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F D00 | INITIAL COMMENTS F 000
Arecertification survey was conducted by
Healthcare Licensing and Survays from 9/10/18
through 8/13/18, Also reviewad in the course of
the survey were carplaint intakes WY00002623,
WY00002850, and WYO0002686.
The following commeon abkreviations are used
throughout thla document,
ADL: Activities of Dally Living
BIMS: Brief Interview for Mental Status
CNA! Certified Nursing Aselatant
DON: Director of Nursing
MDS: Minimum Data Set 10/16/2018
NHA: Nursing Home Adminlatrator k550
RN: Reglstered Nurss Carructive Action:
This event with oo .
Lese commonly used abbreviations will be S:f e‘h:': w{,w: s'iﬁf;&a; cc‘;:ff,;“ tﬁ‘e,xf;
annotated In each deficlency. observation.
F 650 | Resident Rights/Exercise of Rights F 660 Identification of
- FR(s}): 10 1){(2 entification of others:
§3=D | C (s): 483.1 (a)( )( )(b)(1)(2) All residents have the potentlal to be uffected,
§483.10(a) Resident Rights. . .
The resident has a right to a dignified existence, %%"g;%hfﬁfﬁzm will cducate all Saf on
self-determination, and communication with and maintaining resident’s rights and dignity.
access to persons and services nside and
outside the facllity, Including those specified In Frequent rounding by the DON o designee will
this section. be Implemenicd 1o include observation on
mbuudnr . rounc!s wilh. d.ocumem'alion to
§483.10(=)(1) A facillty must treat aach resident include meeting residents dignicy and rights.
with respect and dignity and care for each CNA #7. RN RN 6 involved wi
resident In @ manner and In en environment that resident. 478 lnes oot made. amrorved with
promaotes malintenanca or enhancament of hls or dignity and the resident’s riglus were not met in
her quallty of iifs, recognizing each resident's this fnstance, Fducation will be providod to each
individuality. The facliity must protect and employee involved by 10/16/2018.
Promote the rights of the resident. CNA #9 no longer works at the facility,
LABGRATORY DI WFPLIER REPRESENTATIVES SIGNATURE TME

Any deficlency stajemant an
other wateguards provide sufficlant protection to the patients.
following the date of survey whether ar not a plan of cemactio
deys fallowing the dats thana dacurments are made svallable to tha faclity. i deficiencies am o

p with an astoriak

program partlcipation. )

(*) danates a daficlsncy which the Inatitution may bs excused from cprracting
(Ges Instruclions.) Excapt for nursing homes,
n Is provided, For numsing homes,

Direchor of Nzt

Viding K Is determined that
the findings stated above are disclosabls §0 days
the abova findings and plans of eorrection are disciosable 14
tad, an spproved plan of comestion la réqulalls to continued
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§483.10(s)(2) The facliity must provide equal
access to quallly care regardless of diagnosis,
eaverily of candition, or payment source. A facility
must establish and maintain ldentleal policles and
practices regarding transfer, discharga, and the
provision of earvices under tha State plan for alf
residents regardless of payment source.

§483.10(b) Exercise of Rights,

The reaident hae the right to exercige hig or her
rights &8 a resident of the facility and as a citizen
or rasident of the United Statss.

§483.10(b)(1) The facllity must ensure that tha
resident can exerclse his or her rights without
interference, coercion, discrimination, or reprisal
from the facilty.

§483.10(b)(2) The resident has the right to be
free of interference, coerclon, discrimination, and
reprisal from the facility in exercising his or her
rights and to be suppaorted by the faclity in the
exerclse of his or her rights 85 requirad under thie
subpart.
Ihia REQUIREMENT Is not met as evidenced

y:
Based on abgarvation, medical recard review,
resident and staff interview, the facility failed to
maintain resident dignity during 1 random
observation that affected resident #268. Tha
findings wers:

1. Revisw of the quarterly MDS assessment with
an assessment reference date (ARD) of 7/13/18
showsd reaidant #28 had & BIMS score of 11
(Indicating moderate cognitive Impairment) and
required exteneive assistance with bed mobllity,
transfers, locomotion, and dressing. Observation
on 9/10/18 baginring at 3;18 PM showed resldent

Frequent observations through  ambussudor
rounds will be impicmenied to determine that
tesidont’s rights and dignity are maintained.

Any voncerng addressed through the obsgrvatien
proceas will be monitored and reported in
rummarty in the facility monthly QAP] meeting,
IDT will assess for trends or patterns during
these mestings,

The QAPI committee will evaluate effectiveness
of the plan bused on trends identified and
implemnent additional interventions as needed to
ensure continued comphance monthly for three
months then reassesy the need for continued
monitoring based on compliance,

SHERIDAN MANOR
SHERIDAN, WY 826801
(410 BUMMARY STATEMENT OF DEFICIENGIES p PROVIDER'S PLAN OF GORRECTION
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE coMgl(.@non
TAQ REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CRO8B-REFERENCED TO THE APPROPRIATE DAty
OEFICIENCY)
F 550 | Continued From page 1 F §50) Ongoing Menitoring:
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F 550

Continued From page 2

#28 was In a wheeichair with hin/her pants visibly
wet on the Insida of his/er legs. At 3:24 PM CNA
#7 and CNA#9 used a machanical it and
trensferred tha resident onto the bad. Staff
performed incontinence care and CNA#7
|dentified & wound above a Coban (eelf-adherent
wrep) wrapping on the resident's left (ag at 3;32
PM. At thet time, RN #7 enterad the room,
attempted to cover the reeldent, and statad the
resident did not have a change of pants avallabla.
CNA #7 asked for the charge nuree to aesesa the
loft lag wound. The following concams were
Identifisd:

» 8, At 3:40 PM staff informed the resident s/he
would have to remaln In bed until they found
some pants and the nurée to assess his/her lag.
Thalt resident verbalized 9/he was upset about the
wa

b. LPN #1 entered ths room at 3:68 PM to
discuss medications with the resident than left
without providing care. The resldant stated,
*Pimase get me up, pleass, pleass.” CNA #7
oxplalned to the rasldent, "l just want the nuree to
look at the wound above the Coban on the left leg
before we get you dressed. The Coban is too
fight, we need to do eomething." At that tme CNA
#7 yallad aut of door, "| have asked for the nurse
3 times, where Is she?"

¢. At 4:08 PM the resident started crying and
stated, "I've bean In hera for an hour, | need to be
up-ll

d. At 4:21 PM, RN #8 cut off the Coban on
the reskdent's lower legs. The RN cleaned the
wound above where the Coban had bean with
wound cleanser, dressed the wound with a
padded dreasing, and then placed compression
socks on the resident.

6. At4;28 PM RN #7 returned with a clean
palr of pants, staff dressed the realdant, and

F 560
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Continued From page 3

placed the sling for the mechanical lift behind the
resident, The resident stated, "] can't believe this,
lat's get the hell out of here. Gat my ass out of
here.”

{. Continued obsarvations showed the
resident was transferred to the wheslchalr and a
nasal cannula was placed on the resident at 4;39
PM, 1 hour and 19 minutes after care was
Initiated.

2, Interview with the reeident on 8/13/18 at 8 AM
revealed the cara on 8/10/18 was "uncalled for*
becausge the nurse took a long ime and s/he
stated "it upast me*

3. Interview with the DON on 9/12/18 at 1:47 PM
confirmad the expectation was for the CNA lo
report 1 the nurse immediately and the nurse to
respond a3 eoon as possibla.
Protection/Management of Personal Funds
CFR(s): 483.10(f{10()(1)

§483.10(M(10) The residant has a right to

manage his or her financlel affaire. Thig Includeg

the right to know, In advance, what charges a

ffzcll!ty may Impasa against @ resident's personal
nds.

(i) The facility must not requira residents to
deposit thelr personal funds with the facllly. If a
resldent chooaes to depoait personal funds with
the facllity, upon written authorization of &
resident, the facility must act as a fiduclary of the
resident's funds and hold, safeguard, manage,
and account for the personal funds of the reskdent
deposlted with the facllty, Ba specified In this
sechion.

(it) Peposit of Funds,

(A) In genaral: Except as est out in paragraph (f)(

F 650

F867| psgr

Corrective Action:
Resident #40 was

Identificaton of O
Any resident who

muiniained by the
current procedure.

able to relricve his money

from the account upon requeat 9/11/2018,

thers:

