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{X4) 1D SUMMARY STATEMENT OF DE[FIGIENEIES iD PROVIDER'S PLAN OF CORRECTION (%g)
PREFIX (EAGH DEFICIENGY MUST BE PRE[LEDED[BY FuLL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFDRMATION) TAG CROSS-REFERENCED T THE APPROPRIATE BATE
DEFIGIENGY)
F 253 483.15(h)(2) HOUSEKEEPINGAMAINTENANGE F 263
85=E
ThE:' facility must provide house Cepn g_anq Preparation and/or execution of this
maintenance services necessa { to mpintain a Plan of Correction does not
sanitary, orderly, and comfortab £ intatior. constitute admisgion or agreement
! by the providar of the Truth of the
' facts alleped or contlugions set forth
This Requirement is not met agfeviddhoed by in this staternent of deficlencles.
Based on observation, review of facility policies The plan of correction is prepared
| and pracedures, and staff intervjaw, [iHe facility and/for executed solely because
falled to ensure adequate houselkeepibg and fire it Is.required by the provisions of
safety measures ralated to clea finesg in the Federal and State Law.
laundry andin 9 of 10 resident Hathfobms in the
Special Care Unit. The findings Werd: TAG F 253
Observation on 12/11/08 at 10:48 PM fevealed The facility provides housekeeping and 17109
the top of all four dryers in the lalindiylroom were and maintenance services necasaary to
coated with a layer of iint that was afl aximately maintain a sanitary, crdetly, and comfort-
1-inch thick, In addition, all threglwashing able interior.
machines were coverad with a tfin lykr of dust
Fand lint. Interview with the laund(y supbrvisor at 1. A. ‘The areas on top of the dryers and
| the time of the observation revedied She was ‘é"jssth;rr"% rlfl‘;‘tch'"“-s were cleaned of
aware the accumulation of lint afld dugt in the P " ;
laundry room represanted a e fazdr] and B v A oo in ne
needed fo be removed. In additign, the laundry dirt and grime.
supervisor also stated housekeeping, |
maintenance, and laundry staff shar cl the 2, A. All reoms were checked and
responsibility for cleaning the lauhdry) dhom, all ceiling vents ware cleansed of
Review of the facility's job descrifption fior dirt and grime,
housekeeping revealed the first dssanfial duty B. CLC Room Checklist has begn
was 10 "olean (dust, ete.) assigngd afebs dally Implemented to ensure that al
according to facility procedure. " tasks, including cleaning ceiling
verits are cormpletad wankly.
Observation on 12/10/08 at 4:48 [PM frdvealed al O A oy Siearing Chacklist has
of the cailing air vents in resident batnipoms in washérspand dryers are cleaned
the Special Care Unit, with the ejceptidn of of lint per schedule,
resident room #314, were coverad with a layer of
dirt and grime, Interview with theffaciitf's 3. Residents currently residing in the
maintenance rmanager af the tim{h of th facility are at potential risk
observation confirmed the vents jvere h need of
cleaning, 4. All Housekeeping and Maintenance
Staff was in-serviced on 12/31/08 on the
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Any deficlency stetement ending with an #8Tarisk (") denoteda deficiency which the institution may be excused from ¢orrecting providing it is determined that
other safeguards provide sufficient protaction 1o the dhtien = {Fee instructions.) Except for nursing homes, the findings stated gbove are disclosable 90 days

following the

date of survey whether or not a plan of d brredtidn is provided. For nursing homes, the above findinga and plans of cosrectio

days following the date these documents are made alfaitallldto the facility, if deficiancies are ailed, an approved F'%ﬁgﬁ}ﬁ‘ﬁ““ is ra
program participation,
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536026 B WING 12/11/2008
NAME OF PROVIDER OR SUPPLIER ! STREEY ADDRESS, GIYY, STATE, ZiP CODE
SHERIDAN MANOCR ' 1851 BIG HORN AVE
; SHERIDAN, WY 22801
{44 D SUMMARY STATEMENT OF 3 IBIEB! LIRS D FROVIDER'S PLAN OF CORRECTION (%5)
FREFIX {EACH DEFICIENCY MUST EBE PRETFEDE, BY RULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYINg INFIDRMATICN) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
= DEFICIENCYY
F 281| Continued From page 1 ' F 281
F 281[ 483.20(k)(3)(i) COMPREHENSI¥/E (H RE PLANS Foei
55=B . implementation and use of these
The services provided or arrangfed Ky fhe facility cleaning schedules.
must meet professional standargls of g uality.
4 Cleaning Schedules will be turned in
ta the Housekesping Supervisor

ev-[c_‘e ced by: weekly and reviewed by QASA

This Requirement is not met asf committss monthy,

Based on medical resord revie
interviews, the facility failed to &
followed professional standards
related to documentation for meffi

administration for 2 (#70, #73) of 16 sample The services provided or arrangad by

tice TAG 281

=c

1109

residents. The findings were: the facility meet professional standards
g of quality.

