IDT,

TITLE (X6) DATE
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Any deflclency statermnent snding with an aslerlsﬂf{‘f denotes o doflalaioy which the natitution may be exeused from corgoilng providing i e detennined thet
other safeguarde provide suflkcient protaction to the putlents, (Sew Instruzilons.) Except far nuraing homes, the findings staled above are disclosabla 86 deys
followdng the date of survey whather or nol a plan of corractlon ls provided. For nursing homes, the above finding u lpL 5 of correction are disclosable 14
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£8=n | ASSESBMENTS

The facility must conduct inltlafly and periodically
a comprehensive, accurate, standardized
reprodusiblo aseesament of each resident's
funciional capacity,

Afaclity must make a comprohensive
assessment of & resident's heeds, using the
residant assessment instrument (RA! speciffed
by the State. The asssssment must include at
least tho following:

identificatian and demographic Information:
Customary routine;

Cognliive patterns;

GCommunication;

Vigion;

Meod and behavior patterns:

SHERIDAN MANOR 1854 BIG HORN AVE
SHERIDAN, WY 82804
Uy 1 SUMMARY BTATEMENT OF DEFICIENGIES D PROVIDER'S Fi.AN OF CORRECTION (X)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GCORRECTIVE ACTION SHOULD BE: COMPLETICN
TAG REGULATORY OR L83 IDENTIFYING INFORMATION) TAL CROSY-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
System Measures:
F 244 Continued From page 1 F244| The facility reviewed its
concemn form presented to the adminlstrator Concerns Resolution policy to
showad eleven residents compiained because assure that the policy adequately
the area where the TV was relocated was top explained the steps necessary to
stmall and had space for no more thar 2-3 prompily address and correct,
regidents at one time, Obsarvation dur!ng all where possible, concerns raised by
dates of the survey showed the talsvision area o nd their families. In
was significantly smaller than the front lobby area residents and  their familios.
and would be eble to accommodate just a few jaccordance  with  the  Concern,
residents, Review of the resldent councl concern ' Action, Response, Sustain
follow up form dated 1427111 showed e dsclalon {(C.A.R.S.) process all concerns
to move the TV was a "company Ereceived orally or in writing
?g;‘;gy‘&;’fmgrmﬁﬁa ?ﬂ't‘)ﬁb" ?hatngeg. This Is ' ‘shall be documented on a Concern
cbby/entrance aren w, :
{with] less noise," lnterkaw wltgthe adminlgtiator iForm. Conesrns r?late%to allegteg‘
on 4/28/41 at 11:05 AM revealed the TV was abuse or neglect are to be reported
relocated due fo nolse ssues end the restdents 1o the Administrator or Director of
wate informed In advance of this declelon. The ‘Nursing imtoediately. ALl other
administrator confirmed he had not addressed .concerns are to be reported o
this lasue with the residents any further. the Administrator within 24 hours of
F 272} 483.20{b)(1) COMPREHEMNSIVE F 472

receipt or on the first business B/6/1
day following receipt. Concerns
must be addressed within 72 hours.
If it is not possible to address a
concern within 72 sioff must contact
the resident within 72 hours to
advise him/her on  stalug  of
resolution, All concerns are
discussed each

morning with the Interdisciplinary
Team (“TDT™), During the tneeting
the INT will determine who should
investigate the concern, The
individual assigned will have 3

days to complete the investigation.
The investigation will be forwartded
to the Administrator by the 3™ day.

FORM CMS-2867(02-08) Mevious Vatslons Obgolale Bvant (07071
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BTATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIEWCLM (%2) MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAN OF CORREGTION {DENTIFICATION NUMBER; COMPLETED
! A BUILDING
¢
535026 B. Wika 04/28/2011

MAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, STATE, ZIP CODE

Tha facility must conduct Infiislly and periodically
a comprahenslve, acourate, etandardized
faprodunibla ssseesment of esch reeldent's
functional capacity,

A facllity must make a comprehensive
assessimont of & resident's needs, using the
resident assassment nstrument (RA) spacifiad
by the State. The assessment must include at
least the following;

Idanfificatlon and demographic Information;
Customary routine;

Cognitive patterns:

Gommunication:

Vigion,

Mood and behavior pattems;

‘the results of the trending roviews.

FORM CMS-2867(0:2-08) Pravious Verslons Obeoieto

Evonl ;TR

Fagllily I Wyuo2s

1984 BKS HORN AVE
SHERIDAN MANOR SHERIDAN, WY 02801
SUMMARY STATEMENT OF DEFICIENCIES i PROVIDERY PLAN OF CORREGTION B
éﬁ?ﬁ& (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE coMLENoN
TAG REGULATORY OR LST IDENTIFYING INFORMATION) TAQ cRos&REFEﬂEgggg J"r:c:! ;r%a AFPROPRIATE DATE
‘Within 24 hours of receipt
the Administrator will teview the
He Sc;) n::]riefi::nmpnr] zi?w?e:i to the adminlsirator s etaius of the investigation involving
! ;] o
showed eleven residents complained becalse the ‘conflm:nb to detcl:rméne ,;,r hthe
the area where the TV was relocated was too concern has been resolved or if there
small and had space for no more than 2-3 are barriers to resolving the coficern.
residents at ona fime. Observation during al The Administrator or appropriate
tatas of the survay showed the talevision area department tanager will contact
was significantly smaller than the front lobby area the resident or person filing the
and would be abla to accommodato just & fow concern as soon as possible but no
residents. Review of the resident counall concarn . g
follow up form dated 1/27/11 showed the dedision longer than 72 hours to indicate
to move the TV was & "company receipt of the concern and to alert
directive...unable to make other changes. This is them that the concern has been
to promote & mare Inviting lobbyfentrance ares w/ tesolved All  concerns  will  he
[with} less nolse,” Intetview with the administrator idocumented on the Concern log and
on 4f28M1 at 11:06 AM revealsd the TV was will be reviewed during the monthly
e e oo evies s e elint Qualty Asscssnt and Assrrce
administratar gonfirmed he had not addressed ;C;m‘nt;lmttee md‘;ﬂtm% fo determfne
this issua with the residents any further, vhaciier lrends or patterns arc
F 272 | 483.20{b)(1) COMPREHENSIVE Farz| identified. The Committee will |g//11
59=b | ASSESSMENTS ‘make recommendations based on

"The Activities Director or desi gnee

will continue to review previous
identified concerns and resolution
with the resident council on g
morthly basis. Any noted concerns
will be documented on the Resident
Council Concern Form (check the
name of the Form) and will be

assigned  to  the approptiate
department manager for prompt
follow-up following the CARS

process. The Leadership Team wil)
be re-educated by the Administrator
or designee by 5/17/11 regarding the
CARS process and the expectations

4 2a.
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The facilly must conduet infttally and perfocically
a comprehensive, acourale, etandardizad
reproduclble assessmeani of each resident's
funciiohal capacity.

A facility must make a comprohensive
nssessment of a resident's neads, using the
resident assessment instrument (RAT) specified
by the Slate. The assesament must include at
least tha following:

Idontification and demographis information;
Customary rouline,

Cognitive patterns,

Cammunloation;

Vislon;

Mood and behavior patterns;

necessary.
‘¥ 272
The facility must conduct nitially
and periodically a comprehensive,
aceurate, standardized reproducible
assessment of each resident’s
functional capacity. A facility must
make a comprehensive assessment of
a resident’s needs, vsing the resident
assessment instrument (RAT)
specified by the state. The
assessment must include at least the

following:
Identification  and  demographic
information;  customary  routiue;

coghitive palterns; communication;

STATEMENT OF DIEFICIENOI o8 N0 0628-0301
’ ENOIES X1y PROVIDER/SUPPL(ER)
AND PLAN OF CORRECTION o IDENTIFICATION Ih!UMB?ELéf‘ A MUATIPLE GONSTRUGTION v 32&??&’%‘?”’
A, BUILBING
C
535026 k. o 04/28/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
SHERIDAN MANOR 1851 BI6 HORN AVE
SHERIDAN, WY 62801
X} 1D SUMMARY BTATEMENYT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION %)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL R FACH OORRE 10 i
TAG REGULATORY OR L3G IDENTIFYING INFORMATION Fmgx cé'&Asa-RmFEREE ggt? 153 *r‘Hg ﬂ%%%%?fm OOM!;}% o
DEFIQIENGY)
_ of the facility regarding -Eo_mpliance
F 244 Gontinued From paga 1 F 2447 with that process,
coneam form presented to the adminlstrator Monitor: _
showed eloven reeldents complained beeause The  Quality  Assessment and
the sinlrea t\jmll::eée the TV was relocated was too Assurance Committee mects monthly
small and had space for no mors than 2-3 _ o .
rasidents at one time, Obsarvation duting al :]?r“ddfless nomdbtmnd; ?d.pal“emz
dates of the survey showad the television area ough a rmmber ol climical an
was significantly smaller than.the front lobby area operations  systems as neccssary.
and would be able to accommodate just a few - Trends and patterns obtained through
residents, Review of the resident councll concern iResident Council Concern  Fotms
follow up form dated 1/27/11 showed the decislon ‘will be reviewed and analyzed
to mova the TV was = "company ! by th lity As ;
diractive...unalyle to maka other changes. This is ::&nﬁi);sug;m: %;Hﬂgmeesessmj‘e]?;
to promote & more Inviting lobby/antrance area w/ . " .
[with] less nolee.” intarvisw with the adgminlsirator Committee ~ will ~ evaluate  the
on 4/28/1% at 1106 AM revealed the TV was effectivencss  of  this plan  of
relocated due to nolse issues and the residents ‘eorrection each month,
wate Informed in advance of this declsion, The {Recommendations or revisions will
adwﬂnfsatratuilrh confirmed he had not addressed ibe made as necessary. The
this [ssue with the resldents any further, O " ; ;
ommittee  will review the plan
F 272{ 483.20(b)(1) COMPREHENSIVE F 272 . e 6/6/11
58D | ASSESSMENTS monthly for 3 months and then as

FORM GM&-26d7(02-00) Pravious Yoralona Olsulels

Event {D: TOTDY1
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Paychosoolal well-belng;

Physleal funetionfng and structiral problems;
Continence;

Disenge diagnosls and haalth conditione;

Dental and nutritional status;

Skln congitions;

Activity pursult

Medlcations;

Speclal treatments and provedures;

Discharge potentlal;

Rocumentation of summary Information regarding
the ackitional assessment performad on the care
areas triggered by the completion of the Minimum
Data Set (MLDXS); and

Documentation of participation In asseasment.