has a Resident Trust Fund
facility could be alfectzd by

it

10/16/2018
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(X9 1D GUMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION
EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE
"?EQ“ REBULATORY OR LB ToRNTTT P P GROBE AEFERENGED TU JhE APERORTA PaTE
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F §67 | Continued From page 4 F 587 Systemic Change:
10)(if)(B) of thie section, the faclity must depost Resident fund manager or designee will ensure
any residents' perscnal funds in excesa of $100 in thet funds are available for resident withdrawal
an Interast bearing account (or accounts) that Is within 24 hours of the request including
separate from any of the facility's operating weekend days.
accounts, and that credits all Interest earmed on o . .
resident's funds to that account. (In pacled Fiducation " Do provided by resident fund
per or designee for weekend ataff that are
accounts, there must be a separate accounting involved in banking procoss by 10/16/2018.
for each resident's share.) The facllity must
maintaln a resldent's personal funds that do not Ongolng Menltoring:
excesd $100 In a non-int=rest baaring account, Resident fund manager or designes will conduct
Interest-bearing account, or petty cash fund. random audits weskly of those wilh resident trust
(B) Residents whoss care Is funded by Medicald: ;‘;3;“;‘;; o 4 wecks ;':; ;ﬂ;‘h‘g dfg;: m°ﬂ*§;‘
The facility must deposit the residents’ personal e LHESE G W man
funds In excess of $50 In an Interest baaring e e o hours in fjﬁ?g“;“gﬂ,ﬁ’{;
acoount (or accounts) thet I separate from any of any ideatificd concerns,
the facliity’s operating accounts, and that credits Any concerns eddressed through the audit
all Interest earnad on resident's funds to that process will be monitored and reported by the
account. (In peoled accounts, there must be a R:ﬁis]ent Pund Munsger in summary during the
separate accounting for each resident's hare.) foeility monthly QAPI mesting. NHA will assess
The faciltty muet malntain parsonal funds that do The GAR] memmnis e these mectings.
not excead $60 in a noninterest bearing account, of the plan based on :::dsatfd:ugzt;nﬁ;
Interest-bearing aceount, or petty cash fund. imploracnt additionl interventions as nesded to
This REQUIREMENT Is not met as evidenced ensure cuntinued compliance monthly for three
by: months then reagsesy the nocd for continued
Based on regldent and staff interview, the faciiity manitoring based on compliance,
falled lo ensure resident funds were readily
avallable for 1 of 4 sample residents (#40) who
meintainad a funds account with the facliity. The
findings were;
1. Interview with resident #40 on 9/11/18 at 8:28
AM revealed the resklent had a funds account at
the facllity, but the funds were only avallable from
8 AM ta 4 PM Monday through Friday.
2, Interview with the soclal servicas director on
9/11/18 at 4.:60 PM revealed residents were
"allowed to get funde 7 AM to 11 AM” and the
facllity did not have a systam In place to provide
FORM CME-2587(02.96) Priwioua Versiona Obacile Evenl (D:E1MG11 Faolfty ID: WY0028 If continuation ahest Pags 6 of 47
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4 I SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'E PLAN OF GORRECTION )
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F 587 | Continued From page 5 F 667
funds on the weekend.
F 6688 | Accounting and Recerds of Personal Funds F 568/ & 568 ‘ 101162018
$9=E | CFR(s): 483.10(D(10)(I)
Corrective Actlon:
§483.10(f)(10)(lll) Ascounting and Recerds. Resident or responsible party #7, #16, and #81
(A) The facliity must establish and maintain a were offered and provided cument RFMS

system that assures a full and compiste and
separate accounting, according to generally
accapted accounting principles, of each resident's
parsonal funds entrusted to the fagility on the
reaident's behalf,

(B) The system must preclude any commingiing
of resident funds with facility funds or with tha
funds of any person other than ancther reaident.
(C)The individua! financial record must be
avaligble to the resldent through quarterly
statements and upon request.

This REQUIREMENT is not met as evidenced

Baged on resident representative, resldent, and
staff Interview, and pollcy and procedure review,
the facility falled to ensure resident sccount
statements were provided to 3 of 4 sample
residents (#7, #16, #81) who malntained funds &t
the facllity. The findinga were:

1. Intervisw with the representativa for reakient
#81 on §/11/18 at 2:10 PM revealed s/he racelved
funds requests from the facity and providad
funda for the resident to use. Furthar, It was
revesled the representative had not recelvad an
account statement from the fasility.

2. Interview with resident #7 on 8/11/18 at 9:34
AM revealed the regident had a psrsonal funde
account at the facllity. Further, It was revealed the
resident had not recalved an account statement
from the faclllty.

statements on 9/12/2018.

Idcntficatiyn of Others;
All regidents with RFMS accounls have lhe
polential to be nffected,

Systemic Changc:

All residents with RPMS accounts were provided
or offered current financial statements on
09712/2018.

District Dlrector of Business Offive Systems will
educate Busimess Office Manager regarding
RFMS account siatements and distribution by
October 16, 2018.

Business Ofice Munager or designes will audit
all tesidents with RFMS accounts for correct
nddresscs {0 ensure  statements arc being
delivered to the correct resident ar responsible
parly. Business Office Manager or designee wil]
ensure delivery of yuerterly RFMS stataments to
residents within the Facility,

Il un addmss change occurs, Business Office
Managet or designee will ensure address is also
changed on RFMS account.
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F 668 | Continued From page 8 F g8
Ongolng Monltoring:
3. Interview with the represantative for residant Rusincra  Office Manager or dosignee will
#16 on 8/11/18 et 9:12 AM revesled the resident ch:;l:luSCI mnd01:1 weekly audits of r\?;{dcnmnwlm
accounts {0 epsure responsible parly or
it o L e S e
not recelved an account statement from the weeke :2" m“‘l‘.‘l‘ly for 2 months 10 validate
faclitty. i::-nnyumc’on:::sp |:‘c;§:&aand through the audit
process will be monitored and reported Business
4. Interview with the business office manager on Office Manager in summary in the facility
8/13/18 at 9:49 AM revealed the facHity recelved monthly QAPL meeung. NHA will assess for
statements from the corporate office and gent lﬁndé X} Il’?éemﬂ_ct'l“c':';gi ﬁ’mﬂ"::fﬁnf;' veness
them out to residents or family mambers, ¢ i ovaluale cliee
Howavar, the facllity did not have a system In of the plan besed on tonds identifiol sad
place to ensure stataments were raceived for all L’;‘;’Lﬁ“iﬁ‘nﬁ.ﬁ’ﬂ‘;}°23k}"ﬁ§?§ 'ﬁ?ﬁﬁfy“m
i Sl ol %’mfﬂr:u?;v did e e i (o consied
cation. Fu , It was ravea o monitoring based on compliance.
not have & personal funds eccount set up for
resident #81 and had the facliity's addrese listed
for resident #16 and resident #7. It was confirmed
that resident #16 had & reprasentative and the
statement should be provided to the
representative instead of the resident.
5. Review of the poilcy titled "Resldent Trust
Acgounta” lest ravised 10/2017 showed
"...Regulations...All resldent cagh must be postad
into the Resldent Trust Account. Cash i not to be
kept In the safe for Individual residents. . Dally
Requirements...4. Cash received for deposit must
be witnessad by two employaes, must have e
completed recelpt, and must have a money order
purchased for the daposit amount...Quartarly
Procedures...1. NDC creates quarterly
statamenta and aends to Houston Office whers
they ara printed and malied, Facllity coples are
avallable on Reports Central. 2. Trust etatements
are distributed to resldents who are presumed
competsnt on a quarterly basis or upon their
raquest, 3. Trust statements for realdents who
FORM CMB-2887{02-05) Pravitus Vrsione Obaciels Evanl ID:EAMG1 Faollky ID: WYD024 if cortiinuation shael Page 7 of 47
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F 568 | Contlnued From page 7 F 568
have been legally declared Incompatent to make
health careffinanclal declslons are sent to the
resldent's legal representative, .
F 682 | Medicaid/Medicare Coverage/Liability Notice F 582
88=p | CFR{8): 483.10(g)(17)(18)({}Hv) |
1592 10162018 |
§483.10(g)(17) The facllity must— .
(I} Inform ezoh Medloald—ellg[ble resident, Ir.l ﬁ:;:i:&el OA:::l"}ll‘csidmt #27 were provided an
wiiting, et the time of admission to the nursing informationsl notice of nou-coverge om
facility and when the reaident becomes eliglble for 09/13/2018,
Madicald of-
(A) The tema and servicen that are included In Identfication of Others:
nurging facillly services under the Steto plan and Al resldents with Medicare Part A as their
for which the resident may not be charged; primary pay sourcc have the potential to be
(B) Thoae other items and services that the affected.
facliity offers and for which the reeident may be .
charged, and the amount of charges for those e v e 1072018
sarvices; and cesideat that is stil in the facilly that converted
(“) Inform each Mﬂdhﬂ‘d-ﬂ"g'blﬁ recidant when from Medivare Part A a3 e primary pay gource to
changss are made to the items and sarvicas 2 different paysource. An informational notice of
specifiad in §483.10(a)(17)(IMA) and (B) of this non-cnverage will be provided w any resident
section, identificd as nol receiving a  potice by
10/16/2018.
§483.10(g)(18) The facility must inform each ,
resident befors, or at the ime of admisslon, and et ol e peavidad by the Divisiocal
periodically during the resident's stay, of sarvices Director of Care Managemont to the RCMD,
avallable in the faclllity and of charges for thoga Social Scrvices, and Buslness Office Manager
services, Including any charges for eervices not regarding Medicare Coverage/Liability Notice
cavarad under Medicare/ Madicald or by the by 10/1622018.
facility's per diem rate, U . ;
() Where changes In coverage are meds to tems ROMD will initate ABN a:;'“‘za.“d. givo to
and services covered by Medicare and/or by the from tho regideant malir reponsible party.
Medlcafd State plan, the facliy must provide Business Officc Manager will maintain a copy of
notice to resldents of the change a9 aoon as Ia the notice in the resident’s fnencial file.
reasonably possible,
()) Where changes are made to chargas for other
itams and services that the facility offers, the
faclity must Inform the resident in writing at least
FORM CM&-2557(02-28) Previoud Versions Obisciste Event ID:E1MG1Y Faollty D WYQ028 H continuation shest Page 8 of 47
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES PRINTED: 08/27/2018

P
CENTERS FOR MEDICARE & M ES OMEORg.A B8.0381
BTATEMENT OF DEFIGIENGIES (%1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFCATION NUMBER: :maw.nmo
535026 B WING
NAME OF FROVIDER OR SUPFLER STREET ADDREES, CITY, ETATE, ZIP GODE
1851 BIG HORN AVE
ERIDAN MANOR
SH SHERIDAN, WY 82801
) ID SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF GORRECTION s
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX RRECTIVE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) A3 CROSS REPERENLED 15 1HE ARSROPRATE oATE
DEFICIENGY)
F 582 | Continued From_page 8 . F 582 Ongoing Monltoring:
80 days prior to implamentation of the change, A wecekly uudit will be conducted for four weeks
(I} If a resident dles or is hospitalized of Is on all Medicare Part A residents o detenmise
transfarred and does not return to the faclilty, the thet a notice of nom-coverage is GIVeR 0
facility must refund to the resident, resident resident of responaiblc Bty Por e,
representative, or estate, as applicable, any Al e will contigue for 2 months to
rundom suditn will contind
deposlt or charges already pald, less the facility's B cotued sompliance. '
per diem rate, for the daya the realdent astually Any concoms sddressed through the audit
residad or regerved or retained a bed In the process will be monitored and ceported by thcl
facllity, regardieas of any minimum stay or BOM in summary in the facility monthly QAY
discharge notice requirsments. moeting. DON or “the"mzc“'f‘" nsens for frends
Iv) The facll n r or patterns during these MEINES. ;
roudnt roproseniativoany and ol s e The QAPE commite Wil evabat s oodyer

3 lun based on trends idontified and
the resident within 30 days from the resident's ;’;,P?;:n,',’,[“:dmﬁm, intcrventions a6 needsd to

date of discharge from the facliity. ensure continued compliance monlhly far threw
(v) The terms of an admission contract by or on montha then reassess the need for continucd
behalf of an individual eeeking adrizsion 1o the monitoring based on compliance,
facllity must not conflict with the requirements of
thesa regulations.