1. Review of physiclan's arders fpr resfdent #73 )

showed the physiclan discontinuid the previous 1. A. Resident# 73: The order

orders for Vicodin on 11/6/08. ' oscii ders were for Vicadin has been clarified on

for Vicodin 5/325 milligrams (mgj fo rjimes a day the MAR.

and Vicodin 5/325 mg one tableflas =l"‘ ded (prn) B. Resident# 70: The order for

for breakthrough pain, The physieianthen Amitiza was corvected on the

ordered two tablets of Vicodin 5/[p25 mig four MAR.

times a day. Review of the Nove brii’ 008 2. Residents currently residing in the
medication administration recorgh(MaR) showad facility are at potentiat risk.
nelther the order for one tablet of Vicadin 5/225

mg four titnes daily (scheduled) for the pr dose 3. Licensed nurses on all units wilj

stead, the audit MAR's and TAR's with the
e shf eduled month-end change, correcting
Was written any and all errors as needed,

were digcontinued on 11/6/08, |
rrumber *1" was crossed out on {
doses of Vicodin and the numbe
below It; the date of the change
indicated. Although it was not ¢l
order was changed or whether o

4. A, The licensed nurses on South

_ Wing were in-serviced on the

e of fwo tablets correct process of changing
ot at that orders on the MAR.

iafan out for 6. Unit Coordinators will audit al

the prn dose. Although review offthe hijreotic telephone orders to ensure proper
record showed the resident anly fecelvid two Tanactiplion of arders on the MAR
tablets of Vicodin four times dail theg AR and and TAR.

the signatures were ingorrect. O 12 . )

) : ] &. The DON or designee wil

PM, the director of nursing (DON) cof monitor the 24 Hour Report

ghould have discontinued the old|Vicadin orders daily. All physician orders wil

FORM CMS-2667(02-89) Previous Versions Obsclats ’ 4SUN11 If coninugtion shaet Page 2 of 14
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c
B. WIN
3502 ¢ 12/11/2008
NAME OF FROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATHE, ZIP CODE
SHERIDAN MANOR ' 1881 BIG HORN AVE
SHERIDAN, WY 82801
04 10 BUMMARY STATEMENT OF DEFIGIENGIES It PROVIDER'S PLAN OF CORRECTION (X8)
PRERX {EACH DEFICIENGY MUST BE PREJEDE .)l\lr FULL PREFIX {EACH CORRECTIVE ACTION SHOWLD BE COMPLETIQN
TAG REGULATORY OR LSG IDENTIFYING| INFERRATION) TAG CROSS-REFERENCED T{) THE AFFROPRIATE DATE
G[; ; DEFIGIENGY)
F 281| Continued From page 2 i F 281
and made a different area for the rnew bne,
According to the 4th edition of "Muraing be reviewed to ensure they
Interventions & Clinical Skills" bytElkin}. Perry, and have been followed, Problems
Potter, nurses are responsible fdf vefiflying that and trends will be reviewed
the MAR is "accurate and up-to-flate|| $nd they by the QASA cq{nmm?e for
are to "verify inaccurate documelptativg befaore 3 manths or undil rasolved.
giving medications,” s
2. According to the December 2408 !e apitulation
of physiclan's orders, resident # dto receive
enough Amitiza 24 meg capsuleg to &dual 8 mg
twice daily. Review of the Decemseri2B08 MAR
showed the medication order wa entered as
written, To accomplish this, the flhciiity lvould have
to give the resident 666.6 capsullps pefday.
Although this was an apparent effor, in® one had
clarified the order. On 12/10/08 4t 5:17[PM, the
DON, the staff development coolpingtdr, and the i
restorative nurse, all registared nbirsesf confirmed i
the order was an error and shoulll have been i
clarifled. Review of the sixth editipn of fClinical '
Nursing Skiils Basic to Advanced skl[ ' by Smith,
Duell, and Martin, revaaled "If a Writtérfordar ig
MNegible or is questionable for anyf regsén, the
physician must be notified for cia\nifio%ﬁn." TAGF 282 Ve
F 2821 483,20(k)(3)(ii) COMPREHENSIE GARE F 282 | The services provided or arranged
$5=D} PLANS 1 by the facility are provided by
| qualified parsons in accordance
The services provided or arrang b>! the facility with each residents written plan
must’be provided by qualifiad pa?Eonﬁ i of care.
accordance with each resident's fwritierf plan of
care. 1. A. Resident # 73; was assessad,
: The skin is intact with no
! redness, irtation or signs
This Requirament is not met as fvid ari,ced by: of breakdown.
Based on observation, medical rdeor Bview, B. Resident# 32: was assessed,
and staff interview, the facility failled 19 follow the The skin is intact with no
plans.of care for 2 (#73, #82) of sarhple redness, irritation or signs
residents. The findings were: 1 of breakdown.
FORM CMS-2867(02-98) Pravious Versions Obsolete 4SUN11 Hf continuation sheet Page 3 of 14
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35028 12M11/2008
NAME OF PROVIDER OR SUPPLIER || STREET ADDRESS, CITY, STATE, ZIP CODE
SHERIDAN MANOR 1851 BIG HORN AVE
SHERIDAN, WY 82801
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE FRE(IIEDEI?F}X FLiLL PREFIX (EACH CORRECTIVE AQTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING lNFT VATION) TAG CROSS-REFERENCED TC THE APPROPRIATE oate
| DEFICIENCY)
F 282| Confinued From page 3 E F 282
1. Agcording to the care plan, stiff whie to check
resident #73 for urinaty inconting ; ary two 2. Resldents currently residing in the
hours and change hirn/her ’f Reck . fﬁmllty #re at DOtEﬂtlEII nsk,
Qbsgervation on 12/9/08 showad bident was .
not checked or changed from 7:40 ANl 11 3. A w;hﬁgggg;a"g,°;,gggﬁg'e"‘s
AM, a tima pericd of 3 hours and| 20 minutes. J i
: ot " W § schedules have been audited
Interview with certified nurses side (GNA) #6 to identify those whose schadules
confirmed she had changed the esii tjust should be individualized and
befare 8 AM that day, That was the | adapted. The care plans and
resident was checked or change schedules have been updated
the unit until 1050 AM. Intervig ] with the appropriate
12/11/08 at 9 AM revealed she t jou interventions.
incontinence care plan was to chi B. Tolleting Schedules for all
the: resident upon arising and aftd Lﬁi‘gf;‘f:r'; ?,.I;:Qﬁ"é,‘.? e
v A2 S
. ; p ' - Restorative Books on each
incontinence cara pian, confirme Unit.
and the resident was supposed tf
evary two hours, | 4. Nursing staff was in-asrvicad on
: 12/31/08 on care plans and
2. Obsarvation of resident #82 oy toileting schedules and their
8.10 AM through 11:30 AM (3 hal appropriate implementation.
minutes) reveaied fhe resident hy
tolleted. Review of the resident's 5. For the next 90 days the
reveated s/he was to be toiletad ¢ ;‘f:é‘ﬁ"g’?aﬁg?me ag‘ekly
and‘as neaded. Inferview W't.h Ch _ audit of one resident on each
at .45 PM revealed she believed X
i Isting b = wing on a Toileting Program to
care plan cailed for toilsting befo ter meals, engure that ataff is adhering to
upon getting up in the morning, and &t ?edt!me. those posted programs. Patterng
312 483.25(a)(3) ACTIVITIES OF DAl LING £ 3 and frends identified in the audits
§S=D 25()(3) T LY Jj 12 will be 'reviewed by the QA&A
A tesident who is unable to carryfout Bdtivities of Committes monthly or unti
o . 3 regolvad,
daily living receives the necessar sefvices to
maintain good nutrition, grooming, ard bersonal TAG F 312 117/00
and oral hygiene.
The facility ensures that a resident
i who is unable to carry out the
} . activities of daily fiving receives the
This Requirement is not met as qviderted by: necessary services to maintain
Based on observation, staff Interdiew|ldnd review good nutrition, grooming, personal