This REQUIREMENT is not met as evidenoed
by
Basad on observatton, medical record review,
and staff Interview, the fadility failed to provide
comprehensive assessments in vardous arens for
2 of 16 sample residents (#3, #18). The findings
wers;

1. Aceording fo the 413111 admission MDS
assessment, rasident #3 was fraguently
incontinent of bowel and reguired &
comprahensive assessment to defermine the
causes and centributing factors, Review of the
4111 agsessment inormation showed the
Taclity documented the resldent's bowal status as
"continent.” Howaver, review, with RN #8, of tha

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0238-0351
STATEMEENT OF DEFIGIENGIES %1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE GONSTRUOTION (X3) DATE SURVEY
AND PLAN OF DORREGTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
c
B WING
535028 0412812011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, S8TATE, ZIP CODE
1851 BIG HORN AVE
SHERIDAN MANOR
SHERIDAN, WY 82801
(%4) D SUMMARY BTATEMENT OF DEFIGIENCIES n PROVIDER'S PLAN OF CORREGTION 5)
BREFIX {FACH DEFICIENGY MUST BIX PRECEDED BY FUIL PREFIX [EACH GORRECTIVE ACTION 8HOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROFRIATE DATE
DEFGIENCY)
vision, mood and behaviers;
F 272} Contihuad From page 2 E272| psychosocial well being; physical

functioning and structural problems;
continence; disease diagnosis and
health  conditions; dental and
mutritional status; skin conditions;
activity pursuits; medications; special
ireatments and procedures; discharge
potential; documetitation of sutnmary
information regarding the additional
assessment performed on the care
areas triggered by the completion of
the Minimum Data Set (MDS); and
documentation of patticipation in
Jassessment,

\Corrective Action;

'Resident #3 has discharged from the
facility.

Resident #18 has had a significant
change is  status  assessmeni
completed to reflect a comprehensive
agsessment of care areas tripgered
including risk for pregsute ulcers.
Identification of Others:

Residents newly admitted to the
facility requiring a comprehensive
admission asscssments, residents
requiring a annual assessment and
resident’s requiring a significant
chanpe in status assessment are at
rigk

Systemic Changes:

The MDS Coordinator/designee will
complete Care Arean Assessments
(CAA) for all  comprehensive
assessments, The MDS Coordinator

FORM CMS-2567{02-09) Pravious Veralons Obsolata

Bvent 1Dy TOTOT

raodfill diclude associated gauses andioiT c TS
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BTATEMENT OF DEFICIENCIES XY PROVIDER/SUPPLIER/GL 2) MULTIPLE GONS y
AND PLAN OF GORREOTION o IDENTIFICATION NUMBEI-%? A ONSTRUGTION (xalgg&ﬁfgrﬂﬂvnm
A, BUILDING
¢
B, WINR
35024 04/28/2011

NAME QFF PROVIDER GR BUPRLIER

BTREET ADDRESS, GITY, STATE, 2P QODE

$5s | AFTER SIONIFICANT CHANGE

Afaclity must conduct m comprahensive
assessment of & resident within 14 days after the
Tacliity determines, or should have datermined,
that there has been a slgnificant changs In the
resilent's phyaical or mantal condition, (For
purpose of this secflon, a significant change
ieans & major decling oF mprovemant in the

SMERIDAN MANOR 1851 BIG HORN AVE
SHERIDAN, WY 32804
(X4} ID SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDERS PLAN OF CORREGTION o
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PHEFIX {EACH GORRECTIVE AGTION S8HOULD Biz COMPLETIDN
TAG REGULATGRY OR LEC IDENTIFYING INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
effects. Determine whether rultiple
F 272 | Continued From page 3 F 979 conditions are rel.ated. Suggest the
CNas' documentation of dafly bowel function need 10 got mofe inf ormaten abo“&f
showed the resldant was frequenily incontinent, ! esglent 8 (‘Ond.ltmn, om ~ tae
On 4/27f11 at 3:23 PM the RN reviewad the resident,  resident’s  family,
assessment Information and confirmad it was responsible  party,  attending
incorrec!. She verlfied & compreheneive bowel physician,  direct care  staff,
assessment had not baen completed for this rehabilitative staff, laboratory and
resident, diagnostic tests and consulting
2. O 425011 at 3:30 PM, RN #2 stated resident psychiatrist. Determine ”};a resident
48 was admitted with pressure uloers, end is & good candidate for rehabilitative
medical record review confimed the statemant, Antetventions. Identify the need for
Medlcal record review also showed the resldent referral to an expert in an area of
was admitted with disgnoses including anemia, resident concern. Begin to formulate
pefipharal vascular disease, thyrold disorder, lcare plan goals and approaches.
chronle lc:bs:trtm.tltvfna'«iFuImunaw disease, and ‘The MD$ Coordinator/designee will
congestive heart failura, Obsarvation an 427711 , . ~ o
at 11:06 AM showed the resident had healing complete the Cars Area Assessments
pressura tlcars on the coocyx and Jaft heel, (CAA)  for all ~ comprehonsive
Review of the assessment information showed .assessments  per the RAT manual
the only dooumentsd proasure ulser risk Factor for .chapter 4 page 5. CAA’s will
this rasident was decreased mobllity, On 4/28/11 include the nature of the issue or
at 10:30 AM, the MDS coordinator acknowledged .gnndition, causes and contributing
other factors suigh as nufiition and decreased faclors, complications affecting or
clreulation would impact the tesldent's tisk far d by the care wrea for thi
daveloping other prassure ulcers, She contirmed catsec by W ?zuo ared for Lhls
the assassment lacked & comprehensive resident, tisk factors that arise
determination of factors Impacting the resldent's because of {he presence of the
risk of developing additional pressure ulcers, condition that affect the staffs
F 274 | 483, 20(0)(2){F) COMPREHENSIVE ASSESS F 274} decision to proceed to care planning,  [6/6/11

factors that must be considered in
developing individualized care plan
interventions, include appropriate
documengation to justify decision to
plan care or not to plan care for the
individual resident, and the need for
referrals or further evaluation by
appropriate  health  professionals,

FORM CMS-268 7{D2-00) Freviets Verslons Obsoleta Event I TOTD4
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CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB ND. 0938-0391
STATEMENT OF DEFICIENOIES (1) PROVIDERISUPPLIERCLIA {X2) MULFIPLE CONSTRUGTION (3} DATE sURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER; A BULDING COMPLETED
C
535026 . Wika 64/28/2011
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, GI'TY, BTATE, ZIP CODL
1851 BB HORN AVE
SHEERIDAN MANOR SHERIDAN, WY £2604
(X4 10 SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S P1.AN OF GORREGTION 6!
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED §Y FULL PREFIX, {EAGH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
ssessment tools were wused in
F 272 Continved From page 3 F 272 gm-foinﬂng the CAA.
GhNAs' élofumenéauon of céally bowel funation The MDS Coordinator will be in
showed the resident was frequently Incontinent. . ;
ON 4727111 at 3:23 PM the RN roviswed the satviced on the ffmp]etmt of the
assessmon! information and sonfirmed it was CAA {Caro Area Assessment) on of
incorrect, She verified a comprehensive bowel before the date of compliance by the
assessmert had not baen complated for this Regional Clinical Director/Designee.
resldent, The in service will include review
iand  completion of CAA’s and
2, On 4/25/11 at 3;30 PM, RN #2 stated resident references to pages 4-2 through 4-11
#18 was admitted with pressure uloers, and of the RAT manual
medical record review confirmad the statement, ' Desi i il revi
Medlcal record review also showed the resident The DON/Designee  w review
was admitted with diagnoses including anemia, completed Care Arca Assessments
peripheral vascular disesse, thyrold disorder, randomly each week to ensure
chronie obstructive puimonary disease, and defailed completion,
congestive heart falfure. Observalion on 42711 Monitor:
at 11:05 AM showed the resldent had healing Mhe Quality  Assessment and
prissure Ulcers on the cocoyx and laft heel, iAssurance Committee meets monthly
Reviuw of the assessment Information showed I . ed trends and pattern
the only documented prassure ulcer risk factor for [0 address noted tren S and patterns
thls resldent was decreased mobllity, On 4/28/11 through a mumber of clihical and
at 10:30 AM, the MDS eootdinator acknowiedged operations systems as necessary,
other factors such as nutrition and decreased Trends and patterns obtained through
circulatton would Impact the resident's risk for the Care Ares Assessment Review
dleveloping 0ther| pressure Weers, She nonfirmead will be reviewed and analyzed
the assessment lackad & comprehensive : o .
datermination of factors impasting e resident's monthly bjf the (%llallty. Assessn.ll?}l:t
risk of developing additional pressure ulcers, and }}gtﬂ,mancel ,mmmticeg.r thB
F 274 483.20(b)(2)il) COMPREHENSIVE ASSESS Fo74| Committee  will  ovaluate  the B/
53=E | AFTER SIGNIFICANT CHANGE cffectiveness of this plan of
correction each moirth,
A tacllity must conduct a1 comprehensive Recommendations or revisions will
assessment of a resident within 14 days atter the be made as necessary, ‘Lhe
facllity detenmines, or should have delermined, Committee will review the plan
that there has baen a slgnificant change in the _ . . .
resident's physical or mgnta! conditi ong.! (For monthly for 3 months and then as
purpose of this sectlon, a significant change neeessary.
means & major decline or Improvemant in the

FORM Givi5-2587(02-9) Pravious Vecslons Obsolota

Event 1D: TDTDY4

Feafilly 10: WYg028
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° AT A, BUILDING COMPLE

C
535028 . WINg
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NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE

SHERIDAN MANOR 1851 Bl HORN Ave

SHERIDAN, WY 82601
(X 1D SUMMARY BTATEMENT OF DREFICIENCIRS Iy PROVIDER'S PLAN OF CORRECTION
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROUS-RIEFERENGED TO THE APPROPRIATE PATE

DEFIGIENGY)

F 272 | Gontinued From page 3 . F2712

CNAs' documentation of dally bowsl function
showed the resideni was fraquently Incontinent,
On 427111 at 3:23 PM the RN reviewed the
assasamant informatlon and confirmed If was
Incorrect. She verified & comprehensive bows|

assessient had not been complated for this
rasidenl.