This REQUIREMENT i not met as evidenced '
by:

Based on review of beneficlary protaction notice
Information and staff interviaw, the facllity faliad to
enaure the required notices were provided for 2 of
3 residents (#10, #27) who were reviawad. Tha
findings wera:

1. Raview of beneficiary protaction notica
Information showed rasident #10 had a Medicare
Part A Skilled Service Eplsode start date of
6/2/18. The last covered day of this Part A Barvice
wasg 6/15/18. The Information further showed the
reason Medlcare payment was ending was
because It had been determined the resldent no
longer required skilled services. However, no
Skilled Nurging Facllity Advanced Beneficlary
Notice of Non-coverage (SNF ABN) and no
Notice of Madicara Non-coverage (NOMC) wae
provided to tha resident or the reprasentative.

FORM CM5-2547(02-06) Previous Versiona Ohaolate Evont ID:E1MG11 Fuciity D: Wydo2e {f continuation shast Page D of 47
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DEPARTMENT OF HEALTH AND HUMAN SERVICES R ORMABPACULS
Cl 8 FOR MEDICARE & MEDICAID SERVICES B
ETATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIERIGLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORREGTION {DENTIFICATION NLIMBER: A BUILDING
535028 B. WING
NAME OF PROVIDER OR SUPPLIER BTREET ADDREGS, GITY, STATE, ZIF CODE
SHERIDAN MANOR 1851 BIG HORN Ave

SHERIDAN, WY 82801

BUMMARY TEMENT
SR | (EAGH DERICIENGY WUBT EE PRECEDED 2Y FULL PREFX (mnz CORRECTVE ACTiOm ngun e | coulSmon
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG ROBE REFERENCED 6 THE ARFROPRATE DATE
DEFICIENGY)
F 682 | Continuad From paga 8 F 582
2. Review of the baneficlary on notics
information showed resident #27 had a Medicare
Part A Skilled Service Episode start date of
2/18/18. The last covered day of this Part A
Sarvice was 4/2/10. The information further
showed the reason Medicare paymant was
ending was becausa It was determined the
reaident no longer required skillad sarvices,
However, no Notice of Medicare Non-coverage
(NOMC) wan providsd to the resident or the
representative, and there was no explanation
providad.
3. Interview on 8/13/18 at B:58 AM with RN #5
verified the noticea should have been lssued.
F 609 | Raporting of Allsged Violations F 60g| Fé0? .
55=D | CFR(s): 483.12(c){1)(4) Corrective Action: §10/16:2018
NHA education completed by District Director
§483.12(0) In responae to allegations of abuse, of Clinical Services on (9/11/21018 about
neglect, exploitation, or mistreatment, the facllity reporting, through (he Wyoming Depanment of
must Health Port, all alleg,ninna of abuse,
§482.12(c)(1) Ensure that all alleged violations This incideot wes seni o the Wyoming
involving abuse, neglect, exp!olt':%on ar Department of Heaith Partal on October 8, 2013,
mistraatment, including injurlea of unknown Identiflcation af Otheru:
aoyrce and misappropriation of resident property, All residents have the polential Lo be affected.
are reported Immed|ataly, but not later than 2
hours after the allegation la mad, If the events Systemic Change:
that causs the allegation involve abuss or result in NHA, upon receiving an allcgation. will follow
policy and procedure on state reporting and
sarious bodlly Injury, or hat later than 24 hours If verify through the Wyoming Department of
the events that cause the allegation do not nvolve Health portal that cuch repom has been
abuse and do not result In serious bodily injury, to submitted,
the administrator of the facility and to other
officials (Including to the State Survey Agency and Ongolng Monttorlag:
adult protective services where state lew provides A weeldy wudit for 4 wesks and then mndom
for jurisdiction in long-term care facliities) In Audits mn:h!); t;(-J[r mtm monl:tliunul" unm\lv?iﬁugi
accordance with State law through established e DICS 1. el o ol allcgations
proceduree. were seported.
FORM CMS-2687(03-95) Pravious Vatilons Obsnlale Evenl ID; EIMGH Faoilty 1D WYO028 if continuation sheet Paga 10 of 47
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PRINTED: 06/27/2018
FORM APPROVED

OMB NO_ 0836-0381

STATEMENT OF DEFICIENCIE® {X1) PROVIDER/SUPPLIER/ICUA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(Xa) MULTIPLE CONBTRUCTION
A BUILDING

8. WING

(X3) DATE SURVEY
COMPLETED

c

08/13/2018

NAME OF PROVIDER OR SUPPLIER

SHERIDAN MANOR

STREET ADDREES, CITY, STATE, 2P CODE
1851 RIG HORN AYE
SHERIDAN, WY 82801

(X4} 1D BUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LEC IDENTIFYING INFORMATION)

D

PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORREGTIVE AGTION BHOULD BE
CROBE-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

Gbum'l' 10N
DATE

F 608 | Continued From pags 10

£483.12(c)(4) Report the results of all
Investigations tp the administrator or his or her

Survey Agency, within 5 working daye of the
incident, and f the atieged violation Is verified
appropriate corrective action must be taken.

dealgnated representativa and to other officials in
accordance with State law, Ingluding to the State

F 608

The results of the weekly and inonthly audits,
will bo presented 10 QAPI hy the NHA monthly
10 ensure compliance ta the policy znd procedure
on abyse reporting,

Tl;e QAPI committee will evaluate effactiveness
of the plan based on irends identified and
implement additional interventions as nceded to
onsure continued complience montily for threg
months then reassess the need for contipyed
monitoring based on compliance.

10/16/2018

Thia REQUIREMENT Is not met aa evidenced
by:

Based on review of fucllity Investigations, ataff
Interview, and policy and procedure review, the
fecility falled to report 1 of 10 incidents reviswed
that required reporting. This Incident Involved
resldent #16. The findings were:

Review of an investigation completed by the
facility showad an allagation of verbal abuse
Involving resident #16 was reparted by a staff
member to adminlstration on B/8/18. An
investigation was conducted and completed by
the adminietrator. Review of the State Survay
Agency incldent reporting log showed no
evidance the incident was repoarted. Intarviaw with
the administratar on 8/12/18 at 3:03 PM revealad
he had investigated the allegation Immediataly
and had determined the Incident to be
unsubstantiatad. (n addition, he did nat repart the
allsgatian becauss he made a "subjactive
declalon and found the sllegation unsubstantiated
at the time it was eceurring.”

Review of the *Abues and Neglect Prohlbitien*
palicy last reviaad July 2018 showed *...1. STATE
REPORTING OBLIGATIONS: The facllity wil
report all allegatione and substantiated
occurmences of abuse, naglect, exploltation,
mistreatment including injures of unknown origin,
and misgppropriation of proparty to the

Evenl ID:E1M311

FORM CMB-2287(02-99) Pawvioua Verkons Otemleto

Faollly HD: WYDg2s I continuation ahtet Page 11 of 47
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PRINTED: Q8/27/2018

OMEOBTM APPROVED
HTATEMENT OF DEFICIENGIEZS X1) PROVID ER/CLIA
AND PLAN OF CORREGTION O DERTIF KON NN :ﬁ’m:g';@% CONSTRUGTION (Xs) DATE ELvEY
C
535026 B, WING
1
NAME OF PROVIOER OR SUPPL(ER STREET ADDRESS, CITY, STATE, ZIF CODE LA
SHERIDAN MANOR SHERIDAN, WY 220t
SUMMARY STATEMENT OF DEFIC
AREFX | (EAGH DEFIGIENCY MUBY B PREGEDED By FULL PREFIX (6AcH CORREOT R A TN | sculhon
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROB8-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
F 608 | Continusd From pags 11 F 608 10/16/2018
edminlstrator, State Survey Agency..."
F 623 | Notice Requiraments Before Transter/Discharge F 623|F 623
SS=g | CFR(s): 483.15(c)(3)<6)(8) c Acti
oueetlve chion;
§483.15(0)(3) Notice betore transfer. . Resident #1 and family were provided an
Before & facilly transfers or discharges & intormational opy of the tmnsferfdichargs
resident, the facllity must '
(1} Notify the resldent and the resident's Residents #234 and #58 have buen discharged
representative(s) of the transfer or discharge and from the Bicility.
the reasone for the move In writing and in a
language and manner they understand. The Aay futurs involuniary discharge notices sot
facliity must sand a copy of the notice to 8 o anaridu Manor il inohude the following
represantativa of tha Office of the State : address
Long-Term Care Ombudsman. &?E&f‘;iié”?ﬁﬁy"f'cﬁﬁ&?ﬂm to ::f
(1) Reoord the reasons for the trenafer or nppeal.
diecharge in the resident's medical record In bThe namc of the Stetc Long-Term Carc
accordance with paragraph (c)(2) of this section: Ombudsman and the email address for contet
and ¢. Specify Wyomning Doparmment of Health and
(1) Include In the notica the items described in corast Information. .
paragraph (c)(5) of this section. wﬁiﬁ'w information for proper appeal in
§483.15(c)(4) Timing of the notice. Identlficatlon of Qthers:
() Except a8 specified In parmgraphs {o}{4)(Il) and An audit will be conducted by DON or designee
(c)(8) of this section, the notice of tranafer or of transfer/dincharges in the Jast 30 days and
discharge required under this section must be informaiional notices will be provided to any
made by the facllity at least 30 daye before the reeident ideatified by 10/16/201§.
raaﬁeags transferred or discharged. Systeslc Change:
(I Notica must be matie as soon ae practicable o trangfer the G
befors transfer or.dlst:harge when- P :tmu:eemge? afhhémtri::fa /discl:;;mm
(A) The safely of individuale in the facllity would with all of the required information and gives to
be endangered under paragraph (c)(1)(1)(C) of the meident/family, The nurse documents that the
this section; notice was provided and u copy placed in the
(B) The health of Individuals in the facility would residdent’s medical record
be en
e mn?md‘ under paragraph (c)(1)(1)D) of Fueton wil be provided by tho DON or
(C) The reaident's health Improves sufficlantly to servi -gm mgzm:ng ,J:, pmﬂﬂigﬁ:ﬁoﬂ::
allow a mora Immediate transfer or discharge, ' residents receive & written notics of transfer
under paragraph (¢)(1)(1}(B) of this saction; and/or discharge by 10/16/2018.
FORM CM8.-2687(02-55) Privious Vensiors Obsolete Eveat [D; EAMG11 Facifty (D- Wynnze if continugtion sheet Page 12 of 47