45LNT1
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STATEMENT OF DEFICIENCIES {X1) PROVIDE SUF‘l ERJCLIA {X2) MULTIPLE CONSTRUGTION (X8} DATE SURVEY
AND PLAN QF GCORRECTION IDENTIFICATION|NUMBER: A BUILDING COMPLETED
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B. WING .
| 25 ‘ 12M1/2008
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, GITY, STATE, ZIF CODE
SHERIDAN MANOR 1851 BIG HORN AVE
: SHERIDAN, WY 82801
(X4 10 SUMMARY STATEMENT OF DEFICiENEIES D PROVIDER'S FLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PREJEDED Y FULL FEREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IRENTIFYING e vaATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATH
F DEFICIENCY)
F 312! Continued From page 4 F 312
of pelicies and procedures, the i alled to
ensure staff provided Incontinenfie carf for 1 (#8) hygiene and oral hyglene,
of 4 incontinant residents obse i"ng the
provision of perineal (Incontinand e. The 1. Resident #8: was assessed,
findings were; The skin is intact with no
i redness, lritation or signs
Observatioh on 12/9/08 at 8:45 AM shbwed of breakdown. The resident
certified nurse aide (CNA) #7 asfistad] IS FRCBIVInG appropriate
non-sarmple resident #8 into the § m. The per-care.
resident had been incontinent of and the dents tly residing in the
CNA removad the wat, disposal before 2 5 Oeiapnts currantly residing In t
i . : acility are at potential risk.
assisting the resident to the toile af the
resident used the toilet, the CNAlput 2lhew brief 3. The Staff Development
on him/her, but did not provide prinéa care. Coordinator conducted an
Wheh guestioned, the CNA remd c4t e old brief in-sarvice for nursing staff on
frarn the tragh can and confimod 5 wat. 12/31/08 regarding proper
Interview with the staff develapmis prdinator peri care technigues.
(SDC) on 12/10/08 ot 5:25 PM rejvealldl staff
; ; | . 4. The Staff Development
were axpected to provida perined ‘every time : . .
a resident's brief was changed,  ar not the iﬁ%ﬂﬁ'ﬁéaﬂ?gﬁ# ot periodic
resident had been incontinent, T = further petforming peri-care and
stated this was what she taught gl staff, Review report results to QA&A monthly.
of the facility's 2007 policy and p poedire related
to perineal care verified perineal farelshauld ba
performed “after urination." 1
F 315{ 483 26(d) URINARY INCONTINENG | 1 F315
$5=D | L
Based on the resident's comprehibnsiyg
assessmant, the facility must en pjire 'l.h ot @
resident who enters the faciiity wihout &n
indwelling catheter Is not cathetedzed Unless the
resident’s clinical condition demoghstréitds that TAGF 315 17108
catheterization was necessary; afld a sidant -
who i incantinent of bladder recejves| gbpropriate L’L‘?J:ﬁ;‘:&’hg“éﬁ:gﬁg: ;:;}it?/
treatmient and services to prevenflurinaly tract : ;
) - ; without a catheter is not catheterized
:nfecp,ons and to restore as much norj‘n 3l biadder unless the resident's alinical
function as possible. a; condition demonstrates that
| catheterization was necessary;
1 and a resident wha is incontinent
This Requirement is not met as gvide nged by: of bladder receives appropriate