2. Gn 4/25(11 at 3:30 PM, RN #2 stated resident
#18 was admitted with pressure ulcars, end
medical record review confirmed the statament,
Medical record review elso showed the resident
was admitted with diagnoses Including anamia,
peripheral vascular disease, thyrold disorder,
chronle obstructive puimenary disease, and
congestive haart fallure, Obsarvation on 4/27/11
at 11:05 AM showed the resident had heallng
pressure Uloers on tha coccyx and left heel
Review of the sasessment Information showad
the only documented pressura ulcer risk factor for
this resldant was decreased mobltity, On 4/28/11
at 10:30 AM, the MDS coordinatar acknowledoed
other factors such as nutritlon and decreased
clreulation would Impact the resident's risk far
developing other prassure uloors, She confirmed
the assessment lacked & comprehansive
determination of factors Impacting the rasident's
risk of developing additional prassure ulcers,

F 274483, 20()(21(1) COMPREHENSIVE ASSESS F274) w74 B3/
§8sE | AFTER SIGNIFIGANT GHANGE iA facility mmust conduet a

A faclity must conduct a comprehensive comprehensive assossment ofa
assessment of & resldent within 14 days after tha residont within 14 days after the
facllity determines, or should have determined, facility determines, or should have
that there has been a significant change In the determined thai there has been a
resident’s physlcal or mentat condition, (For significant change in the resident’s
purpese of this sectlon, a stgnificant changs ‘physical or mental condition. (For a
means & major decline o lmprovement in the

purpose of the section, a significant

FORM CM&-260 7{02-09) Provioua Versiong Dbaoslalo Eveni I2: TDTODY4 Faellly K Wygo2s It continuetlon sheet Paga 4 of 20
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STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPPLIERICLIA X3 MULTIPLE CONSTRUCTHON g
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C
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NAME OFF PROVIDER OR SUPPLIER
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{%4) ID SUMMARY STATEMENT OF DEFICIENCIES IC PROVIDER'S PLAN OF CORRECTION )
PREFIX (RAGH DEFIGIENGY MUST B PRECEDED BY FULL, PREFIX (EACH GORRIECTIVE ADTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORNATICN) TAG GROSS-REFEREMTED O THE APPROFIATE BATE
DEFICIENCY)
change means a major decline or
F 274 Continuad From page 4 F274)  improvement in the residents status
rasident's stetus that will not normally resolve that will not normally resolve itself
Implrentg Sanont demmem oY witlout further inserventian by staf?
Interventions, that has an Impact on more than or by implementing standard disease-
ohe area of the residsnt's health stalus, and rda;ted clinjcal interventions, that has
requlres Interdisclplinary review ar revigion of the an impact on more than one area of
care pten, or both,) resident’s health status, and requires
interdisciplinary review or revision
- - of the care plan or both),
'tlj';nlls REQUIREMENT Is nct met as evidenced .Corrective Action:
Baser on medical racard review, obaervation, ;1_{@5“{?‘“ #17 has been discharged
and staff Interview, the facliy fafled to ensure o from the facility. L
significent change MDS assessment was Resident #52 has had a significant
completed for 2 of & sample residents (#17, #52) change of condition assessment
who requlred this type of assessment, The completed,
findings wers: Tdentification of Others:
1. Intarview with RNs #2 and #6 on 4127/11 at MDS Loordinator/D gace o
6:48 PM revealed reeident #17 developed a dry, Toview nurses notes for the past 30
oracked area on the left heel on 4/1/11, but thay days to determine if a significant
were unsure if it was s presaure ulser, RN #2 change of status assessment ig
stated she Mentified the wound as a prassurs nceded. Those identified will be
ulcer on 413/11. Aocording to the 2Mb/11 scheduled  with  ARD’s  and
gdmlsslun MDE assessment, the rasldent was at completed within 14 days of the
risk for developing pressure ulsers but had intact identificatior
sicin at thet time. Detalled review of the medipal (denirucalion.
record showed ho evidence the faoflly completed Systemic Ch“.“ges- L
a significahit change MDS assessment after Residents  with newly _'ldﬁntlﬁﬂd
Identllying the pressure uicer, On 4/28/11 at 9:18 pressure ulcers will be reviewed for
AM, the MDS coordinator stated a slgnificant significant changes in  morning
change assessment had not been nompleited Ag business meeting and the IDT will
the resident was "... leaving this weekend, determine if u significant change of
2. Madical record review showed a significant condition is needed. Thef, M;D will
change MDS assassmant was required for be sct within 14 days if the IDT
residant #52 due to the Identifloaton of a stage 3 determine a significant change of
pressure ulser oh 4/8/11, Review of the daily status assessment is warranted,
FORM CM3-2667{02-00} *rovious Veralona Chsplele Event (DT Facilly 11 WY0028 i sontinuation sheet Page & of 20
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DEFIGIENDYY
. The MDS Coordinator will be in
F 274 Continued From paga 4 F 274

rasident's status that will not normally resoive
itself without further intarvantion by staff or by
Implementing standard disease-relatad clinical
Interventions, that has an impact on more than
one area of the resldent's health stafus, and
raquires interdlsciplinary review or revision of the
care plan, or both,)

This REQUIREMENT is not met as evidencad
by

Based on medical record review, obesrvation,
and steff intarview, the facility falled to ensure a
significant change MDS assessment was
completed for 2 of 3 sample residents (4447, #52)
who required this typs of assessment, The
findings were:

1. Intorview with RNs#2 and #6 on 42711 at
648 PM ravealed resident #17 develaped & dry,
cracked area on the lef! heel on 4/11, but they
werg unsure |f 1t wae a pressura ulesr, RN 42
stated she identified tha wound as a pressure
ulcer on 443/11. Acoording to the 2/16/11
admisslon MDS ogocsemont, the resident was at
rlsk for developlng pressure ulsers but had intact
skin at that tima, Detalled review of the medipal
record showed no avidence tha faolllly completad
& sighificant changs MDS assessment after
ldentliylng the pressurs ulcer, On 428114 at 0:16
AM, the MDS coordinator stated a slgnificant
change agsessmant hed not been complated as
the resident was ", leaving thie weskend."

2. Medical record revisw showed a significant
change MDS assessment was reqguirad for
resldent #52 due to the identlficetian of a stage 3
pressure uloer on 4/8/11, Review of tha dally

FORM GMS-286'02-09) Provious Yersions Obavlete

serviced by the Regional Clinical
Ditector/Designee on the completion
of u significant change of status
assessment within 14 days of the
identification of the significant
change with reference to the RAT
.nanual pages 2-12 and 2-16 throngh
:2-21 including the guidelines for
completing a significant change in
status MDS assessment.

The NHA/Designee will roview the
agsessment  schedule weekly to
determine the completion timeliness
of any identified significant change
of condition assessments,

Meoniior:

The Quality Assessment and
Assutance Commiltee meets monthly
to address noted trends and patterns
through a number of clinical and
operations systems as necessary.
NHA/MDesignee to track and trend
assessinenl  timeliness and report
findings to the QA & A committee
monthly. The QA & A committec
will evaluate the effectiveness of the
plan based on trends identified and
implement additional interventions as
needed  to  asswe  comtimued
compliance monthly for 3 months
then re-assess the need for continyed
monitoring based on compliance,

Evant ID; YO

Facliy 10: Wyaozs

If conlinuation sheet Page & of 29
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F 274 | Continued From page 5 F 274
nurses’ notes from 3/31/11 to 4/7417 showed the
rasident dld not have prior skin breakedown,
Based on the 14 day requirament, the slgnifiosnt
change assessment was due onh 4/22/11,
Interview with tha MD& coordinator on 4127111 at F279
3:05 PM revealed a sfgnificant change was PeT :
required but was not initfated. ? f:g;:ﬁynin; sgg‘s;zlthe iii‘ig\i ‘;ingw
F 279 | 483.20(d), 483.20(1)(1} DEVELOP Forp| 25 h" ot P, il 8611
88D COMPREHENS'VE CARE PLANS revise the resident’s comprenensive
plan of care,
A faciilty must use the results of the assessment The facility must develop a
to devalop, raview and rsvise the residents ‘comprehensive care plan for each
comprehensive plan of aare, resident thai includes measurable
. objectives and timetables to meet a
The facllity must develop a comprohensive cars N o -
plan for each resident that eludes measurabie esideat’s mf:dfgalj .n;‘rsmg and
objectives and timetables to meet a resldent's men?ﬂl ‘5”{151 psychosocial needs that
medlcal, nursing, and mental and psychosocls| jare identified in the comprehensive
neads that are identified in the comprehensive assessment.
nusessment, IThe care plan must describe the
iservices that are to be furnished to
The care plan must describe the services that are e U o3 A
to be fumishied to attain or maintal the resident's gt.“‘ﬁ“ or ”tl?“ﬁ‘m h““’. Ii“*"dm:;i
highest practicable physical, menta), and Iphest practicable physical, men
psychosoclal well-being as required under and psychosoclal well-belng  as
§483.25; and any services that would otherwlse requited under 483.25; and any
bo required under §483.26 bt are not provided gservices that would otherwise be
due fo the resldent's exercise of rights under required under 438,25 but are not
§482.10, ncluding the right to refuse treatment provided due to the resident’s
Under §483.10(b)(4). exerci o
cise of rights under 483,10,
including the right to refuse treatment
This REQUIREMENT |s not mat as evldencad under 483,10,
by: Corrective Action;
Basad on medical racord ravlew and staff Resident # 6 comprehensive plan of
Interview, the facility feiled to develop cara plans care has been updated to include care
for 2 of 18 sample residents (#8, #62) that plans for commumication
included all arems identlfied as concems for the interventions/approaches, cognition
FORM CMS-2867{02-89) Pravious Veralons Obsolste Eveti{ 1D TOTR Faclity 1D: Wyon20 If continuatlon shest Pagn 6 of 20
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A, BUILDING
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() 1D SUMMARY STATEMENT OF DEFICIENGIES In PROVIDER'S PLAN GF CORREGTION 5)
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TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAQ GROSSREFERENCED TO g’!{l,t APPROPRIATE DATE
interventions/approaches,  delirium
F 279 | Continued From page 6 E 976 history interventions/approaches and

mood interventions/approaches,

residents. The findings were;

1. According to the 3/21/11 admission MDS
assessment, resident 76 was dseessed as
needing a care plan that insluded |dantifiay

Resident #52 comprehensive plan of
care has been updated to include
pressure ulcer actual and risks and
nutritional interventions/approaches,

coneerne with communication, inpalred Identification of Others:
cognition, dalirium, and mood state, Raview of An audit of the most recent Care

the cars plan developed from this assesstmant . 3 > . .
showed these areas wers not addressed, On Aren Assessment (CAA) for the last

4127111 at 2:45 P, RN #8 confirmed the care 60 days vs:ﬂl b‘c cothucted,

plan was curreht but failed to address the All CAA’s will be compared to care

aforementioned areas. plan and updated to reflect the
assessment of the resident,

comprehensiva cara plan to prevent pressure

he Interdisciplinaty toam will be |
tlcers for resident £62. The Interdisciplinary team will be in

serviced on or before the date of
F 280 | 483.20(d)(3), 483,10(k)(2) RIGHT TO F 280 , . 88111
85=D | PARTICIPATE PLANNING GARE-REVISE GP compliance by the DON/designee
-congerning updating care plans with
The resident has the right, unless adjudged CAA rev.iew upon admission, change
incompetent or othetwise found fo be of condition and annually.
incapacitaied under the laws of tho State, to The MD}S Coordinator/Desighee will

paricipate in plannlng care and treatment or

complete a random weekly audit of
changes In care and trealment,

comprehensive assessments to ensure

A comprehensive eare plan must be devaloped vare plans are updated to reflect CAA
within 7 days after the compiefion of the (CE'“‘: Area Assessment).
somprehensive asseasmant, prepared by an Munitor:

interdisclplinary team, that includes the attanding The Quality Assessment and
physiclan, a registerad nurse with responsiblity Assurance Committee meets monthly

for the resident, and other approptlate staff in
dlsciplines as detennined by the iesldent's neads,
and, to the sxtent practicable, the participation of

to address noted trends and patterns
through a number of clinical and

the resident, the resldent's family or the resident's Operations systems as necessary.