".&‘&%If'” e
R

T A
e Ak s
Y ..‘.!,, R M



10/12/2018 FRI 16:14

O

FAX

T LT SR Sl
R AR | REPRTRN TN L A
0 it g , ' 0

DEPARTMENT OF HEALTH AND HUMAN SERVICES

@013/059

gy YR
Py
0

\ AP v T e e e
s Wpelignt Tl <9 o,
. o, e Glulprin Bl
ghobmploli L i, e
i - iagzathfy i

PRINTED: (9/27/2018

ICAID SERVICES o PO AP PROVED
\TEMENT P
SRRTOLESTEReEs |0 povoraeLenc T muTmis oo ) SATE Y
c
f3cozs o e 08/13/2018
NAME OF PROVIDER OR SUPPLIER BTRERT ADDRESS, CITY, STATE, ZIP CODE
1881 BIG HORN AVE
SHERIDAN MANOR SHERIDAN, WY 32801
(%4 1D SUMMARY ETATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULDBE | COMBLENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
F 623 | Continued From page 12 F 823| Ongoing Monitoring: -
(D) An Immediate tranefer or d|acharga is Social  Services Wll‘l ch(.luct daily audils
required by the residant's urgent medical needs, M“:f“y ‘d".:'“g g"g?gﬁ;‘”u: m‘zj‘:ﬁ o
under paragraph (c)(1)(1}A) of this section; or were tapalewed or  Giseharged to. validate
&E) aArealdent hag not resided In the facllity for 30 continucd meum;cc, (;mzmuye c;ctjon will be
aye. taken ar necesrary for any identificd concems.
Any concems addressed throngh the sudit
§483.15(c)(5) Contents of the notica. The written proceas will be monitored and reporied by Sooial
notice apactfled in paragraph (c)(3) of this section Scrvices, in summary in the facility monthly
must Include the following: QAPI mooting for 3 months. IDT will assess for
(1) The reason for transfer or discharge; teenus or pattens during these meelings.
(1) The effective date of transfer or discharge; The QAPT committee will evaluate eftectivencss
(ili) The location to which the resident is o e D eacd on wwends idemified
trﬂnsfemd or dlschamed; implemenl uf On mr‘crvcnnons a8 needed to
(V) A statement of the residents appeal rights, Toas then ressacss the. nod o conton
Including the nams, address (malling and email) rmonitoring based on compliance,
and telaphone number of the entity whigh
receives such requeats; and Information on how
to obtain an appeal form and assistance In
completing the form and submitting the appeasl
hearing raquest;
(v) The namsa, addrese (malling and emall) and
telaphonse number of tha Office of the State
Long-Term Care Ombudsman;
(vi) For nursing facifity residents with intelisctual
and developmental disablfties or related
disabllities, the malling and emall address and
telaphone number of the agsncy responsible for
the protsction and advocacy of Individuals with
developmantal disabliifies sstablished under Part
C of the Developmental Disabilities Assistanca
and Blll of Rights Act of 2000 (Pub. L. 108-402,
codlfied at 42 U.S.C. 16001 et geq.); and
(vil) For nursing facliity residents with a mental
digorder or related disabilltes, the malling and
emal address and telephone number of the
'| agency responsible for the protection and
advocacy of Individuals with & mentsl disorder
astabllshed under the Protection and Advocacy
FORM CM3-2557(02-69) Frevious Varsions Obsolts Evant ID: EIMGY1 Faciiy 1D: Wyopze H continuation shaat Page 13 of 47
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OMB NO.

TERS FOR MED

STATEMENT OF DEFICIENCIES
AND FLAN OF GORRECTION

ICAID SERVICES

{X1) PROVIDER/BUPPLIER/GLIA
IDENTIFICATION NUMRER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BULDING COMPLETED
c

438026 B. WING 09/13/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE

1351 B3 HORN AVE
SHERI%N MANOR SHERIDAN, WY 82801,

i) »y

g
o4 I SUMMARY BTATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION
FREFIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMBLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENCY)

F 823! Continued From page 13 F 823
for Mentally [l Individuals Act.

§483.16(c)(B) Changes to the notice.

if the Information In the notice changes prior to
effecting the transfer or discharge, the facillty
must update the reciplents of the notice as soon
as practicable once the updated information
basomes availabla,

§483.16(c)(8) Notice In advancs of facllity closure
In the case of facility closurs, the individual who (s
the administrator of the facllity must provide
written notification prior to the Impending closure
to the State Survey Agency, the Office of tha
State Long-Term Cars Ombudeman, residents of
the facllity, and the resident repregentatives, ag

| well as the plan for the transfer and adequate
ralozation of the resldents, as required at §

| 483.70()).

1 This REQUIREMENT Ig not met az avidenced
by:
Based on madical racord raviaw, staff (nterview,
and review of discharge notices, tha facility failsd
to ensure a writtan transfer notice was provided
to 2 of § sample rasidents (#81, #234) who were
hospitaltzed, Further, the faclfity falled to ensure
an sppropriate discharge notice was provided to
1 of 1 sample resident (#58) who was

| Involuntarlly discharged. The findings were:

it Regerding the content of the dlscharge notice:

; 1. Review of the discharge notice sent to the
representative of ragident #58 an 6/1/18 showad
the resident was planned to be discharged to
home by July 1, 2018 due to bahaviars that

‘ | effecled the safety of others. Tha notles falled to
i Includa requirad elemsnts. The elements that

| were missing or Inaccurate Included: i
a. The phane number, mail and small L

FORM GME-2887(02-66) Pravious Varslons Gsolets CEvntIDEMOH Faclyi:WYome f ontinuallon ahest Page 14 of 47
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FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

433026

(K2) MULTIFLE CONSTRUCTION
A BUILDNG

B. WING

B NO. 0838.0391

(X3) DATE SURVEY
COMPLETED

c

NAME OF PROVIDER OR SUPPLIER
SHERIDAN MANOR

STREET ADDRESS, QITY, BTATVE, ZIP CODE
1651 BIG HORN AVE
SHERIDAN, WY 82801

091312018 __|

04 1D
FREFIX

TAG

SUMMARY ETATEMENT OF DEFICIENGIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY DR L8C [DENTIFYING INFORMATION)

]
PREFIX
TAG

PI‘.IOVIDER'S PLAN OF CORRECTION
{EAQ!

DEFICIENCY)

CORRECTIVE ACTION SHOULD BE COMPLETION
CROGE-REFERENCED TO THE APPROPRIATE

F 623

Continuad From page 14

address of the deeignated sntity to contact
refatad to an appeal.

b. The name of the State Long-Term Care
Ombudsman was incorrect and there was no
emall provided for the ombudsman.

¢. An unknown State Department of Public
Health and Environment was Heted with an
address, This was described as the location
where additional appsal concems could be
addressed.

2. An appesl was scheduled and prior to the
appeal date a seoond discharge notice waa
Issued for the resident (¥#58) on 8/31/18, This
letter showed an update ta tha first notics. The
resident was conelderad a safety risk and was
belng discharged from the fagliity with the police
on that date. The notice falled to Include any
information ratated to the appeal or any further
right to appeal. Further, thera waa no ¢ontact
Information provided for the Stete Long-Term
Cara Ombudsrnan.

3. Interview with the administrator on €/13/18 at
1:08 PM revealed he was riot aware of the
mlzgl:sg informatlon or these inaccuracies In the
notices.