FORM CMS-2567(02-99) Pravious Viersions Obsalete
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B, WING c
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NAME OF PHDVIDER: QR SUPBLIER ESTREET ADLRESS, $ITY, STATE, ZIP CODE
SHERIDAN MANOR 1851 BIiG HORN AVE
1 SHERIDAN, WY 82801
{(X4) 1D . BUMMARY STATEMENT OF DEF| IENﬁ‘ : [} PROVIDER'S PLAN OF CQRRECTION {8)
PREFIX (EACH DEFICIENGY MUST BE PRECERED BVFULL PREFIX (FACH CORREQTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY UR LSC IDENTIEYING I{jFORMETION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENGY)
F 316) Contituad From page 5 F 315

Based, on observation, reaord revig
interview, the facifity fallecl to prow e ap
treatment and care to restore Bs muck
bladder function as possible for 2 ‘
of 16 sample residents. As & resul
| one resident had a urinary cathata
clinically or medically necessary, &
did not receive toileting assistance
The fitidings were:

Review of the 9/15/08 and 4 1/20/08
Data Set {MDS) assessments, 11
notes, and 11/14/08 social servica
notes for resident #84 revealad s/
transferred to the hospital on 10/31
urinary catheter, but returred to thi
11/7/08 with a urinary catheter. Ol
days of the survey fraom 12/8 to 12141/

the resident had a urinary catheter Ui
November 2008 physician's ardergan

continued use of the catheter ang
remové R Interview with RN #2 on

didd notwarrant having & urinary c j
catheter should have beean discontl
resident returned from the hospital
the resident's urinary catheter had
dizcontinued bacause it was overl
staff had not reported it to the physfci

resu:len,t 5 care plan for urlnary incd
revealed s/he was to be ioileted ey
and as needed. Observation of reg
12/9/08 from 8:10 AM through 11:3
and 20 minutes) revealed s/he was

Revigw of the
rogress
notes revealed no valid medical ju tmc@ an for

tdmpts to

o !sl| ffter.the

roprla’ce :
brrmal
nd #84)

*ondition

2 said
eﬂ
; ' and

i
(3 hours
ileted

fallure,

tand the

treatment and services to rastore
as much normal bladder function
as possible.

1. A
B.

2. Residents currently residing in the
facility are at potential rizk.

3. A

4. Nursing staff was inserviced on
12/31/08 on vare plans and
tolleting schedtles and their
appropriate implementation.

5. Fa

. The: care plans of all residents

. Toileting Sehedules for all

Resfdent #84: The foley
catheter has been rarmoved.
Resident # 82: was assessed.
The skin i infact with no
rednesgs, irritation or signs

of breakdown,

The Restorafive Nurse has
eonducted an audit of all
other resident's with
indwelling catheters fo
ensure that appropriate
orders and diagnoses are
in place,

with teilating or changing
schedules have been audited

to identify those whose schedules
should be individualized and
adapted, The care plans and
schedules have bean updated
with the appropriate
interventions,

residents oh & Toileting
Program are posted on the
front of the MAR and the
Restorative Books on each
Uni.

r the next 90 days, the

FORM CMS.-2667(02-89) Previsus Versions Obsolete
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535025 1214172008
NAME OF PROVIBER OR SUPPLIER ' | STREET ADDRESS, CITY, STATE, 2IP CODE
SHERIDAN MANOR 1851 BIG HORN AVE
' SHERIDAN, WY 82801
(X4) 1D SUMMARY STATEMENT OF DEFICIENDIES 1o PROVIDER'S PLAN OF CORREGTION {R5)
PREFIX (EACH TIEFICIENCY MUST BE PRjEED DBy FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING (NAOEMATION) TAG CROSS-REFERENCED TO THE APPROPIIATE Oate
| DEFICIENGY)
F 315! Continued From page 6 F 315
during that time period, Interviey withlCNA #4 on
12/10/08 at 1:45 PM confirmed fhe fefbident had . .
+ been incontinent of urine which &vas vted by the Efﬁ;ﬂgtgfaggf’rﬁ ﬂem
{ CNA when providing parsonal care 3 er the audit of one resident on each
observation perfod had ended, . ; wing ona TOilﬂtiﬂQ Program o
F 323 483.25(h) ACCIDENTS AND SUPERYISION F 323 ensure that staff is adhering to
Sg=F ; those posted programs. Patlerps
and frends identified in the audits

The.facility must ensure that thejresidk

: . J ill be reviewed by the QARA
environment remains as free ofr'Ecc' W iewed Dy the Q

Committee monthly or until

as g possible; and each reside resolvad,

adeguate supervision and sssis

prevent accidents. F TAG 323 1/7/09

The facliity will ensure that tha
resident environment remains as
free of accident hazards as is
possible; and each resident
receives adequate supervision
and assistive devices to prevent
accidents.