lagal representative; and perlodically reviewsd Data oblained by way of audits will
ahd revised by & team of qualifled parsons after be reviewed and analyzed for
gach assassinent, patternis and trends and reported

monthly to the facility QA & A

corumitiee by the MDS
FORM GME-2567(02-98) Provions Varslons Obenlata Event ID:TDTDAA Faclily 1D WyYoma w wwnusaon sneet Page 7 of 20
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Coordinator/Designee. The QA & A
F 279 | Continued Feom pags 6 F 279| committee will evaluate effoctiveness
rasidents, Tha findings were: of the plan based on trends identified
implement additional
1, Aocording to fhe 312111 admlssion MDS A OO ded to enmaro
assessment, resident #6 wes assessad as ot " . thly for 3
neeting a care plan that inoluded identified contitued compliance montily
concems with communioation, irapalred months,
gognition, delirium, and mood state. Review of
tha care plan developad from this assessment
showed thase aress were hot addressed, On
4127711 at 2:45 PM, RN #8 confirmed the care
plan was ourrent but falled to address the
aforamentionad areas,
2. Refer o F314 for detalls relatad to lack of a
comprehehsive care plan to prevent pressure
Ulears for resident #52. 1280
F 280 | 483 2(Kd)(3}, 4B3,10(1)2) RIGHT TO F 280 , ) 5611
55=0 | PARTICIFATE PLANNING CARE-REVISE GP The resident has the right unless
judged incompetent or otherwise
The resident has the right, unless adjudged found fo be incapacitated under the
lmompetatr:dor U;;hEWVISE foun? ttt? bgt o 4 laws of the state , to participate in
r;rst‘gﬁ:?e]:iae o Jgnﬁ:-ntg ié?g‘;r? g treeatrﬁa " t?r care planning care and treatment or
changas n care and treaiment changes in caro and treatment.
T | A comprehensive care plan must be
A compreherisiva oare plan must be developed ‘developed within 7 days afler the
within 7 days after the completion of the “completion of the comprehensive
comprehensive assessment; prepared by an {assessmoent; prepared by an
Interdisciplinary team, that Includes the atiending ‘interdisciplinary team that includes
physiclan, & registe(ri'edr:'iurse with re?pc&[\s;fblnlty ithe attending physician, a registered
for the resident, and other appropriate staif In ‘ . TG
discipiines as determined by the resldents needs, I_mr.sf with resp On‘?ltblh{“'y for the .
and, to the extent practicable, the participation of resident, and other appropuiate staff
the resident, the resident's family or the resident's i disciplines as determined by fhe
legal representative; and perlodically reviewsd resident’s needs, and to the extent
and revised by a tearn of qualifled parsons after practicable, the participation of the
each assassmant. resident, the resident’s family or
legal representative; and periodically
FORM GMS-2HBT(02.08) Pravious Verslons Obsololoe Evenl 11: 10T Facllity 1L: WY0028 If sonflnuation shaat Page 7 of 20
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A BUILDING
C
B, WING
‘ 535026 W - 0442812011
NAME OF PROVIDER OR SUPPLIER STRERT ADDREBS, GITY, STATE, ZIP BODE
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TG REGULATORY OR LisG IDENTIEYING INFORMATION) TAG CROBS-REFERENGED YO THE APPROPRIATE DATE
DEFICIENGY)
‘ reviewed and revised by a feam of
¥ 280 | Gentinusd From pags 7 F280) qualified persons after each
agsessment,
Corrective Action:
This REQUIREMENT Is not met as evidenced Resident #6 comprehensive plan of
by: care as been revised and updated to
Based on Obsarvauon' meadical record re\;'ewl iinclu,:le i CDmJ'HI%ﬂiCElﬁDﬂ IGEU'E? plﬂll
and steff Interview, the facility faited to revise the identified needs/interventions and
care plan for 1 of 18 sample residents (#8) to approaches, reflection of level aggist
ensurs It reflected the care and servicea eurrarthy needed during meals, status of the
requirad by the resident. The findings were: blue foam hoots and the
According to the ourrent cars pian, residsnt 48 dlsc‘,mfm“ame of OT and PT
required ohly ssbup asslstance for meals, servw'us.
recelved phyalcal and ocoupationa) therapy for Identlficatiqn of Othgrs:
rehabllitation, was 1o be reminded to ask for A record review of resident’s
assistance, wore blua foam heel float boots, and receiving a quarterly, annua) or
recalved & recreational activity prograrm and significant change of condition
g%?g’; ‘;;‘ggﬁ_g“;;it: erapies for rehabilitation iassessment in the last 30 days was
Obsarvationa on 4/26/11 vt 6:20 PM and an ootiducted “’."P"“"mmal the noed for
4126111 at ©:10 AM showed the resldent recuirad icare plan rovisions, Al resident’s
extensive to total asslstance with meals. Furiher receiving an assessment within this
observation throughout the survey showed the time period will have care plans
resident remalnad in bed, but was not wearng reviewed by the TIYT for revigion,
blua form hes! float buuts, Allempts to converss Systemic Changes:
with the resident ravealed sho did not grrawer The Interdisciplinacy team will be in
Yuestions appropriately, Review of the 4/3/1 1 iced on or before the dats of
psychological evaluation ravealed the resident sorviced on or b desie
displayed severe cognitive Impairment, Medlcal compliance by the DON/designee
record review confirmed the resident no longer concerning updating care plans and
recehvad physleal and oceupationat theraples, revisions as needed, quarterly, annual
On 427111 al 3 PM RN #8 verifiad the care and with change of condition.
e I L
S an e <] . I el s orders, the 24 hour
F 312 | 489.26(a)(3) ADL CARE PROVIDED FOR Fata| " S "iflfi‘zl};‘;?“ﬂz‘f;’c Ei‘znts cach (6611
$8+D | DEPENDENT RESIDENTS robort, meldent and it
business day during the morning
A resident who Is unable to carry out activifiss of business meeting and revise carc

FORM CMS-2567{02-00) Pravious Yerstons Obaolats Evenk 10:TOTO Traelily 1D: Wyon2a If continuation sheet Page § of 20
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plans as needed,
F 280 | Continued From page 7 F280| The Interdisciplinary team  will
review care plans during systems
meetings for needed revisions,
This REQUIREMENT s not met as evidenced The MDS Coordinator/Designee will
by verify that care plan revisions have
Based on observation, madical record review, beon  completed  during  care
and staff Interview, the Tacility failed to revise ths conferences quarterly, annually and
cara plan for 1 of 18 sampla reslden's (#6) to with change of condition,
ensure It reflected the care and services eurrently ‘Meonfior:
raquired by the resident, The findings were: The Quality Assessment and
sonunittes teets month!
Aceording to the current care plan, resident #8 Assutanos Committee mee g Y
to address noted trends and patterns
requirad only set-up asslstance for mesuls, - of clinical and
receivad physical and occupational therapy for through 4 number of clinical a
rehabilltation, was to be reminded to ask far operations systems as NECESSATY,
assistance, wore blue foam heel float boots, and Data obtaited by way of audits will
recelved a recreational activity program and be reviewed and analyzed for
physicalioocupationa theraplss for rehabiitation patierns and tronds and reported
and o help control pain. ‘ . facility DA & A
Cbservations on 4225/11 at 6:20 PM and on monhly to the facility Q MDS
4126111 at ©:10 AM showed the resldent requlred Cootdinator/Desios. T A & A
extonelve to total asslstance with meals, Further Coordinator/Designee. o Q
vbservation throughout the sitvey showed the committee will evaluate efchtwgess
resident remained in bed, but was not wearlng of the plan based on trends identified
blua foam heel float boots. Attemnpts to sonvaras and implement additional
with tllwe resldent revealed sthe did not answer interventions as needed io onsure
Questions appropriately. Review of the 4/3/ 11 - i for 3 months,
psychalogical evaluation revealod the res/dent vontinued compliance for

displayed severe cognitive | mpalrment, Medlcat
racord review confirined the resldent no longer
recelvad physical and oceupational therapies,

On 4/27/11 at 8 PM RN #6 verlflad the carg
plan had not been revised to reflact tha resident's
clirent status and oare requirements.

F 312 | 483,26(a)(3) ADI. CARE PROVIDED FOR F312| 312
88=0r | DEPENDENT RESIDENTS

66111
A resident who is imable to carry out

i - activities of daily living receives the
A resident who s unable to car ry out activities of necessary servioes to maintain good
FORM CMS-2567(05-99) Pravioun Yerslona Chsnlata Event ID: TOTO{1 Fatiilly |0: Wyohzn If continuation sheat Page 6 of 20
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This REQUIREMENT la not met as evidenced
bvy

Based on obsarvation and staft Intarview, the
facllity faifed to provide adequate Incontinence
(perineal) care for 2 of 4 non-sample residsnts
(#171, #34) who were dependent on staff for
completfon of perineal cara, The fincings wera;

1. Observatlon on 4/25/11 at 8:35 PM ghowed
resident #11 was Incontinent of utine, and CNAR
48 and #4 provided Incontinence care. While
GNA #4 supported the resident with a git-to-stand
liit, CNA #8 stood behind the rasldent and
teeched betwesn hisher legs (o cloanse the
perineum and buttocks, However, the GNA falled
to cleanse the resident's anterior groin,
Immediately after the observation, the CNA
confirmed the resident had bean incontinent of
uting and that she failed to clsanae aif slcln
sUrfaoes in contact with utlne

2. Observation of resldent #34 on 4/26/11 at 755
AM showed CNAS ##10 and #1 Tailed to cloanse
tho resident’s anterlor perineum afler s/he wag
found to be Incontinent of urine, Revisw of the
3{16/11 significant change MDS assessmsiit
revealed the resident required extensive
assistance with personal hyglene, Intarview with
CNA¥T on 4/27/11 at 10:25 AM revealed she
would cleanse an Incontinent resident from front
to back of the perineum. Further, she would
cleanae the back of tha residents' logs and lowar

P I SUMMARY STATEMENT OF DEFICIENGIZS D PROVIDER'S PLAN OF GORREGTION {5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD b COMPLETION
TAG REQULATORY OR LS IDENTIFYING INFORMATICN) TAG GROS&REFEREE}%EI% .lT,;.?I g;{_]l-; APPROPRIATE DAYE
i
nutrition, grooming and persona] and
F 312 Continued From page 8 F 312} oral hygisne,
delly living recelves the necessary services to Corrective Action:
malntain good hutrition, greoming, and parsonal Resident #8 has received peri care on
and oral hygiene,

428/11 after initial observation and
ongoing,

Resident #34 has received peri cars
on 4/28/11 after initial observation
and ongoing,

Identification of Others:

A review of documentation of
residents requiring assistance with
peri care will be completed by
DON/designee. i

Systemic Changes:

DON/Designee will complete weekly
random observations of peri care and
review with IDT at morning meeting
Monday through Friday,
SDC/designee will provide education
on ot before the date of compliance
for all licensed staff o providing
proper peri care,

Menitor:

The  Quality  Assessment  angd
Assurance Committee meets monthly
to address noted trends and patterns
through a pumber of clinical and
-operations systems as necessory,

Data obtained by way of audits will

be reviewed and analyzed for

patterns and trends and reported
monthly to the facility QA & A
committes by the DON/designee.