Regarding transfer notices:
1. Review of a "SBAR Summary” for resident #81
datad 7/27/18 and timed 4:39 AM showed: RN
Assessment/LPN Appearance of resldent-What |
think is going on with the resident ls: to be having
difficulty bresthing,. Resksnt transfarred to
hoapital at 0415 [4:15 AM], famlly notified." The
following conoerns were Identified:

a, Revlew of the medical reperd showsd no
evidenca the facllity lesued & written notice of
transfer to the resident or the resident's

F 623

FORM CME-2807(02-49) Premicus Varslons Obsolste

Event ID; E1MG11

Fanillly ID: WYd028
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Continued From page 15

representative,

b. Interview with the DON on 8/13/16 st 11:53
AM revealed tha facllity did not \ssue a tranafer
notice, in writing, to the residant's represantative,

2 Review of the medical record showed residant
#234 was transferrad to the hospltal for an scute
change of condition and returned to the faclilty on
6/23/18. Ravlew of the 8/2/18 guerterly MDS
asseaament showad the resident had a BIMS
score of 0/16 (severe cognitive Impairment).
Further review showed no evidenca the facility
issued 8 written notica of tranafer to the realdent's
representative. Interview with the DON on 9/13/18
at 3:30 PM confirmed the facllity had not lesusd a
written notice of transfer to the residant's
reprasanfative,

Nolice of Bed Held Policy Befars/Upan Trnefr
CFR(s): 483.16(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notics bafore tranafer. Before a
nuraing facliity transfars a resident to a hospital or
the resident goes on therapsutic lsave, the
nursing facllity must provide writtsn information to
the resident or realdent representative that
speciiies-

() The duration of the state bed-hold policy, If
any, during which the resident la parmirtad to
return and resume residenca In the nurelng
facllity; .

(il) The raserve bed payment pollcy in the state
plan, under § 447.40 of this chapter, if eny;

(1i) The nureing fackity's policles regarding
bed-hold periods, which must be cansistant with
paragraph (e)(1) of this gection, permitting a
reskient to retumn; and

F 823

F 626
F 625

Corrective Action:

Residemt #8] and family were provided and
informational cupy of the Bed Hold notice on
9/13/2018,

Resident #234 has been diecharged from (he
fucility,

Identificndon of Others:

An audit will be conductcd by DON or designes
of discharged rosidents in the last 30 days to
identify sny rcsident discharged without a bed
hold notice. Any discharged residents {denufied
will be provided an informationel copy by
10/16/2018,

10/16/2018
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(%4) 1D SUMMARY 8TATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORREQTION
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AQTION $HOULD BE COMALENON
TAQ REGULATORY OR LBG IDENTIFYING INFORMATION) TAG cnass-nsrmsggslglm THE APFROPRIATE OATE
Systemic Change:
F 625/ Continued From page 16 F 628 T{\: enu:se ﬁl\:t discharges a resident ta the
(V) The Information specifiad In paragraph (g)(1) hospital or thernpeulic lsave will send the bed
of this section. hold amhcwimticmcl with the m?slﬁa/gi:‘flﬁrgls
fonn with the residant. A capy o e Ho
§463,15(d)(2) Bed-hold notica upon transfer. At Authorization will go to the regidant’s busincss
the time of transfer of a resldent for fle. The nursc will 3?:;“;‘:‘:;‘};“:“?" Bed Tlold
hospltalization or therapsutic save, a nursing Authorization weal wi '
facllity must provide to the resident and the DON or designee will provide education for all
resident rapresentative writtan noties which ﬁcmﬁ mﬂé‘;‘ and social scrvices regarding the
doserlod i paragraph (1 of it shellon i docamentaonty 012015
asC In paragra of tnis N reyui acumnentation by .
This REQUIREMENT I8 not met as avidenced
by; Ongoing Monitoring: .
gased on madical record review, staff interviaw, Social eervices c;ir designes :llhcmgdw aud;l:
. on residents that were discharg ot
IsEued o 2 of 4 sample residents (£81, 4234) with random sudis monthly for 2 monthe bo ke
t inued ience, Corrcctive
hospital transfers. The indings wers: f::;n :, n;l:,s";];rlym;or any identified concerns.
Any oconcems nddreased through the a“d}l
1, Review of a "SBAR Summary" for resident #81 prucess will be monitored and repurted in
dated 7/27/18 and timad 4:38 AM showed: "RN
Assessment/LPN Appearance of resident-What | summaty in the Gacility monthly QAP1 meeting
think s going on with the residant Is: to be having 'ﬂ‘zt;:‘dfm; o n:“e:in?:m for srends or
difficulty breathing...Resldent transferrad to AP R o
hospital st 0416 [4:15 AM], famlly notifid.” The o the plas Dased on e ot
following concerns wars idantified: implement addilionel interventions as nzedod to
a. Raview of the medical record ahowsd no engure continued compliance monthly for three
evidence the facllily Issusd a writtan notice of the manths then reassess the need for continued
bad-hold policy to the residant or tha residant's monitoring based an complinnce.
reprasentativa,
b. Intarview with the DON an 8/13/18 at 11:63
AM revealed the faclilty did not issue a bed hold
policy, in writing, to the resident's rapresentative,
2. Raview of the medical record showed resident
#234 was transferred to the hospltal for an acuta
change of condition and returnad to the facliity on
8/23/18, Review of the 8/2/18 quartarly MDS
assessmont showed the resident had & BIMS
score of 0/15 (severe cognitive Impalrtnent).
FORM CAIG-2587(02-00) Previous Verslona Obsointa Evanl ID:E1MG1{ Faciity (D: Wyooza H contiuation shest Page 17 of 47




10/12/2018 FRI 16:15

FAX

f018/059

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/27/2018

RM APP
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NG 9938.0%51
BTATEMENT OF DEFICIENCIES (X1) PROVIDERISUPELIERIGLIA {X2) MULTIPLE CONBTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
835028 B. WING 09/13/2018
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, BTATE, ZIP CODE -
1851 BIG HORN AVE
SHERIDAN MANOR
SHERIDAN, WY 82801
4) 1D SUMMARY BTATEMENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF CORREGTION pa)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG c oss-REFEREggFElgIg gge APPROPRIATE DATE
F 625 | Continued From page 17 F 825
Further review showed no evidence the facliity
Issued a written notice of the bad-hold policy to
the resident's representative. Inferview with the
DON on 9/13/18 at 3:30 PM confirmed the facllity
had not Issued & written netice of the bed-hold
pollcy to the rasident's represantative,
3. Review of the policy titled "Bed Hold/Leave of
Abgance" last revised on 7/2016 showed "...1.
Upon admisslon or Leave of Absencs, a faclity
designee will prove the resldent and/or
reaponhalble party written Information concerning
the option to exarcise the Bed Hold/Leave of
Absance polley...3. A capy of the Bed Hold
Authorization form must ba ssnt with tha resident
at the time of transfer. In case of emargency
traneter, writtan notice to the resident and/or
responsible party (s provided within 24 hours of
the transfer.” 1071672018
F €41 Accuracy of Asseasrments Fod41| Fedi -
§5<D | GFR(s): 483.20(g)
§483.20(g) Accuracy of Asgessmente. Corractive Action: ,
The assessment must accurately refisct the o o otion P (b alarm) (o resident 422 has
ident's slatus. ; ection 1 (diagnosis) for
Thie REGUIREMENT ls not met as evidsnoed resident #32 has been modificd.
by: Identification of Others:
Based on observation, staff Intarviaw, madical A review of assessments completed within the
racord raview end review of the Resident last 30 days will be conducted to ensure bed
Assessment (RAI) manual, the facllity falled to alarms g"’;“"" F) fud diagnosts (section 1) has
ensure MDS assesement information was an o ooded correctly.
nccurats reflection of regident status for 2 of 23 Systemle Change:
(#22, #32) residents reviewed. The findings were: The faci?ity :v,i'lglecnaura assessments aocurately
reflect the resident’s statua.
1. Revlew of the 8/27/18 quarterly MDS
pssessment showed resident #22 had a cognitive DDCM/Designee will educare MDS Director on
status of seversly Impaired, required the coding/asicssing sevlions P (restaints) and
extensive assistance of one staff member for sction [ (diagnosia) accurately per RAI
guidelinza by 10/16/2018.
FORM CM3-2567(02-96) Pravious Varalons Obadiate Evenl ID;E1MGN Faciiity ID: WY0028 It continumtlon sheot Page 18 of 47
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F 841] Continued From page 18 F 641| Ongoing Monltoring:
trangfars, had ona fall with na injury since tha last DDCM or designes will review 2-1 MDSs per
assassment, and bad and chalr alarms were not wook for accurule coding of sections P and [ for
used. The following concerms were identified: four ecks and then mentily for 2 montn,
g, Observations on 8/10/18 and 9/11/18 © o QAP commie,
showed the resident was In the common room of ;

the sscure unit with a chalr alarm attached to
hls/her whealcheir or ta the recliner in which wha
sat,

b. Interview with RN #1 on £/12/18 at 10:16
AM revesled the resldant used both a chair and a
hed alam.

¢. Intarview with CNA #3 on 8/12/18 at 10:25
AM revealed the resident had used a chalr alarm
for a "few montha If not more” because s/he
attampted to stand and tranafar on his/her own.

d. Review of the falls care plan initlatsd
10/20/17 showed an "electronic alarm on bad”
wis used to slert staff If the resident attemptad to
solf-transfer.

e, Interview with the MDS coordinater on
9/13/18 at 12:40 PM revaalad the MDS
assessment was complated by a staff msmber no
longer employed by the facllity and could offer no
explanatlon of why bed and chalr alarms were
coded as "not used.”

f, According to the MDS 3.0 RAI Manual
version 1.15, page 530: "identify all alarme that
wera used at eny time (day or night) during the
7-day look-back perind, code the frequency of
use...Bed alarm includes devices Buch as a
sensor pad placed on the bed or a device that
clips to the reeident's clothing, Chair alarm
includes devices auch as a senaor pad placed on
the chalr or whoeichalr or a device that clips to
the residant's clothing."

2. Revlew of the 1/30/18 annual MDS
asseasment and the 7/18/18 quarterly MDS
asaessment for resldent #32 showed the resident

Results of the MDS coding audit will be reported
to the QAPI committes by the RCMD in
summary in the facility monthly QAP] inceting
for 3 months. IDT will assesy for trends or
patterns during these meetings.