This Requirement is not met asjevidel
Based on obsarvation and staff {htery

facility falled to ensure a safe enliro
residents in the facllity 's activitigk ro

b 1. The 1. Residents cyumently residing in the
findirgs wers:

Lk facility are at potential risk.

Observation on 12/09/08 at 4:48(PM ia fd then 2. A. The switch that contrals the
8gain on 12/11/08 gt 2:30 PM rafesl an electric electric current to the range
range in the activities room. Thefrangd top ' in the ADL Room has been

congjsted of four glectrical elemgnts ffdf cooking, replaced with a lock out _
Al four elements had individual dontiofknobs, switch. The Key to this switch
Interview with the DON on 12/11§08 atl:30 PM DL Raodd in 8 desk i the
revedled the range was used by fesididhts for f2 oo ac e
N = 1k staff only.
Activities of Daily Living (ADL) p rpoggs, The B. The Treatment Cart in the
DON ailso siated the elgctric curtient fojthe range ADL Room is now secured
was controllad by an easily reached, b by a padlogk. Only the
unsecured, wall switch directly béhing fhe range. Resiorative Nurse and
The DON confirmed the wall swilch shpuld be Restorative Aides have
secured in order to prevent the rdnge ffom being access to the key,

turned on by residents when no dtaff

nregent, 3. Restorative Nurse will monitor

for eornptiance for the next

Observation on 12/09/08 at 4:48 PM hid again %0 days.
on 12/11/08 at 2:30 PM revesledjapprgximately 4, Any issues will be reportad to the

i
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STATEMENT QF DEFICIENGIES (X1) PROVIDERISUR iERIOLIA £%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN|NIMBER; A, BUILDING COMPLETED
C
! B. WING
35G| % 1211112008
NAME OF PROVIDER OR SUPPLIER i| STREET ADLRESS, CITY, STATE, ZIF GODE
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{%4) ID SUMMARY STATEMENT OF DEFICIENEIES it PROVIDER'S FLAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENCY MUST BE PRE EOED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Tas REGULATORY OR LSC IDENTIFYING INF ﬁll\m'lcw) TAG CROSS-REFERENCED ‘7O THE APPROPRIATE DATE
} ; OEFICIENGY)
F 323| Continued From page 7 1 F 323
15 transparent drawers along orie waifin the
activities room. The drawers corftained ADL Quality Assurancs Committa,
materials and supplies. None of the dipwers
could be locked. Two of the dravters|chntained
ten pairs of sharp and snub nosgd stigsors.
Interview with the DON on 12/1 108 5tk2:30 PM
revealed the scissors should be pectrdd in order
to prevent residents from acces: ing thk soissors
when the area was unsupervised, :
F 371| 483,35(i) SANITARY CONDITIONS | F 371

88=F : TAG F 371 147109
The faeility must - - L

(1) Procure food from sources agpro gjd or The facility will store, prapare,

 considered satisfactory by Federsl, Stdte or jocal distribute and serve food under

i authorities; and : Santtary conditions. .

(2) Store, prepare, distribute and|senie food .

under sanitary conditions } hA ﬁﬁ&ﬁﬁ?,ﬁiﬁ‘ﬁgﬁigﬁ,"

g area and placed on the

i} “dented can shel to be

i} picked up by food service

e — =

supplier,
: B. Spoiled cucumbers were
This Requirement is not met as gviderced by: immediately removed
Basetl on observation, staff interffiew] dnd review from the walk-n refigerator
of the 2008 Food Safety Code, the fagifty failed to c. ha cscardsd.
ensufe food was safe from contafnindt i, The . © e door hinge and

fire suppression pipes
i the area of the convection

. | over and the cailing vent in
1. Intermittent observation from 1p/a/6d at 4:11 the dry storage foom mere

| PM through 12/11/08 at 11:48 AN revekiled ten cleaned,
No. 10 of food in the dry fosd sto geia [aa room.
The cans were dented atong the fop an fior 2, Residents currently residing in the

findings were:

S

hottom seams, Tha invalved itemb inaldded. facility are at potential risk.
a.) Two cans of cut green beaps. |l | ) )
b.) One can of sliced carrots. I 8. Maintenance and Cleaning
C.) One can of sliced pears, Schedules for the kitchen have

been changed to inglude the
convection oven, fire suppression
pipes, walk-in refriperator and
ceiling vents.

d.) One can of sliced plheapplis. j |
The seam of one of the cans of gieert Heans
appeared to be leaking and s rusfy staifl was
visible on the can, i