The QA & A committee will evaluate

FORM CIS-2667(02-00) Previous Varalona Cbsolele
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Based on (he comprehensive assessment of
resident, the facllity must ensure theat a resident
who enters the facllity without pressure sores
doas not develop prassure sores uniess the
Individual's elinical condition demonstratas that
they were unavaidable; and & resident having
pressure sores recalves nacessary treatment and
services to promote healing, pravent infection and
prevent new sores from developing,

This REQUIREMENT s not met as evidencad
byq

Basgad on observation, madical record review,
and stalf intstview, the facility fallsd to either
develop Individuzllzed preventive measuras or
provkie adequate monitoring for 3 of 5 sample
residents (#4, #17, #52) who developed pressure
uloers, Tha findings were;

1. Chaarvation on 4/26/11 at 7 AM with RN #2
and physival therapist #13 showed residant 152
had an open uleer on the coccyx that was
covered with a dressing comalning & minfmal
amount of serosangulnous dralnage. Per RN #2,
the wotnd measured 1 e by 0,08 cm with yellow
slough covering tha base, and a small amount of
granulation tisaue was present around the adges
of the wound. Review of the medical racord face
sheet showed the resident was admitied on
331111 with diagnoses that Includad congestive

1051 BIG HORN AVE
RIDA, Ol
fHE N MANOR SHERIDAN, WY 62801
(%4} 1D SUMMARY STATEMENT OF DEFIDIENCIRS m PROVIDER'S PLAN OF GORREGTION X6y
PREF¢ (RAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EAGH CORREGTIVE AQTION 8HOULD BE COMPLETION
TAG REGULATORY OR L.EC IDENTIFYING INRORMA TION) TAG CROBB-REFERENGED TO THE APPROFRIATE DATIE
DEFIGIENGY}
the effectiveness of the plan based on
312 | Continued Fram page 9 ‘ F312| “trends identified and implement
E;Gk-lg‘ﬁnﬁ ew ;V'ﬂ:‘:genaorﬁln‘m 4}5%?*' 11at2 PY ladditiona] interventions as needed to
vaaied the expectation for Inoontinence care ; I
aleo Included cleansing the front of the legs and lmgu{ﬁlcogl t11;u§1d C(t)hn;p anee
lower abdominaligroln area, Jnonthly for 3 months.
F 314 | 483.25(c) TREATMENT/SVCS TO F314) F-314 - Plan of Correction 6/6/11
88« | PREVENT/HEAL PRESSURE SORES Corrective Action: Resident #52 was

ire-assessed for skin integrity issues.
!No new areas of compromise were
identified. The IDT reviewed and
revised the care plan to ensure it was
icomprehensive,  The physician was
notified, new orders received und
linterventions implemented as indieated.
[Family/responsible party was notified
of changes, Resident #17 has
discharged from ihe facility. Resident
#6 was re-assessed for skin inteprity
issues. No new areas of compromise
were identified. The IDT reviewed and |
.revised the care plan to ensure it was
‘comprehensive, The physician was
notified, ncw orders received and
interventions implemented as indicated.
Family/responsible party was notified
of changes.

Identification of others: The facility
completed a head to tow skin
assessment on  facility residenty to
identify residents with compromised
skin integrity, Residents identified
with pressure ulcers were reviewed by
the Interdisciplinary tcam, Physicians
were totified, orders received and
interventions implemented as indicated,

1 FORM CMS-250702-98) Provious Verslans Obsoloio
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heart faliure, anemig, and chronic obstructive
pulmenaty disease, Review of the Interlm care
plan dated 3/31/11 showed the resident did not
have actual skin breakdown or a history of
pressure uloers at the time of admisston,
However, the interim care plan showed a
generalizad problem for the polantial for skin
braakdown. The goal was to have the resident's
skin remaln Intact, The intarim care plan furthar
showed generalized, non-specitic interventions of
"weekly" skin checks and to turn and reposition
the resident "frequently.” Review of the 3/31/11
and 41711 Braden Scale (@ tool used to
datermine pressura uloer risk) scores showad the
resident was at mitd risl for daveloping pressurs
ulcars, with a score of 15, These Braden scale
assesaments showed the resldont was
chair-bound, histher siin was occagionally moist,
and friction and shear wera potential problems
The following concerns wers identiled:

a. Raview of the interit care plan showed
there was no individusiized rapositioning plan, o
a plan to address the resident's potental for skin
shear or exposura to moistura. In additlon, thera
was no apecifio plan to aducate the resident and
family regarding the need for reposltoning and
pressure-slisving devices,

b. Review of the 4/9/11 pressure uloer cars
plan developed after the Identification of the stage
3 pressure ulear doclmented repositioning the
resldant In bad and the wheelchalr would be dons
"frequently.” The plai for positloning remalned
non-specific and not indlviduallzed aven after this
resident developed a pressure ulcar,

2, Review of the facility's program, "Skin Care
Management,” revised 8/2007, showed "Each
resldent recelves the care and services

necassary to retath or regsin optimal skin

F314| revised and updated to ensure they are

comprehensive, Changes to the care
plans were communicated to care staff,
Family/responsible party wete notified
of changes,

iSystemic Changes: Residents will
Jhave a Braden Scale completed on
iadmission, weekly for an additional
three weeks, then cuarterly, annually or
!with a significant change of condition,
iAhead to toe assessment will be
completed upon admission and weekly.
Skin  integrity issues will Tbe
idocumented on the pressure ulcer
record or non-pressure uleer record as
appropriate. Residents with pressure
ulcers will be reviewed weekly by the
iinterdisciplinary team to determine
progress of healing, evaluation of
interventions.  Physicians will be
motified as indicated and
orders/treatments changed as needed.
Cure plans developed upon admission
will be reviewed and revised weekly as
needed. Family/responsible party will
be notified of changes, Changes to the
care plan will be communicated to the
“care stafl as they occur. A nutritional
- evalnation will he completed within 7
days of admission on regidents
identified at rigk or with compromised
skin integrity. A registered dietician
will assess residents identified with
skin impairment for nutritional status in

() 1 BUMMARY STATEMENT OF UEFIGIENGIES I PROVIDER'S PLAN OF CORRECTION ;
PREMX | (EACH DERIGIENCY MUST BE PREGEDER BY FULJ PREFIX (BACH CORREGTVE AGTION SHOULD BE. | covbtamion
TAG OR LSO IDENTIHYING INFORMATION) TAG GROSE-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
£ a1 Resident care plans were reviewed,
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F 314.| Continued From page 11

Integrity...Is evaluatsd by the Interdisoiplinary
team o determine his or her risk for skin
compromise of the presence of wounds and/or
pressure ulcers... If skin compromise ocnurs,
evaluation Is conducted...to ansure appropriate
measuras arg In place to minimize further
compromise and aid in hasling... The document
stated "All residents will be checked from "head
to toa" waekly by a licensod nurse.” the nurse "wil
dooument the resulls of weokly skin checks in the
resldent's madioal record.” When an ulcer was
dantified, the nurse was to documsnt n the
prograss notes end an the "Weekly Pressure
Ulear Record” to include the "size, atage, location,
drainage, odor, and paln...and notificafion of
Interdisclplinery wound tsam...” The nurse was to
doournent "daily monitoring of all pressure yloers
to include status of the dressing, surrolindhg
skin, presance of possible complieations, and
pain using the *Dally Monftaring Pressure Ulcsr
Record,..* The faliowing concarms with fallure to
implement this program were nated:

a, Observation on 4/26/11 at 11:05 AM
showed rasident #17 nad a pressure Uleer on the
left heal Ancording to the 2/6/11 adminsion
hureing assessment, the resident had Intact skin
when admitted with a fractured ankls, Review of
documentation {h tha 2M6/11 admisslon MDS
assesamen showed the facllity assessed the
resident as being at sk for developing prossure
ulears, Detalled medical record raview showed
wesldy skin chacks wars not documented
batwaen 8/20 and 4/17/41. Review of & nursing
nofe: datad 4/2111 showed the resident had an
Intact dressing “to PU [pressure uleer] an L flef]
heal" and was wearing bilateral heel protectors,
Further review of tha mising notes showed ne
prior Information regarding the developmaent of

a timely manner, Communication of
hew areas of compromised skin
integtity will be documented on the 24-
hour report.  DON/Designee will
review the 24 hour report and new
telophone orders each business day and |
foliow up to ensure appropriate
assessments are completed, orders and
treatments are on the MAR/TAR, The
IDT will track the progress of residents
with  compromised skin integrity
{hrough the weekly Care Management
Risk Review meeting. During weekly
wound rovwnds the IDT will ensure that
ithe interventions are in place, care
planned and still appropriate. ‘The
DON/Designee  will re-educate the
licensed nurses on  the  Skin
Management sysietn.  Re-education
'will include weekly skin cheoks,
Jiraden scale, nutritional evaluation,
‘proper interventions including support
sutfaces, required doecumentation in the
‘modical  record,  care  plans,
cominunication to physician, resident
and resident’s family/responsible party.
Inservices will be completed on or
before the date of compliance,

Monitor: The DON/Designee will
review the head to toe skin
assessments, MAR’s/TAR’s, pressure
ulcer and non-pressure uleer recotds
weekly fo ensure compliance. The
DONAdesipnes will attend the weckly
care management review mecting for