The QAPL commitles will pvaluate cffectiveness
of the plan based on trends {dentified and
implement addltional interventions a5 needed to
ensure continued complinoce monthly [or three
months then rcassess the need for continued
monitoring based on compliance,
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F 841 | Continued From page 19

wag coded with Impalrment on one side of both
the upper and lower extremities. Diagnoses
Ineluded hypertanslon, hyperlipidemia, and
hemiplegla; however, cerabrovagcular accidant
(CVA) was not Included. The following concams
were identifiad:

a. Raview of the history and physical printed
on 1/19/17 showad *...2. History of
carsbrovaacular accldent (CVA) status post
watershed Infarct with right-slded weakness .."

b. Interview with the MDS coordinatar on
9/13/16 at 12:51 PM revealed the faclfity put in
the diagnoses on any new resldent MDS
essessments and then they were carrled over
from there to the other MDS assessments. She
vertfied the CVA should have been includad,
Cara Plan Timing and Revision
CFR(s): 483.21(b){2)(1)-(1)

§4683.21(b) Comprehensive Care Plang
§4083.21(b)(2) A comprehensive care pian must

F 857
8S=E

be-

(1) Developed within 7 days after completion of
the comprehensive assessment,

(i) Prepared by an Interdlsciplinary team, that
includes but is not limited to—

(A) The aitanding physiclan.

(B) A registered nurse with respansiblitty for the
resident.

(C) A nurse alde with responsiblitty for the
resident.

(D) A member of food and nutrition services staff,
(E) To the extent practicabla, the participation of
tha resident and the resident's repregentative(s).
An explanation must be Included in a resident'a
medical racord If the partictpation of the reekient
and thelr resident representative Is determined
net practicable for the development of the

Fe41

F 667

|
F 687 X 10/1612018!

Corrective Actdon:  : ‘l’g (.SB\ |

Care plan for resident #92, was updated to reflect
approptiate use of the transfer pole on 9/12/2018.
Care plan for resident #57 was updated to ghow
footwear intervention on 9/13/2018, Carc plan
for resident #81 was updatad to reflect uge of
wedge cushion on 9/12/201%, Carc plan for
resident 422 was updated to reflect wie of bed
and chair alarm on 9/12/201R,

Identifleatlon of Others:
All residents are identified ag being at risk.

Syatemi¢ Change:

Education will by provided by DON ur designes
to gll licensed nurses regarding Hmeliness of
updating care plans with specific interventions
by 10/16/2018.
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C
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NAME OF PROVIDER OR SUPPLIER STREET ADDREBS, CITY, STATE, ZIP CODE
1851 BI® HORN AVE
SHERIPAN MANOR SHERIDAN, WY 82801
(X4 ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFDX (EAGH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BR CraPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) ™G WEREB’%&TO THE APPROPRIATE DATE
F 857 | Continued From page 20 F 887 Ongoing Monltoring:
resident's care plan. DON or designee will conducl mmlum nudity of
(F) Other appropriate staff or professionals In 2-3 resident’z care plans o cnsure timely
discipiines a& determined by the resident's needs updstes weekly for 4 weeks and then random
or as requested by the resident. sudits monthly for 2 months o validate
(Ii)Reviewed and revised by the Interdleciplinary continued cumplinqu. Cox"recli_v? action will be
team after each assessment, Including both the ;"‘n;" A noccssary for any Jmm?:::hGOETTA il
:‘;m’g::;h’“ and quarterly review ;[y)rgccss will be monitored and reported by the
. N or designes in in the froili
'tl;hls REQUIREMENT Is not met as evidenced monthly QAPIgn meetings L?;ﬂorms. em'rm\n:itl};
Y. assess for Gends or patterns during these
Based on observation, staff interview, resldent maectings. ] ' ‘
Intervisw, medical record review, and revisw of The QAPI commitlee will evalunte effevliveness
the palicy and procedurs, the facillly falled to of the plan b:gsad oo trende identified and
ensure care plana were updated for 4 of 23 implement additional interventions as nceded to
tinued li thly for th
samplo reeconts (422, 46, 467, 1), The months en reassess. the need Cor contloued
monilorinyg bused on complivace.
1. Obsarvation on 9/10/18 at 4:41 PM showed
resident #48 had bed reils to both sides of tha
bed and the left side was placed against the wall.
Continued obaarvation showed a transfer pale
was poslitioned st the lower end of the rall.
Review of an “Ocoupational Tharapy Evaluation &
Plan of Tregtment" dated 12/14/17 showed the
transfer pole was Implomented fo asslst the
rogident to st up In bed. The following concarna
ware identified:
a, Review of the "ADL Balf-Care" care plan
on 9/12/18 showed thera waa no avidencs the
cars plan addressad the transfer pale, An update
was added after initinl revisw, to include the
trenster pole, on 8/12/18.
b. Interview with the DON on 5/13/18 et 8:19
AM revealad the appropriate use of the transfer
pole should ba Included on the care plan. Further
interview canfimed the transfer pole was not
added to the care plan untll 8/12/18,
¢. Intarview with oucupational theraplet #1 on
9/13/18 at 8:51 AM reveslad at the time the
FORM CME-2587(02-59) Pravicus Versions Cbsalats Evant 10:E{MO1 Fackity (D: WYD028 I continustion sheat Pages 21 of 47
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Continued From page 21

tranefer pole was initiated, the resident did not
have a alde rall in place. Continued intarview
confirmad the fransfer pale was to halp with
transfore and It wae Inttiated on 12/14/17,

2. Interview with resident #57 on 9/10/18 at 3:14
PM revealed s/he had @ Sore area batwean
hig/her toes on the right foat. The resident etated
a dressing was used and new shoes were in the
warke. The ragldent stated [t had baan about a
week since the discusslon of getting different
shoes. Review of the wesokly pressure ulcer
record dated 8/2/18 showed tha resident had a
stage Il pressura ulcer area on the right toes. The
date of onset was 8/2/18 and "other interventions”
were ahown to be "possibly new wider shoas."
Review of the 8/10/18 weskly pressure ulicer
record ahowed the wound was Improving. The
following concems were identified:

8. Review of the cara plan showed the lssua
of the pressura wound wasg not Included on the
care plan until 9/11/18, and the Interventions did
not Include the resident's shoesiootwaar.

b. Interview with RN #8 on 9/13/18 at 9:47 AM
revagled the resident wanted a spacific brand of
shoes and they had not yet basn ordered. In the
meantime they had loosaned the laces to the
resident's current shoss, and staff wers aware
they were not {o be tisd tight. The RN then
verified the care plan should have been updated
more timaly and address the faotwesr
intervantion.

3. Obsarvation on 9/10/18 &t 2:52 PM showed
resident #91 had 2 wedge cushions on histher
hed, The resident was not in the room and the
cushlons were not In use. The fallowing concems
waere [dentfled.

a. Raview of the "Falls/Safety” care plan on

Fes7
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9/12/18 showed no evidence the care plan
addressad the wedge cushlons. An update was
added after Inltisl review, ta Include the wedge,
on §/12/18,

b. Interview with the DON on 6/13/18 at 8:19
AM revealad the appropriate use of the wedge
cushlon should be Included on the care plan.
Further Interview confirmed the wedge cushlon
wasg addad to the care plan on B/12/18,

¢. Interview with occupational theraplat #1 on
©/13/18 at B:56 AM ravealad the resident was
aupposed to have 1 wedge cushion and was not
sure why there were 2 In his/her room. Furthsr It
was revesled the wedge was being trialed In an
attempt to Increass the resident's comfart.

4. Raview of the 8/27/18 quarterly MDS
assosement showsd resident #22 had a cognitive
status of severely Impalred, requived the
oxtensive assistance of one staff member for
transfars, had one fall with no injury since the jast
assessment, and bed and chalr alarms wera not
used. The following concerns wera identified:

a. Obsarvations on 8/10/18 and 6/11/18
showed the resident was {n the common room of
the ascure unit with a chalr alamm attached to
his/har wheselehalr or to the resliner In which s/he
sat.

b. Review of the rasldant's care plan showed
the use of tha chalr alarm waa not included.

¢ laterview with RN #1 on 9/12/18 at 10;18
AM revealed the resident used both a chelrand a
bed alarm, At this ime the RN reviewed the falls
care plan and confirmed the use of tha chalr
alarm was not included.

d. Interview with CNA #3 on 9/12/16 at 10:26
AM revealad the resident had ueed a chalr alarm
for @ few manths If not more" because athe
attemptad to sfand and transfer on his/her own.