FORM CMS-2567(02:09) Previous Versisny Obsolete 45UNT I contituzticn sheal Pags 5 of 14
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STATEMENT OF DEFICIENCIES 1) PROVIDERsS{IPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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{X4) D SUMMARY STATEMENT OF DEFI[IENC)ER D PROVIDER'S PLAN OF CORREGTIGN %5)
PREFIX (EACH DEFICIENCY MUST BE FRECE:"!ED Tj"WFULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETIGN
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1 DEFIGIENCY)
F 371| Continued From page 8 | F 371
Interview with the kitchen Inanager on
12/11/08 at 11:48 AM revealed defjts 4t fhe ridge 4. Distary Manager conducted an
lines of cans represented a possible sdubce of g’ffgéﬁ%fg:,g'etﬂy staff by
contamination of the can's contents, andthe cans Maintenance of theos cre
should. be retumed to the distributdr. T i and completion of the claaning
manager stated the facility had no pritied policy schedules and audits,
fo this effect. According to Food Cihde & gos, U.S.
Public Health Service 3-202.15, P4 ckaél 3. The Dietary Manager will audit
Intagrity, "Food packages shall bejn godd all cleaning schedules and
condition ang protect the integrity dff th : ontents conduct inspections of all areas
| 80 that the faod is not exposad to 4dultegation or :;gr'ggseﬂ‘zﬁiza?g;ms ;Vﬂ’:lbe
" v " anems
potential contaminants, andltrends will be revngwed with
2. Obsérvation on 12/8/08 at 4:11 M thebugh Egﬁo%g;:ffgf; and
12/10/08 at 4:49 PM revealed a bo in the walk-in reviewed at the QARA
refrigetator contained 10 cucumbeys. B Committes meeting morthly
tucumber was noted to have somd dedrie of for o) days or urtil resolved,
mold or it. Interview with the kitche manager on
12/11/08 at 11:48 AM revealed the|dirt|a id mold
represented a pussible source of fjod i ;
contamination during food storage [and| |
praparation. f
3. Intermittent observation from 1208/05at 4:11
PM through 12/11/08 af 11:48 AM evealkd the
door hinge underneath the convecfion/sdhduction
oven in the kitchen was coated in g layerof lint
and grime, Also, the fire suppressign system
pipes aver the same oven were enfruatefl with
lint and grime. In addition, the ceiling aif yent in
the dryfood storage room was coaled I Must and
lint. | SN
F 386] 483.40(k) PHYSICIAN VISITS | F386 | TAGF 386 274/08
B8=E -
The physician must review the resifjent/shotal The facility will ensure that the
program of care, including medications{ahd physician will review the resident's
treatments, at each visit required b pararaph total program of care, including
(c) of this section; write, sign, and gate pfogress medication and traaiments,
. at each visit required by paragraph
notes at each visi and sign and date all brders “c" of this aection; writs, i .
with the exception of influenza and pn&j hococeal » 5lgn. an
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CENTERS FOR MEDICARE & MED Al SE i ICES A OME RS, Saan D
g l i -
STATEMENT OF DEFICIEENCIES (X1) PROVIDERISURPRUER/CLIA (%2) MULTIFLE CONSTRUGTION N
AND PLAN OF CORRECTION IDENTIFICATIONINGMBER: A B)UILDING i ESI&EEEUT?BEY
:
; B, WING ___ c
35028 1211/2008
NAME OF PROVID:ER OR SUPPLIER { STREET ADDRESS, CITY, STATE, ZIP GODE
SHERIDAN MANOR I} 1851 BIG HORN AVE
| SHERIDAN, WY 82801
) 1D SUMMARY STATEMENT OF DEFIGIENIES : D PR ‘5 P i
PREFIX (EAGH DEFICIENGY MUST BE PRE{IEDED ‘:—"FULL PREFIX (EAC&? ‘é?r'fﬁgcrk?é' ,351%}1\? gﬁgEPDNBE ' GOMLKL@TION
TAG REGULATORY OR LSC IDENTIFYING INFORATION) | ag CROSS-REFERENCED TO THE APPROPRIATE BATE
| DEFIGIENGY)
F 3861 Continued From page 9 | F 386
polysaccharide vaccines, which ayJi j
adminigtered per physician—apprﬂ:/e eility \
. I E; date progress notes at each visit;
policy after an assessment for eqntrai glcatlons. and sigh and date all orders with
| exception of influenza and
. , ' 11 preumococeal polysacoharide
This-Requirement is not met as favi | ced by: vagcines, which may be administered
Based on medical record reviewgand|statt per physician approved facility
interviews, the facility falled to ersur : gach policy afier an assessmant
resident's physician signed and date | varbal for contra-indications.
orders of progress notes as reguiredbl the N
regulation for 5 (#20, #70, #74, #B4, #d6) of 16 | 1. Resident # 20: The physician's
sample residents, The findings re'i ’ foba fram 11/20/08 has been
' : i transeribed, signed by the
. . | § ySici | in chart.
1. Medical record review showed|res .; nt #20 Physician and placed in cha
was admitted on 10/7/08. Review of hysician 2. Resident#74: The physician's
progeess notes and nursing docume ttion orders and faxes have bean
showed the physiclan saw the re tideption signed and placed in the resident’s
10/28/08. However, the typed nate djd|not record,
indicate the date it was transoribdd, Wa not ) o
authenticated, and the physician'y signbture was 3. Resident # 70: The resident's
hot dated or fimed. No other progress fote had gi’;ﬁégsgy“iﬂfi:::i;gﬁ@"
heen entersd in the record as of {2/1008, N -
The sieciorofheslt normgior | Facopcod In the residents
management (HIM) was intervievfed orfi12/10/08 )
at 1:40 PM. The ir_lt_e:rvlew did noj re\fg:ji that 4, Resident #86: The resident's
thegre wag any additional documef tatipg to progress notes have been
review, ‘ signed by the physician
and placed in the resident's
2. Review of the medical record fpr rasbient #74 record, _
revealed the last documeanted phisicidd's 5. Resident #84: The resident's
progress note was dated 7/14/08 !nt% vlew with p{;ﬁéﬁsgyntﬂtsif}\?s\;eigﬁen E
the director of BIM on 12/10/08 a 11 jab s . o 1
established that the physician did[iot ifstate arwd placed in the resident's |
progress notes, but hand wrote his owr§ in '
addition, the FES.I'deI"It had fiva ungignedlverba| i. Residents currently residing in tha
orders entered in the medical recgrd sifce 8/6/08. facility are at potential rigk.
One order referred to an 8/6/08 faxed|ofder for
the resident, However, the faxed §rder bn 8/6/08 7. The Health information
for resident #74 was also unsignefi. Thé unsigned Ma%aget; :g" review all
orders included an order on 8/7/0 to infrease reslaents 1o ensure ~da
o ; © _ physician Visits arg timely Geco -