Fad
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skin management to monitor residents
F 314/ Continued From page 12 F314| {dentified with skin integrity issues and
the pressure uloar. Gn 4/27/11 at 6:48 FiM, to ensure compliance with the skin
Interview with RNs #2 and #6 revasted that an management  system The
411 the resldent's |eft hes| was dry and had Hosi ] : Its of
davetoped what looked like a "iinear fissure” or DON/designee will review results o
orack In the skin. Review of the treatment racord the weekly monitoring of the skin
and the varbal orders confirmed the Physlelan management system components and
was notifled, e dressing was applled that day, and the care management review skin
foam boots wers implementa. Registered nurse management meeting for patterns and
#2 steted she did ot detarmine ths arsa to he g trends. The patterns and trends will bo
Pressre ulcer until 4/3/11. However., the facility's ,
skin oare program was not Inplemented as reported monthly to  the QA&A
dascribed below. cominittee. The QA&A committee wil]
L The medical recard lacked svidsnce -evaluate the regylty and implement
ths licensed nurse documented the results of the additional interventions s needed to
weakly ski checks. During the aforementionad ensure continued compi
intsrvlew on 4427111, both RN& confinmed the pliance.
racord lacked desorlptions of the skin checks
from 3/20/14 unth 4417/11, a time penod of four
waaks,
F 382 483.26(m)(1) FREE OF MEDICATION ERROR F 332 6611
85=E | RATES OF 5% OR MORE
The facility must ensura that it Is free of
medication etror rates of five peicent or greater,
This REQUIREMENT is rot met as avidencod
by
Based on medicaf record review, chsarvation
and staff Interview, the facility falled to tnaintein &
medicaflon errar rate of lass than 6 peroant (%),
Out of 71 opparfunities for arrorg, 6 orrors were
committed resulting In an error rate of 8,459, Tha
resldants affectad by the errors were hon-sample
resldents #2, #23, #38 and #42. The findings
wera;
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F 314 | Continued From pags 12 F 314
the pressure uloer, On 4/27/11 at 6:48 P,
interview with RNs #2 and #6 revealed that on
41111 the resldent's 1aft heei was dry and hag
daveloped what looked like a "linear flssura® or
erack in tha skin. Review of the treatment record
and the varbal orders confirmed the physleian
was notified, a1 dressing was applled that day, and
foam boots were implamentad. Reglstered nurss
#2 stated she dld not determine tho ares to be &
prasslre ulcer Lintll 4/3/11. However, the faoility's
8Kin care program was hot implemented as
desoribed below,
L. The medical record lacked evidence
the llcensed nurse documented the rasuits of tha
waokly skin checks, During the aforementioned
interview oh 4/27/11, both RN confirmed the
record lacked descriptions of the skin chegks
from 3/20M11 untll 417111, & tima terod of four
waaks.
F 332 ABB.25(m)(1).FREE OF MEDICATION ERROR F 332) ‘K332 618111
55=E | RATES OF §% OR MORE "The facility must ensure that it ig free
of medication error rates of 5% or
The faclity must ensurs that it is free of preater,
tnedication error rates of five parcent or greater, Corrective Action-
Resident #23 medication Zenpep ig
. being given 15 minutes before meals.
This REQUIREMENT s not mst as evidenced Resident #38 Tobramyein eye drops
by: aro being administered as ordered
Based on medical record review, ohservation two drops each doge.
and staff intarview, the tewility failed to maintaln a . : s
medication error rate of less than 5 peraant (%), Pfemdmt #42, Malomc.am 18 bemg .
Out of 71 opportunities for errars, 6 errora wans given and scheduled time and ron is
commitled tesulting In an error rate of 8.45%, The being given with meals.
residants affectad by the arrors wers nen-sample Resident #2 has specified doses
resldants #2, #23, #38 and #42. The fndings clarified with the physician for Fish
were; Oil and Potassium Chioride,
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Identification of Others:
F 332 Continued From page 13 F 332

Nurse managers and DON will
observe 4 nurses completing a
medication pass to ensure residents

1, On 412611 at 5:21 PM, RN #12 was chsarved
to administer medications, Including Zenpsp, to
rosldent #23 who was eating the avaring maal,

Reconclllation of the medication pass showed the recetve medications per physician
physloian speclfisally ordsrad the medication to order. Any errors will be writien on
be adminlatered fiftaen minutes before tha meal, a medication variance report and 1:1
On 4/26/11 at 4:22 PM the RN acknowledged sha education will be provided by the
administered the madioation Incorrectly. DON/Designee.

2. On 412611 at 7 PM, LPN #5 was observed Systemic Changes: ,
adminletaring Tobramycin aye drops to resident In service education was provided to
#38, ona drop In each eys, Reconcillation of the licensed by the SDC/designee on
medication with the physielan's orders showed ‘Medication Pass utilizing the

the physlolan ordersd two drops in each By,

facilities medication administration
Interview with RN #11 on 4/26/11 at 2:25 FM

revaaled two drops In each eye were to be given i%%ﬁfbesign% will conduct weekly
3. On 4/26/11 ut 7:20 AM, RN #11 was obssived random audits for one month and
giving restdent #42 maloxicam and iroq. monthly random audits for 3 months
Reoonciligtion of the madications with the fo ensure that nurses are properly

physlclan's orders shawead meloxioam wag to be
diven at @ A, instaad of 7:20 AM, The Iron was
ordered to be givan with meals; breakfast was not

tollowing the 5 rights when
administering medication,

sorved untll 8:30 AM, 1 hour and 10 minutes after Immydlat.ﬁ‘ ?du,c ation Wl.] : b?
the madication was administerad. Intorvlow with provided if faoility Medication
the RN on 4/26/11 at 2:25 PM confirmed the .Administration Policy is not
medication was to be given as ordered. appropriately followed.

Monitoy:
Propaen A BamI 1S e oulity  Assessment and
prepered and adminis A or . "
resident #2 at 7:48 AM. The medications Included ASS‘(‘;;T{“‘“’ C‘?{“‘{ut_we dmmts monthly
1000 miligrams (mg) o fish oll ahd 99 mg of 1o address noted trends and patterns
potassium chloride. Reconciliation of the through a mumber of clinical and
medications showed the physiclan did not spoalfy operatlons systems as necessary.
the dusage for alther medication; however, he dig Data obtained by way of audit will be

authorize that patassium chloride be OTC (over
the counter). Revlew of information faxed by the
L pharmaclat on 4/26/11 revealed both these

reviewed and analyzed for pattern
and trends and reported monthly to
the facifity QA & A committee by
FORM CMS-2667{02-51) Provious Varalons Obeolata Bvent I0: TOTOM Faallly 1N: WYonz0 if continuetion shast Page 14 oF 20

.19




DEPARTMENT OF MEALTH AND HUMAN SERVICES

(12%)
e

PRINTED: 06/18/2011

: FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OME NO. 09380381
STATEMENT OF DEFICIENGIES X1) PHDVIDEWSUPPUEWGUA (X2) MULTIPLE CONSTRUGTION {(X8) DATE BURVEY
AND PLAN OF CORREGCTION IDENTIFIGATION NUMBER; COMPLETED
A, BUILDING
c
535028 B WIS 042812011

NAME OF PROVIDER OR SUPPLIER

BTREET ADDRESS, CITY, STATE, ZIP CODE

Menus must meet the nutritional needs of
resldents in accordance with the reconmenden
dietary allowances of the Food and Nutritien
Board of the National Regeareh Council, Natlona!
Acadermy of Solehces: ba prapared in advancs;
and be followad,

This REQUIREMENT is not met gs avldancad
b -

Based an observalion, staff intarview, snd raviow
of the menu spreadshaet, ke facility falled to
ensure the planned amount of food was sarved
for & of 6 residents (#16, #23, #43, 153, #657)
whose meal preparations were observad during
service. The findings wera:

Observation of the evening meal on 4/26/14
showad cook #16 had prepared bread stuffing to
be served with the ma meal. According to the
menu spreadshest, the portion planned for the
stuffing was a#8 scoop (aquivalent to /2 sup).
During the meal service observation at B:02 PM,
dletary alde ¥4, who wasg praparing to serve tha
meals, varified the scoop skzes baing used,
Observation showed 4 regulsar meals were sarved
to residents #16, #23, #43 and %57, Each cna
was provided a portion from a #410 sizad sCO0p

= 1884 BIG HORN AVE
SHERIDAN MANOR BHERIDAN, WY 82801
{%4) In SUMMARY STAYEMENT OF DEFIGIENCIES e} PROVIDER'S PLAN OF GORRECTION %8}
FREFIX (EACH DEFICEENGY MUBT BE PREGEDED BY FULL PRIEFIX {EAGH CORREGTIVE AGTION S8HOULD BE OOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG QROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
DON/Designee. Patterns will also be
F 3321 Continued From page 14 F332) | addressed duting the facility
medications were manufactured In varylng : Medication Management and
tosages. Atthough the pharmacist had dantified Administration Commmittee quarterly
the preblem with dosages on 422111 « Inforyiew ; ded. The QA & A committes
with the DON on 4/26/11 at 2:30 PM conflrmad it as neecad. Lhe DA fthe ol
had not baan comseted bafore the observation on  will evaluate effectiveness of the plan
4126/, Two ervors ooourred during this i based on trends identified and
medication pass, implement additional interventions as
F 383 | 483,35(c) MENUS MEET RES NEEDS/IPRER IN F 383 o] T e atinned 6811
55=E | ADVANGE/FOLLOWED needed fo ensure continue:

compliance monthly for 3 months.

FORI CMS-2667(02-08) Pravious Voreions Obsclata

Eyont [D; TDTDA

Frolllly 1 Wyaoze

If sontinugtion sheet Page 15 of 20
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FORM APFROVED
GENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO, 0938-0391
BTATEMENT OF PEFIQIENCIES (X1 PRDVIDEWSUPPL!ER}OLIA X2 MOLTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: QOMPLETED
A BUILDING
o
635020 B, VNG 04/20/2011

NAME OF PROVIDER OR SUPPLIER
SHERIDAN MANOR

STREET ADDRESS, GITY, BTATE, ZIP CODE
1854 PIG HORN AVE

SHERIDAN, WY 82601

(%4) 1D BUMMARY STATEMENT OF DEFIGIENGIER I PROVIDER'E PLAN OF GORRECTION %5)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH OORRECTIVEACTION BHOULD BE | nombhrion
TAQ REGULATORY DR L3O IDENTIFYING INFORMATION) TAG UROBS-REFERENCE TO THE APPROPRIATE DATE
DEFICIENCY)
F 332 Continued From page 14 F3az
medications Wers manufactured In varying
dosages, Although the pharmagist had identified
the problem with dusages on 4722141 , Infarviow
with the DON on 4£26/11 at 2:30 PM confirmad it
had not been corrested before the observation on
4/26/11. Two srrors ooourred during this
medization paes,
F 383 483,35(c) MENUS MEET RES NEEDS/PREP IN Fags( J363 . 6/8/11
58=E | ADVANCEFOLLOWED Menus must meet the nutritional
needs of residents in accordance with
Menus must meet the nutriilonal needs of the recommended dietary allowances
of th Food and Ntiion Bonrd of
Board of the National Research Council, National Nalional Research CO‘.“;‘”I’ Nﬂtlf:éa.l
Acadeaimy of Sclences; ba propared in advance; Academic of Sciences; be prepared in
and ha followed. advance; and be followed,
Corrective Action:
Resident #15 is being served meals
'brhla REQUIREMENT s not met as evidenced ‘with the proper scoop size.
: i i i i T 1
Basad on observation, staff Intarview, and review R‘?;c:;m #23 13 being Sf;:ed fmeals
of the menu spreadsheet, the faciity falled to I 16 proper Scoop stzc, "
ensure the planned amount of food was vetvec Resident #43 is being sgrved meals
for 5 of 6 residents (#15, #253, #43, #B3, #657) with the proper scoop size.
whose meal preparations were ohserved durlng Residenl #33 is being served meals
sarvice. The findings were: with the proper scoop size.
tesi is being served meals
Obsarvation of the evening maal on 4/26/11 R?:ilcl?r.lt #57 1: ;): égg :i?:e
showed cook ##16 had prepared hread stuffing to ~Ath IS Proper scoap size, y
be servad with the maln meal. According to the Meals are being served to a
ment spreadsheet, the portion planhed for the residents as posted unless approved
stuffing was a #8 scoob (squivalent to /2 oupy, by RD in writing,
Quring the meal servica observation at 5:02 PM, Identification of Qihers:
e i s ettt || Allmemt il borovowat
Obsarvation showad 4 rogular meals were served Registered %l%t?c%aﬂ’ ;Z:mi?;y .
to residents #15, #23, #43 and #57, Each one Manager and Dining Staff for scoop
i was provided a portion from a #10 slzed scoop size and content.
FORM GMS-2667(02-00) Provious Vorelons Obsoleta Evant {D: TDTD1 Faclliy 10: WYoo2n I continuallon shast Paga 15 of 20
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CENTERS FOR MEDICARE & MEDICAID SERV|GES