F 867
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F 867 | Continued From page 23 F 667
. Intarview with the DON on 6/12/18 at 6:06
PM confirmed the cars plan did not include the
use of the chalr alarm.
6. Revisw of the policy tited "Comprshensive
Care Plan" last revised 11/2017 shawed "...5. The
cara plan s reviewsd on an ongoing basle and
ravised as Indicated by the resident's needs,
wishes, or a change in condition. At a minimum,
the care plan Is updated with each
comprehensive and quarterly assessment in
accordance with Resident Assessmant
Instrument (RAI) requirements..."
F 684 | Quality of Care F 084 | -
8geD | CFR(a): 483.26 F 684 -
|
§ 483.25 Quallty of care §3§'&°§3“£§“°’$ém e d d
Quality of care i3 a fundamental principle that A ele il
applies to all reatment and care provided to asscasment to ghuteal fold wounds on 9/10/2018.
facliity residents. Basad on the comprehensive CNA #7 was educated by DON on the procedure
assessment of a resident, the facliity muat ensure for nolifying the nursc immediately when & new
that residents recelve treatment and cara In
accordance with professional standards of wound s identified or wound treatment is
practice, the camprehensive person-centered needed on 09/13/2018,
care plan, and the resldents' choleas. I .
Tris REGUREMENT i ot et o svidancad Al et v e et b afTctd
B&sad on obasarvation, staff interview and Systemic Change:
medical record review, the facliity falled to DON or designee will sducate all CNAs an
Bdequately ssseas 1 of 3 sample residents (#28) ;;P‘lﬂalll;‘ﬁsasm changes Lo the nurse immediately
with a ohange In eonditian. The findings were;
1. Review of the signlficant change MDS
aagessment dated 9/7/18 for resident #28
showed the BIMS score was 13/15 (cognitively
Intact) and the residant required extensiva
assistance for bad mohility, franafar, locomotion,
dressing, tollet use, and personal hyglena.
FORM CMB-2507(02-9%) Pravious sions Olaoieis Event I:EIMG1 Facklly I WY0029 if continuation shest Page 24 of 47
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DEFIGIENCY)
F 684 | Continued From page 24 F 684 OggolnndMonirorlnTz
Further review showad the residant was at risk for DON or designee will conduct random audits of
developing pressure ulcerfinjuries and had no 0 resident's Eﬁé“ﬁ&“ﬂﬁﬁm%ﬁﬂ ;‘;;‘g;"g;
other ekin problems. The following concerns wers 2 months lo validule continued compliance.
identified: Corrective action will be tuken s neceusury for
a. Qbservation on 9/10/18 at 3:32 PM any identified concemna.
showed the rasident had a wound on hisfer left Any concorns nddrossed through the audit
lowsr leg above a Coban dressing. In additien, process will bs monitored and reported by DON
there were 2 wounds on the resident's right ur dexignes in summary in the Exility monthly
glutesl fold (buttock crease). One of these aress AR mosting r 3 months. DT will ssscsy for
gppeared to be bllstared and the other was a The QATT commines ol svaluate Borivencus
dime-sized open red wound. Interview with CNA of the plan bsed on tronds idontfied e
#7 at that time revealed the resident scratched implement udditional interventions as needed o
and opened the skin. A the staff rolled the ensurc continued compliance motthly for three
resident from slde to side b dress him/her, blood months tien reassess the need for continued
was visible on the Incontinence pad. monitoring based on compliance.
b. Continuad obgervation at 4,21 PM ahowsd
RN #6 treated the wound on the resident's left
lower (g with wound cleanser and dressed the
wound with a padded dressing. She then placed
compression socks on the resident. The RN wes
not made aware of the wounda on the right
buttock crease and therefore did not provide any
aszessment or treatmant.
¢. Interview with the DON on §/12/18 at 1:47
PM revesled the facliity's expectation was for the
CNA to report the wound to the nurse
jmmediataly, and the nurss waa to respond and
A9868% 88 800N g5 possible, The wound should
be documentad, and the physician and family
notified.
d. Reviaw of a lata antry pregress nots dated
£/12/18 &t 8:08 PM with an effective date of
8/10/18 at 5:09 PM showed “Cleanse with wound
cleanasr and allow to dry. Apply smaller foam
dressing to distal open wound and medium slze
foam dressing to proximal open wound, [Q]ne
time a day every other day for Open Wounds to
Right Gluteal Fold Order changed by the nursa
manager end dreasing changed by her today."
FORM CM8-2687(02.08) Pravious Varaians Obaoisia Evant ID: E{MO11 Facitly 10t WYD028 If continuation shewf Pagsi 25 of 47
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admisslon recelves servicos and asslstance to
maintain continenos unless hia or her clinkcal
gandition I8 or becames such that continence Is
not possible to maintaln.

§483.26(s)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessmant, the facliity must
ensure that-

() A resident who antars the facllity without an
Indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necassary;

(ii} A resident who enters the faclilly with an
Indwelling catheter or subsaquently recslves one
ls asseesed for removal of the catheter as saon
as posalhle unless the reskient's clinical condition
demonstrates that cathstarization s necessary;

and

(1) A resldent who Is Incontinent of bladder
recelves appropriats treatment and senvices to
prevaent urinary tract infections and to restore
continence to the exient posstble.

§463.25(e)(3) For a resident with fecal
incontinsnca, based on the reaident's
comprahensive assessment, the faclllty must
énsure that a resident who Is Incontinent of bowsl

SERVICES
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE GONSTRUCTION (X3) DATE BURVEY
AND PLAN OF GMGTFON. IDENTIFICATION NUMBER: A. BULDING GOMPLETED
C
8535026 B. WING 03/13/2018
NAME OF PROVIDER OR 3UFPLIER STREETADDRESS, CITY, STATE, ZIP CODE -
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SHERIDAN MANDR SHERIDAN, WY 52801
4) 1D BUMMARY BTATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION xE)
PREFIX (EACH DEFICIENGCY MUST BE PRECFDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD RE N
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 684 | Continued From page 25 F 684
8. Interview with CNA#8 on 9/13/18 st B:45
AM ravealed If a resident had a naw wound, the
procadure wae to take the resident to their raom
and report it immediately to the nurse to aseeas,
F 660 | Bowel/Bladder Incontinence, Catheter, UTI FB90| Fe90 10/16/2018
CFR(s): 483.25(e)(1)-{3
§6=0 (e) (e)(1-(3) g;rrecﬂve Action;
A #6 waa educated on i
§483.25(e) Incontinenca. A proper perincal oare of
§483.25(e)(1) The facilly must ensurs that the male patient ou 9/13/2018.
reaidant who ls continent of bladder and bowsl on

Identification of Othera:

All incontinent residenta are Identified ws having
potental to be affected,

Systcm'lc Change:
Education will be provided by DON or desipnee

to all CNAs on proper perineal
10/16/20] 8, PIOpET merinenl carc by

Ongoing Monitoring:

.DON.ur designoe will conduct random audits of
Incoutinent residents for proper perincal care
weekly far 4 wecks and monthly for 3 months to

validate continued compliance, Cormroctive sction
will be taken as necessary for any identified
CONCeIms.

Auny concerns addressed through the audit
process will be monitored and reported by DON
or degignee in summary In the [Bacility monthly
QAP! meeting, DT will agsesn for wends or
patterns during these meetings.

The QAP] commitiee will evaluate effectiveness
ol the plan based on wends ideatified and
implement additional intervenilons as neaded to
cngure continued complinnce monthly for lhreo
months then reasress the need for contnued
monitoring based on complience,
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F 880 Continued From page 26 F 680

receivea appropriste treatment and services to
restore as much normal bowal function as
possibie.

This REQUIREMENT Is not met as evidenced

Based on observation, medical record review,
staff Interview, and policy end procedure review,
the faclily falled to ensure appropriate
Incontinence care was provided for 1 of 8 sampla
residents (#81) reviewed for Incontingnce. The
findings were:

Raview of the slgnificant change MDS
assessmant datad 8/8/18 showed resident #81
had diagnoses which included Alzheimer's
disease, non-Alzhelmar's dsmentia,
sncephalopathy, and muscle wasting. Further
review showed the resident required extensive
assistance of two or mora people for transfers
and tollet use, The resident required extensive
aselstance of 1 person for paragnal hyglans. The
following concerns were identified:

a. Obaervation on 9/12/18 at 9:31 AM showed
unit manager #1 assisled the resident into his/her
room and obtained the mechanical Iift, Continued
obaervation showed CNA #6 assistad the unit
manager to tranefer the resldant using the
mechanical ft. When the staff members
removed the resident’s pants, facee fell on the
commode and the floor. The resident was
assisted onto the commote and the CNA pulled
the resident's pants down further to remave the
resident's brief. While the resident was seatad an
the commode, s/he urinated and the urine rolled
down his/har legs onto the floor. The CNA wipad
the resldent's right lag with @ wipe multipls tines
without changing the area of the wipe. The CNA
then used the aame wipe to wipe the residents
genitalia. The CNA wipad the residant's perineal

FORM CMB-2507(02/65) Previous Visisions Otisolste Event ID: E1MG11 Faciiy 1D WY0028 If continuellon shest Pags 27 of 47
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area and In between the resident's lags, which
resulted in the wipe balng vigibly solled with
feces. The CNA then used the vistbly solled wipe
to wipe the resident's genitalla. The CNA and
nuras applied a clean brief to the resident's legs
and placed the sling behind the resldent while
g/he aat on tha commoade. After lifting the resident
off the commode with the mechanical lift, the
CNA wipad the reeident'a buttocks and rectal
areda from back to front and then front to back
with the same wipe, discarded the wipa, and
parformed the cleaning practice the seme way
with another wips. The CNA obtalned mora wipes
and egain wipad from the reaident's rectal area
tewards tha genitalla,

b. Raview of the rasident's "Infection” care
plan laat revisad on 7/31/18 showad the resident
had & history of urinary tract infaction.