FORM CMS-2567(02-99) Previous Versions Obsaalats ' 48011 It continuation sheat Page 10 of 14
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CENTERS FOR MEDICARE & MEDICAID | ERVICES OME NO. (938-0201
STATEMENT OF DEF;IGIENCIES (X1) PROVIDER/SHPRL :J'CL!A X2) MULTIPLE CONSTRUCGTION
AND PLAN OF CORRECTION ) IDENTIFICATHBN NUMBER: L_ E:U!LDING {xa)ggml.sg%\lgﬁv

C
\ B. WING
53p02 : 12/11/2008
NAME OF PROVIDER: OR, SUPPLIER ESTREET ADDRESS, CITY, 8TATE, ZIP £0ODE
SHERIDAN MANOR . 1851 BIG HORN AVE ,
‘ . BHERIDAN, WY 82801
{X4) 1D . SUMMARY STATEMENT OF DEFIMIENGIES I PROVIDER'S P
PRE?FIX {EACH DEFICIENCY MUST BE PRECE%ED ByfFULL Pﬂgrlx (EACHO CQRREGTIL\?S fg'r?gp? ?Egﬂ'f’c? B COM{’@WN
TAG REGULATORY OR L&C IDENTIFYING IfFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE pare
d DEFICIENGY)
F 386| Continued From page 10 5 F 386
the dosage of Seroquel (an antips| chafi '
medicétion) to 50 milligrams (mg) it bickime, an and doc.u';”f"ted
order on 8/28/08 to start Zoloft 50 fng &arn arproprialely.
rnormng for depression, an order dn 10/39/08 to 8. The Health information Manager

increase the dose of Zoloft to 76 rilg ed

#70 was admitted on 12/21/07. Reli

10!25[08 showed they were not sigy

signature

4. Review of the medical record for
revealed the 2008 physician's progh
dated 3/20, 4/30, 5/23, 7/31, 8/28, /19
10/28, were not signed by the physj
8. Review of tha medical record foflres
revealed the most current physiciag's
notes dated 8/29, 9/18 and 10/28/08
sigined by the physlman

8. Interview with the DON on 12/11
PM revealed staff did not place thel
progress nates in tha medical reco i
mannet and the prograss hotes wel

morning, and an order on 11/6/08'or & tra Ds
to be given twice a day for seven days a i a result
of an unsigned 11/4/08 arder for alurine gulture &

physician progress notes from 1/24/08 1 fough

available for the physician to sign d bring

sensitivity, | provided documentation of the
interview with the director of health visit in a timely manner, Health
information management (HIM) on12/{¢ oa at Information Manager will monitor
2:40 PM confirmed the physiclan Wad rjof signed ?m.’?'c’f’" visits ta ensure t.h‘:"
the five verbal orders for resident #§74. 1A l:cordmg di,“;'j,‘}’,,gn"fa‘;?;;’,'"?\,gfg,‘“’igﬁ,gms
to the direttor of nursing {DON} o - 12/ /08 at will be eriWEt:'.I with thg OABA
12:25 PM, the facility did not have [ po idy on Cammittee, 1o include the
timeliness of physician orders. ‘ ; Medical Director.
3. Review of the rnedical record shbwed resident 8. The Health Information Manager

transcribed.

: o 10. Accredited physicians will be
: ph [qeians notified by mail of the requirement
T that they include the date when
' they sign the transcribad notes,
res/dent #86
essbles, 11. The Facility Administrator and the

and follow up,

;isits to

FORM CMS-2567(02-99) Previous Versions Obsalete

will develop a tickler system for
physician visits and will notify
the DON of any physician who
has not completed a visit and