é@,

OME NO, 0958-0301
STATEMENT OF DEFICIENCIES (1) PROVIDPER/EUPPLIBRIGLIA {02y MULTTPLE CONSTRUCTION (X3} DATE BURVEY
AND FLAN OF CORREGTION {DENTIFICATION NUMBER: COMPLETERD
A, BUILDING
c
B, WIN:
535026 © 04/ZB/2011

NAME OF PROVIDER OR SUPRLIER

OTREET ADDREES, CITY, SYATE, 2IP GODE

1951 BIG HORN AVE
BHERIDAN MANOR BHERIDAN, WY 82501
) I SUMMARY STATEMENT OF PEFIGIENGIES [3] PROVIDER'S PLAN OF CORREGTION 1488
PREFTX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH OORREGTIVE ACTION SHOULE [z COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-nev-*anagga% 10 E%E APPROPRIATE DATE
4 Systemic Mensures:
F 363 ) Conflnuad From page 15 F383| Bducation will be provided to dining
{equivalent to 2/8 cup) Inslead of the planned 172 staff on or before the date of
cup. In addition, the menu spreadshest showed ; s ; :
344 cup of vegetable scup was planned: none \‘_’lf”%*’ han%, regﬂ?%nﬁ scocp tsﬁ"fes’
was prapared or served. Intarview with the cook 16 importance of following the
on 4/26/11 at 4:43 PM ravesled no soup wes [recommentded scoop sizes and
prepared bacause £ was too much food and lfollowmg the posted menu.
would overwhelm the residents. There was The Registered Dietician will review
nothing ih writing to show that thist ﬁhang& had ‘the menus on a monthly basis and
beah approved by the distiian or the ¢ ' . " :
Intarview with the GUM on 4/27/41 &t 10:20 AM f‘plf;‘“’e *"iyb"]f‘ﬂ“ge*' i d“’“““g prior
revealod the menu should be followad unleas 5 0 the mea} being served.
change was approved In advance, .The Dietary Manager wilt conduct
‘tandom audits weekly to ensure
Observation of the pureed meal that was served Jnenus are being followed and
for residant #53 showed the plannet meny was 'appmpriate seoop sizes are 'being
hot followed. The resident was served a #8 scaop “used,
(4/2 vup) of pureed turkey, stuffing snd gravy D D i e
mibdture, 1 #12 sooop (112 cup) of pureed ;'The dchzstgre‘cld?lgtu‘xﬁn will i
vegetables, and a #8 scoop (1/2 cup) of mashed conduct and audit twice per month to
potatoes in place of the tureed bread stuffing,  ensurs menus are being followed and
The planned menu showad the resident should rappropriate scoop sized are being
have recaived a #5 scoop, equivalent to 6 | used,
ounces, of puresd soup, two #8 scoops (1 cup i Monitor:
total) of pureed hot turkey sandwich, and = # 8 o .
5200p (1/2 ruip) of bread stuffing. Interview with :gh“" , Q“aé“y ,t’z‘sses‘“'“f”t :L‘;d
tha CDM on 4727/41 at 10:20 AM revealed her seenoe L omuttes meefs monthly
expectation was that the manu bs followed, to address noted trends and patterns
F 371 | 483.85() FOOD PROCURE, F 371| through a number of clinical and g/
$8+F | STORE/PREPARE/SERVE - SANITARY operations sysiems as necessary.
Data obtained by way of
;';h)fgﬁ‘)c'ﬁtr!";'%'s; fom sources approved or audits/observations will be reviewed
0 [als] d | . .
e and analyzed for patterns and trends
gﬁ?ﬁéﬁ%ﬁg :ﬁgﬁmcmw by Federal, State or local and reported monthly to the facility
{2) Store, prapare, distribute and serve food QA & A committee will evaluate
under sanltary conditions effectivencss of the plan based on
trends identified and implement

FORM CIVB-26567(02-99) Pravious Yeeslons Obeolets

Event 1: TDTDH

PRINTED: 08/16/2011
FORM APPROVED

Facllly ID; Wyadzs

If continuation sheat Paga 16 of 20
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FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
QTATEMENT OF DEFICIENGIES x1) F’RGVIDER/SUF‘FL!EHIGLIA {H2) MULTIPLE CONBTRUCTIDN {X3) DATE BURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
G
B35026 B ke 04i28/2011

NAME OF PROVIDER OR SUPPLIER
BHERIDAN MANOR

STREET ADDRESS, GITY, STATE, 2P CODE
1341 BIg HORN AVE
EBHERIDAN, WY 32501

(X4} 1D
PREFIX
TAQ

BUMMARY STATEMENT OF DEFIGIENOIES
{EAGH DEFIOIENCY MUST BE RREGEDED by FULL
REQULATORY OR 1,8G IDENTIFYING INFORMATION)

)
PREFIX
DEFICRNOY)

FROVIDER'S PLAN QF CORRECTION
(EACH CORREGTIVE ACTION SHOULD Biz
TAG CROSB-REFERENCED TO THE ARRROPRIATE

(%8
OBMPLETION
NATE

I 383

=3
565=F

Gontinued From page 16

{equivalent to 2/6 cup) Instead of the planned 1/2
cup. th addition, the manu spreadshest showed
344 oup of veyetahla soup was planned; none
wes prapared or served, Interviaw with the cook
oh 42611 ot 4:43 PM revealed no sOUp Was
prepered bocause It was too much food and
wolld everwhelm the residents. There was
nothing in writing to show that this change had
been epproved by the dlatitlan or tha CDM,
Interview with the CDM on 4/27/1 at 10:20 AM
revealed the menu should be followad Unless g
change was approved In advance,

Observation of the pureed meal that was served
for rasldant #6563 showed the planned menu was
fot followed. The resident was served a #8 BOOOp
(1/2 oup) of puread turkey, stuffing and gravy
mixturs, a#12 seocp (143 cup) of pureed
vegetables, and & #8 scoop (172 cup) of mashed
potatoes in plaoe of the pureed bread stuffing,
The planned menu showed the resldent should
have received a #3 sooop, equivalent to 6
ouncet, of puread soup, two #8 stoops (1 cup
total) of puread hot turkey sandwioh, and a # 8
&coop (172 cup) of bread stufing. Intarview with
the COM on 4227411 at 10:20 AM reveaiad her
expactation was that the menu be followed,
483.35()) FOOD PROGURE,
STORE/PREPARE/SERVE - BANITARY

The facility must -

(1) Procura food from sources approved or
oonsidered satisfactory by Fedaral, State or local
authotities; and

(2) Stare, prapare, distribute and serve food
undar sanitary conditions

F 363\ ensure continued compliance

taonthly for 3 months,

Fary F371

"The facility must
{1) Procure from sources

condtions

additional interventions as needed to

approved or considered
satisfactory by Federal, State,
or local authorities; and

(2) Store, Prepare, Distribute and
serve food under sandtation

E/6/11

FORM CMS-2667(02-98) Pravious Vorslons Cheolale

Event 13 T4

Facllly 10 WyoD2s

If contiiuaton shest Paga 16 of 20
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’ FORM APFROVED
CENTERS FOR MEDICARE & MEDICAIR SERVICES OMEB NO, 0838-0391
FTATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIE :
AND PLAN OF GORREGTIEN o mewnmmu%'ﬁpwlun'ﬁé%é? :\xz;l:f:f;;::m CONATRUCTION (mggﬁr:»fsuﬁzkﬁw
c
B. WING
F35026 04/28/2011

NANEE OF PROVIDER OR BURFLIER

HTREET ADDREESS, CITY, STATE, 2P CObR

Wb“his REQUIREMENT (s not met g5 avidenced
Y.

Basad on observation and stalf interview the
facility falled to ensure cooking equipment was in
good condition, that appropriste handiwashing
technlyues wers used and that 2 ceiling vent in
the cloan dish storage area was clean, The
findlngs were;

1. The Initial kitchen observation on 4/25/1 at 3
PM showed 8 full slzad metal baklng shasts were
In poor condition, having black and rusty colored
corroslon, The oorrosion was around the edges of
the outsides of the pans, In addition, thare were 5
oolor eoded cutling boards thet wers stairad
dseply and scored from uee, Interview with the
COM at that ime ravealed the pans wers "many
yaars old." The DM verlffed these pens and the
cutting hoards were tsed in the kitchen dally and
needed to be repleosd. According to Food Code
2008, 1.8, Public Health Service 4-801,11
Equipment, Food-Coniact Surfacas,
Nonfood-Contast Surfaces, and Wenslie. {A)
ECUIPMENT FOOD-CONTAGT SURFACES and
UTENSILS shall be clean to sight and touch, .. (€
NenFQOD-CONTACT SURFACES of
EQUIPMENT shall be kept free of an
accumulation of dust, dirt, FOOD residue, and
other debws,

2, Observafion on 4/26/11 at 3 PM and on
A25/11 At 410 PM showed a selling vent located
in the clean slide of the dish room that was
positioned in a way that tha olean dishes stored in
the room on shalving could be contaminated by

. BIG HORN AVE
SHERIDAN MANOR 1a61
SHERIDAN, WY 82001
4)ID SUMMARY STATEMENT OF DEFICIENQIES D PROVIDER'S PLAN OF CORREGTION
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PHEF(X {EACH OORREGTIVE ACTIDN BHOULD BEE SOMBLETION
TAG REGULATORY OR LYG IBENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
Corrective Action!
F 371 | Continued From page 16 Far

Eight Full sized metal baking sheets
were replaced.

IFive color coded cutting boards were

!rep!aced on 4/27/11.

“The ceiling vent was cleaned and is
free of dust and grease on 4/27/11
Dining stafl are using proper hand
washing when coming in contact
with anything that could soil them.
The unlabeled nail brush was
disposed of on 4/26/11.
Identification of Others:

The dietary manager has reviewed all
sanitation audits for the last 30 days
to ensure cleaning and storage of any
identified areas has been completed.
Systemic Changes:

Dietary Manager will re-educate
dining staff on or before the date of
compliance to include training on
sanilation assighments, proper
cleaning techniques after use of
equipment, proper labeling and
storage of nail brush and proper hand
washing techniques,

Dietary Manager will complete
sanitation checks each business day
to ensure proper clsaning and
storage.

Dietary Manager/designee will
randomly observe hand washing
weekly to ensure proper techuique is
being used.

FORM CMBS-2587{02-04) Pravious Veralons Chaolals

Event I12: TOTD41

Faolity I WYoD2e

f contitumtion sheet Page 17 of 20
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FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 09380391
STATEMENT OF DEFICIENGIES (%7) PROWVI DER/BUPBLIER/GLIA {X2) MULTIPLE GONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NURMBER: BOMPLETED
A BUILDING
: C
13, WING |
535008 N - 04/28/2011

NAME: GF FROVIDER (1R SUPPLIER

STREET ALDRESS, CITY, STATE, 21 CODE

1859 BIG HORN AVE
SHERIDAN MANOR SHERIDAN, WY B2801
04y 1D SUNMMAIY STATEMENT OF DEFIOIENGIES n PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENGY MUST BE PRECEDED 5Y FULL, PREFIX {EACH CORREQTIVEE ACTION SHOULD piz COMPLETION
TAG REQULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSB-REFEREESEI% ;nra?: g{{l}ﬁ APPROPRIATE DATH
NHA/Degignee to complete random
F 371 t?:)"ﬂ“ued F rc:ﬂ"llpafel 1"; the vent ' F 371 observatiof: of kitchenp sanitation on
& grease and dust visible on the vent, m asis.
Acoorting ta Faod Code 2008, U.3, Public Health Anoutbly basis
Service 4-601.11 Equlpment, Food-Contet Tl' - Bt A " d
Burfaces, Nonfood-Contact Surfaces, and e Qualily  Assessment  an
Utenslls, ...(C) NotFOOD-CONTACT Assurance Committee meets monthly
SURFACES of EQUIPMENT shall be kept fros of to address noted trends and patterns
an aozurgt;lation of dust, dirt, FOOD resldue, and through a number of olinical and
other datils," operations systems as necessary.
Data obtained by way of
3. During meal service preparation on £/26/1 1 at o . ; e
455 PN obsiervation showsd distary aldes 4 audits/observations will be reviewed
and i*15 were pouring creamer Into individug) and analyzed for patterns and trends
partion-cups with fids, At thet time the aides had and reported monthly to the facility
clean hands and were ot wearing gloves, QA&A committee by the
However, when the creamer ran out, aide f#14 NHA/designee. The QA&A
w:artlt to ﬂl1'|e Walk«i:'l reJrl%e:"atnr t(ikr?trie\ﬁ anothar commitfec will evalnate effectiveness
carton, The alde handled the walk-In re Tigerator e T :
door wiih her bare hands and than, without any of th.e plan b,‘r_’m,ed m 1 rends identified
hand hyglene, she opehad the creamar carton amd implement additional
with her solled hands and procesdad to partion Interventions as needed {o ensure
out the creamer. Interview with the CDM on continued compliance monthly for 3
27111 at 10:20 AM revealad staff ware taught to months,
cloan thalr hands after coming in contact with
anything that could soll them, According to Foud
Coda 2008, U.8. Publla Herlth Sarvics, 2-304. 14
When fo Wash: FOOD EMPLOYEES shall clean
thelr hands and exposed portions of thelr arms....
"(E) After handllng sollod EQUIPMENT or
UTENSILS...(H) Bafore dorming gloves for
warking with FOOD; and (1) After enhgaglhg in
other activities that contarninate the hands
d. Obsarvation ot 4/25/11 at 3 PM showed an
unlabaled nalthand brush siting on the
handwashing eink, Interview with the CDM on
427111 at 10;20 AM revesled she was not sure
who used the nail/band brush, According fo Food
Code 2009, .S, Publc MHaalth Servlce, Annex 3~
FORM CMY.-2687(02.99) Provious Versions Obnokte Evant iD; TOTO Faallly 10: Wyopzo If continuation abesl Pags 18 of 20
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DEPARTMENT OF HEALTH AND HUMAN SERVICES JL/ PR]I{FJ&B:AOF’BAL%@QI;
CENTERS FOR MEDICARE & MEDICAD BERVICES OMB NO, 0038-03819
STATEMENT OF DEFICIENOIES 1) PROVIDER/SUPRLIERICL) H
AND PLAN OF CORRECTION o !DENT}F!%X%D?\# lerv%'hA Wa MLLTIPLE GonsTRUGTION i ggﬁféfrﬂa\ﬁﬁy
ABULDNG
G
536026 Vi 081282011
NAME OF PROVIDIZR OR BUPPLIER YTREET ADDRESS, CITY, STATE, ZIP GODE
1851 BIG HORN AVE
SHERIDAN WAN
H WIANOR SHERIDAN, WY 824501
(Xd) I BUMMARY STATEMENT OF DEFICIENGIES ") PROYIDER'S PLAN OF GORRECTION o
PRERX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LBC IDIENTIEYING INFORMATION) TAD CROSS.REFERENCED TO THE APPROPRIATE DATE
BEFIGIENGY}
F 371 Confinued From pags 18 F 371
Public Health Reasons / Administrative
Guidelines: 2-301,12 Cleaning Procedure:
“Flngemall brushes, If used propatly, have bean
found to he affective tools In decontaminating this
area of the hand. Proper yse of single-uss
fingernait brushes, or designated Individual
fingernall brushes for each employee, turing the
handwashing prosedurs can achlove uptaa
-log reduction In misroarganisms on the hands,*
F 514 | 483,75(I)(1) RES F614| F 514 o alsri1
S8 REG‘DRDS@OMPLETE.’ACGURHTEJACGESSIB The facility must maintain clinical
LE

records on each resident in

d with accepted
Tha facillty must malntaln clinical secords on sach accordance P

rasldent in accordance with accepted professional Professmnal sltapflards an;:l lpractlces
standarde and practices that are complete; that arc comp. ete; accurately ‘
accurately dosumented; readly sccessible; and dooumentgd; reachl‘y accessible; and
systematically organized, systemically organized,

‘The clinical record must contain

Tha clinlcal record must contaln sufficient sufficient information to identify the

Information to identiy the realdent; & record of the

rosident's assessments; the plen of care and rosident; a record of the resident”s
sarvices pravided; the results of ahy Aassessments; the plan of care and
preadmisslon screening conducted by the State; scrvices provided; the results of any
Bne prograes notos. pre-admission screening conducted

by the state; and progress notes.

‘Corrective Action:
This REQUIREMENT 13 riot met as evidenced orreciive

by A current progress note has been
Based on medioal recore! fevlaw and staff completed and placed in the clinical
interview, the facllity falted to ensure physician rogord for resident #1,
progress notes were fileg a5 part of the medical A current progress note has baen
racord for 10 of 16 sample residents (#1, #6, #10, cotpleted and placed in the clinical
#15, #17, %18, %25, #53, #80, #87), The findings record for resident #6,
were. A current progress note has been
Roview of the medioel records showed physilan c"mpl"?fe‘_i and placed in the olinical
progress notes were lacking for the following record for resident #10.
FORM ChS-2087{02-08) Previous Yerslons Obecleta Event 10; TITD1 Fachlly 1 W0tz K cotihuelion shest Page 19 of 20
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FORM APPROVED

SHERIDAN MANOR

1851 B3 HORN AVE
SHERIDAN, WY 02801

EN OMB NO. 09380381
BTATEMENT OF DEFIDIENG)SS (X1} PROVIGER/BUPPLIERICLIA X2} MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION ) IDENTIFICATION NUMEeR: v N N (xa)géi\lﬁilﬁiu'l%\?\(

A, BUILDING

[
B, WiNG
535026 04/28/2011
NAME OF PROVIDER Oft 8URRLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(K i1 SUNMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFIGIENCY MUST BE PREGECED BY FULL
TAG REGULATORY OR LSO INENTIFYING INFORMATION)

D
PREFIX
TAQ

PROVIDER'S PLAN QF GORREQTION (x@
(BACH CORREG'TIVE ACTION SHOULD B COMPLETION

CROBB-REFERENGED TC THE AFPROPRIATE DATE
DEFICIENGY)

F 514 | Continued From page 18

residents: #4, #8, #10, #15, #17, #1 8, #26, #65,
W80, #87 . Inferview with the medical records
director on 4/27/11 at 11:30 AM revealed she was
behind on gatting the physiclan progress nofes
tanscribed and Included in the resldent records,
She also stated thare were notes that had bsen
transcribad but were not filed. She revealed that
s0Me of the notes needing to ba included in the
madlcal resards were dated as far back as
Abgust 2010

F 614

A current progress note has been
completed and placed in the clinica)
record for resident #13,

Resident #17 has been discharged
from the facility.

A current progress note has been
completed and placed in the clinical
record for resident #18,

A current progress note has been
completed and placed in the clinical
record for resident #25,

A current progress note has been
completed and placed in the clinical
record for resident #53.

A current progress note has been
completed and placed in the clinical
record for resident #60.
-A current progress note has been
completed and placed in the clinical
‘record for resident #87,
JXdentification of Others:

1An audit was completed on 5/25/11
by Medical Records
-Director/Designes, to determine
those residents who have a missing
progress note filed on the clinical
tecord, A current progress note was
placed in all clinical records
‘{dentified,

Systemic Changes;

The Director of Nursing and/or
designees will conduet random audits
of resident clinical records weekly to
ensure that a cwrrent progress note is
complete and filed on the clinical
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F 514 CO”"””"? Fro».m page 18 F814| The Medical Records Direcior will

W60, #87 . Interview with the medical records ‘seven days of receiving the recordin

director on 4/27/11 at 11:30 AM revealed she wae Som th ¥s ol re hg - g

behind on getting the physislan progress notes from the attending physician and file

transcribed and Included In the resident racords, the typed progress note on the

She also stated thare were notes thet had been clinical record.

transcribed but were not fllad, She revealed that The Medical Record

some of the notes needing to be Included n the Director/designee will file proeress
madical records were dated as far back as 7 £ Prog

August 2010 notes in the clin_ical record within
seven days of receipt,

Maonitor:

‘The  Quality  Assessment and
‘ Assurance Committee meets monthly
‘fo address noted trends and patterns
ithrough a number of clinical and
-operations systems as necessary.
Trends and patters obtained from
“weekly audits will be analyzed by the
‘Ditector of Nursing and the result of
; such analysis will be discussed at the
Quality Assessment and Assurance
Committes meeting monthly. The
Committes will make
recommendatlons for changes as
necessary,  The Committes will
continie  to  monitor  physician
progress notes for three months and
then as necessary.
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