will sign and indicate the date
each digtated progress note is

the Medical Director will contact
any physicians not fulfilling the
dating requirement for the
franscribed notes. Any issues wil
ba reported to QA&A for review
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STATEMENT GF BEFICIENGIES X1) PROVIDERYSURPHERICLIA (X2} MULTIPLE CONBTRUCTION
AND FLAN OF CORRECTION ( )IDENTIFJ(:, ITION NUMBER: A BUILDING "‘S’SSLEEE”T’QEEY
ey 8. WING C
.5351% b 1211112008
NAME OF PROVIDER OR SUPPLIER ' | STREET ADDRESS, GITY, STATE, 2IP CODE
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(D | SUMMARY STATEMENT OF DRFICIENGIRS ID PROVIDER'S PLAN OF GORRECTION (X8)
PREFIX  + (EACH DEFICIENCY MUST BE PREFEDED By FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG 1 REGULATORY ORLSC IDENTIFYING INFIDIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTe
DEFICIENGY)
F 386 Continued From page 11 § F 386
the facllity. ;
F 428 483.80(c) DRUG REGIMEN REYIEVV] F 428
88=0 i TAGF 428 4 7/’Q9
The-drug regimen of each residdnt must be . .
reviswed at least once a month by alifensed The drug regimen of each resident
pharmacist : Must be reviewed at least once a
’ : maonth by a licensed pharmaoist,
The pharmacist must report anyfrregy arltias to The pharmacist must raport any
the attending physician, and theiire lt pr of irregularities te the attending
nursing, and these reports mustbe plged upon, physician, and the director of
i nursing, and these reports must be
ik acted upon,
1 1. The Registered Pharmacist has
i | completed an audit of all residents
e i i | 3 . on psycho-active imedicationg,
This Requirement is not met aspvideficed by: praparing a checklist which has
Based on medical record review)staff | terview, : :
" - . ; N been shared with the consulting
and Interview with the consultingjpha acist, the ;
4 S E pharrmacist.
tacility failed to ensure Irregularitis Weke reported
8s required for 1 (#52) of 16 sarrjple jebidents. 2. Residents surrently residing in the
The findings were; 1T 1 facility are at poterdial rigk.
Review of physician’s orders anditheimedication 3. The Director of Nursing and
administration records revealed fbsideft #52 had the Registered Pharmacist will
received Zyprexa (an antipsychoffc mepication) meet monthly and review this list.
7.5 milligrams daily since 5/29/07 Raviw of the . I
pharmacist's monthly medicationfregirien reviews 4. The Consulting Pharmauist wil
from 6/13/07 through 12/8/08 shdiwed the continually monitor residents i
i1 icsati i irregularities.
pharmacist had not documentad fhe rended medjcation regimen for
use of the medication at the sam -;- doéj as an 6. The Director of Nursing will report
iregularity. The DON reviewad the mE dical the findings to QA &A Committea
record on 12/11/08 at 8:30 AM aujd cdrfirmed the monthly,
absence of documentation. On 13711 0p at 9:10
AM the consulting pharmacist staged g was
aware the lengthy use of the partipular fhedication
at the same dose was considerad an poularity
However, he confirmed he did o repolt it.
F 444, 483.65(b)(3) PREVENTING SPREADIGF F 444
88=D) INFECTION -
FORM CMS-2567(02.99) Previous Varsiohe Obsolate l 4SUN11 If continuation sheet Page 12 of 14




To:3W77TTTIET P.15

FEB-@6-2409 15:05 From: ..
GENTERS FOR MEDICARE & MEL . /Al

il LA T

FORM APPROVED

SHERIDAN MANOR

:VICES OMB NO. D938-0391
STATEMENT OF DEFICIENGIES  ltx1) PROVIDER/SURPlER/CLIA (X2) MULTIPLE CONSTRUGTION :
| AND PLAN OF CORREGTION IweENTIFICRTION JuMBER A, BUILDING (XS)ESSE-EEUT%EY
I B, WING ___ C
| ) 535036 1211112008
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professional practice.

E
This Requirement Is not met as| s

Based on random observations, |
and review of policies and procefiur

pevsonal care, ene divect care s
o edmpleta hand hygiene after ;
incontinence brief for non-samplf
The findings were: -4

brief before assisting him/her to 4
the resident used the toilet, the G
brief on the resident, but she did|
glovas and perform hand hygiend.
same cortarninated gloves, the ¢

before remaoving the gloves and
hands.

developrnent coordinator stated
taught to change their gloves afta)
perineal care, and her expectatiof
would do so. Review of the facilit)
and procedure, "Using Gloves,” rd

practical "when contaminated.” Fifrthe

ﬂhich

idak

s| the faciiity

ghaniik

Al stat

ved|d
disposable gloves must be replackd QF.
X

Faview

failed to ensure staff parformed fand flygiene o g was ascessd.
procedures as indicated by accepte | frofessional irfitation or breakdown. The resident
standards. Specifically, before piovl 3 G further

(X4} 1D SUMMARY STATEMENT OF O FICI&N lES D PROVIDER'S FLAN OF CORRECTION x8)
FREFIX (EACH DEFICIENCY MUST BE PREEEDED[BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFDAMATION) TAG CROBS-REFERENGED TO THE ARPPROPRIATE DATE
'l DEHIGIENGY)
F 444 Continued From page 12 1 F 444
| The: faclity must require staff tofvash Bheir hangs
| after each direct resident contadt fo | TAG F 444 1y/09
handwashing is indicated by acdptd
1

The facility reqguires staff to wash
their hands after each direct
cantact for which hand washing
is indicated by accepted
prafessional practice.

displays no signs or symptoms
of infection.

2. Residents currently residing In the
facility are at potential risk.

3. The Staff Development
Coordinator conducted an in-service
for all staff on 12/31/08
regarding proper hand washing
technique, peri care and glove use,

4. The Staff Development
Coordinator conduct petiodic
random audits of staff
performing hand-washing and
peri-care and report results to
QASA monthly.
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TAG REGULATORY OR LSC IDENTIFYING IFORMETION) TAG CROSS-REFERENCED TO THE APPROPRIATE bare

DEPICIENCY}

hygiena,"

F 444! Caontinued From page 13

showed hand hygiene should ba cne!i' iftar
removing gloves. Glaves do not reblacalhand
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