¢. Review of the resldent's "Elimination” cara
plan last revised on 2/16/17 showed tha resident
had bowsl and bladder incontinence, and
cognitive impalrmeant. Further, the resldent
required axtensive assistance of 1 for parineal
care,

d. Interview with the DON on 9/13/18 at 8;12
AM revealed parineal care should be provided
from front to back, staff should not use the saams
araa of a wipe more than once, and a visibly
sallad wipe should not be used to clean a
megldent's genktalla,

e. Review of the procedure titted "Parineal
care of the male petiant” lest revised an 11/17/17
showed "Perineal cara, which Includes care of the
external genitalia and the anal area, ehould be
performed during the dally bath and after
urination and bowe) movements in ca=es of
incontinence. The procaedurs promotes
clsanliness and pravents infection...Using
disposable cloths...Clean the penis with the cloth,
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beginning af the tip and working In a clreular
motion from the centar (o the periphery to avold
Introducing microorganisms into the ursthra. Usa F 729
8 clean aaction of cloth for each stroke to prevant
the spread of contaminated secretions or g;:“ﬁ“ fﬁ‘é‘;‘;&m of abuse registry was
Vi
gggjt’:r';‘g ecbl;:!ragedm &d:g:rﬁgs W the receivod on 971272016, CNA 1;?1 vcr(i)t]igation of
' i eived 2/2018.
F 729 | Nurse Aide Raglstry Verification, Retraining [ 729 *0ue° TRy s reecived on (/1672018
§5uD | CFR(s): 483,35(d)(4)-(8) Identification of Others:
All CNAs currently employed as facility will be
§483.36(d)(4) Registry verification. audited to verify abuse registry compliance by
Befora allo\rgu &n Individual to gerve as & nurse 09/28/2018.
alde, a facliity must recsive registry verification .
that the Individual has met competency evaluation g’g;’““:f"“‘dui; es will verify prior 1
requiremerits unicys- employment that all CNAs are tegistered with
() The Individual 1s a full-time employss In a the State Nurse Aid Registry and are clear of
tralning and competancy avaluation program abuse.
approved by the State; or .
()The Individual can prove that he or &hs has UHI{ tA}rja umai;r :1';1 :g:cg;egfgﬁgm
recently succassfully completed a training and m
competsncy evaluation program or competency ey A procedure wmmumpu ”,l:yﬂ[f Y
evaluation program approvad by the State and sz T
has not yet baen Included in the reglstry.
Facilitien muet follow up te enaure that such an Ongoing Monltoring:
individual actusliy becomes reglstered. DON or designee will conducl audits of all
newly employed CNAs for 4 weeks and (hen
§483.36(d)(5) Mult-State raglstry verification. random audits moathly for 2 months to validate
Before allowing an Individual to serve as & nuree continued cotmpliance. Corractive action will be
alde, a facliity must seek Information from svery taken ey necessary for “ﬁdmd conceme.
State reglsiry ostablished under sections 1819(s) s il e oo dheongh e audi
(2)(A) or 1876()(2)(A) of the Act that the faclllty DON o desigaee in summary 1y the Gty
believes Wil include Information on the Individual. monthly QAPI meeting for 3 montha. 10T will
uygess for trends ot patterns.
§483.36(d)(6) Required retralning, The QAP committee will evaluals cffectiveness
f, since an Individual's most recent completion of ol the plan based on tronds {dentified and
a tralning and competengy evaluation program Implement additiona! interventony as needed 10
there has been a continuous period of 24 °“’“f§s°°““““°d ”""‘P’:"“:s’”‘“’ for three
b months thon reassess the n for continued
consacutive manths during none of which the monitoriag based on compliaties, y
FORM CM3-2887(02-08) Pravious Versions Obsciste Evant [D: E1M 19 Facilty ID: WY0028 If eordinuation sheet Pege 20 of 47
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individual provided nursing ar nursing-related
sarvices for monetary compansation, the
Individual must complete a new training and
compatency sveluation program or a new
compatency evaluation program.

This REQUIREMENT Is not met as evidenced

by:

Based on review of employes fllas, policles and
procedure review and staff Interview, the facility
falled to ensure the State nurse alde abuse
registry wae checked prior to reaident contact for
2 of 3 gample CNAg (#1, #2) reviewed. The
findings ware:

1. Review of the employee files for CNAs #1 and
#2 revoalod varification from the State nurse aide
registry had been recsived for the 2 CNAs and
did riot have abuse/neglect findinge. However,
this review also revealed the fadliity did not
receive the verifications until after the CNAs had
resldent contact, The following concems ware
identified.

a. CNA#1 was hired on 7/6/18 and
verification was recelved on 8/12/18 (68 days).

b. CNA#2 was hired on 7/6/18 and
vearification was recelvad on 9/12/18 (68 days).

2. Intarview with the edministrator on 9/12/18 at
11 AM verifled evidencs the CNA abuse reglstry
hed been checked was not obtained untll 8/12/18,
Further, the facility currently did not have a
human rssource position and the respansibillties
for this position were shared betwseen savera)
staff members.

3. Review of the pollcy and procadure titied
"Abuse and Neglect Prohibltian® revigad July
2018, showsd "The facllity does not hire or
otharwisa engage Individuals who have findings

FORM OMB-2807(02-05) Previous Vansicha Obsolets Evant ID: EAMG11 Frally 10: WYoD28 If continuatiam sheet Pags 30 of 47
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TAQ REGULATORY OR LEC IDENTIFYING INFORMATION) TAG mosmereneg&og To &aemaopnwre DATE
F 728 | Continued From page 30 F728
on the Stste nurse alde registry conceming
abuse, neglect, exploilation, mistreatmant of
residents or mlsappropriation of resldent
propﬂrty."
F 740 | Behavioral Health Servicas F 740 v740 10/16/2018
8g=p | CFR(g): 483.40
Carrective Actign:
§463.40 Behavioral health servipes, Social .Services Dircetor met with a new
Each resident must recelve and the facllity must counseling goup on SN620L8 dat v
provide the necesssry bshavioral heaith care and B by 10162018, T services Lo resident
servicas to attaln or maintain the highest '
practicable physlical, mantal, and psychosocial Frequent social services visits from facility staff
well-baing, In accordance with the comprehansive have been established for resident #44 while
asseaament snd plan of care. Behavioral health BETVices TS 56t up-
encompasses a resident's whola emotional and |
mental wall-belng, which Includes, but le nat Identiflcation of Others:
limited to, the prevention and treatment of menta! All residents with a psychiutric diagnosis will be
and eubstancs use disorders. e B0 G2078 1o demmine I s
. es|gnee
g‘:;la REQUIREMENT Ia not met as evidenced e T.ealth nervices ars ncoded or desired.
Based on realdent interview, staff interview, and Systemic Changes:
medical record review, the faclity falled to ensurg Social Service will internally provide services
bahavioral health services were provided for 1 of for identified residents until further counseling
8 sample residents (#44) with these service services are available in the community,
needs. The findings were:
Interview with resident #44 on 9/10/18 at 3:60 PM
revealed a/he “gets down" about his/er eandition
and ot being able to live in hiather own home.
Furthar, the resident wanted to go to e different
tacllity and thera was diffioulty with placement.
The rasident also mentioned s/he had talked with
a eouneelor In the past and thought it would be
helpful ta resume, The following concarns were
Idontified:
8. Raview of the care plan showed the
resldent had a diagnosis of bl-polar disorder, and
an Intervention dated 2/18/16 for behavioral haip
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F DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION s
L ;#gmr STATI?J?T‘;SPREUE%ED BY FULL PREDle (EACH CORRECTIVE ACTION SHOULD BE GOMFL&NQN
PREFIX (EA ENCY
TAG REGULATORY OR LEC IDENTIFYING INFQRMATION) TAG cnoss—ner&n&ggég l;g JY)HE APPROPRIATE DATE
Ongolng Monituring: ’
F 740 | Continued From page 31 F740| DON or dasigner will conduct weekly audits of
- 2-3 residents with paychistic diagnosis to
in group and Individual therapy. Tesigen
b. Review of tha behavioral therapy service oo It beks ol e necds ate met for
f;gﬁg I:I;owed there had been no notes since months to ensure continued complisnce.
. Corrective action will be taken ag nceessary for
C. Intervisw with the soclal aarvice diractor on any identified concorns,
8/13/18 at 1:38 PM revealed she was unable to Any concoms oddressed through the qudit
find any dooumentation as to why the services gruc!:sa wg[. be monitored and rcpol'tetli1 by nk:w;ia]
Services Direclor in sumimary in the faci ity
ware stopped, The director atated & new monitly QAPT mcsting Tor 3 om0
counsalling group was being contacted. ssess for tonds or pailerns during thess
F 758 | Free trom Unnec Psychotrople Meds/PRN Usa F758| meetings
gg=D | CFR(s): 483.45(c)(3)(@)(1)-(6) The QAPI commiitce will evaluate cfloctiveness

of the plan based on trends identified and
§483.45(e) Psychotroplc Drugs. ' ‘mplement additional Interventions as needed to
§483.45(c)(3) A peychatropic drug Is any drug that nsure conlinued complisnce monthly for three

affects brain activitlas assoclated with mental months then reasscss (he need for continued

processas and bahavlor. These drugs Include, toniloring based on compliance,

but are not limited to, drugs In tha following F 758 1 10/16/72018

categoriaa: '

(1) Anti-psyehotic; Corrective Actlon:

(il) Anti-depressant, PRN Ativan order for resident #27 wag reviewed

() Anti-arixiety; and with physician. It was discontinued rojated t0

(]v) Hypngﬁc not-use on 9/27/2018, -

Based on a comprehensive assessment of a Eﬂﬁsﬂgw z;rix;wd;gs for brmdm'u #?7 for anxiety
- P! m €€ implemented on

resident, the facliity must snsure that " O,Z 2018 to derennine et %

medication,

§483.45(e)(1) Resldents who have not uged

psychotroplc drugs are not glven thase drugs Identification of Others;

uniess the medicatlon I8 necessary to treat a | szi audit of all residents with PRN onders for

specific condition as diagnosed and documented  Anttanxiely medications will be conducteqd by

10/16/2018 o determine offectivences, need for

contitued wao, and/or risk vs, benefit staternent
from physician,

In the clinleal record;

§483.46(e)(2) Residents who use peychotropic
druga recelve gradual dose reductions, and
behavioral Intarventions, untass cilnically
contraindicated, in an effort to discontinus thesa
drugs;
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DEFICIENCY]
Systerulc Ch :

F 768 | Continued From page 32 F758| DON provided education for the stcading
§463.456(e)(3) Resldents do not racelve physician on 9/13/2018 regurding the rogulation
pgyghoh’up]c drugg pumugn[ to @ PRN order that PRN anti-anxiety mcd{t‘:lpbn should not be
unless that medication |s nacessary to treat e \lnied dg;s': t:;; 1V45 dag;el}i;‘ o t::ndcﬁﬂg;l;h;g

Ind . o )
o aapon it e o b e v b i
§483.45(e)(4) PRN ordera for psychotroplc drugs DON or designee will provide education to all
gre limitad to 14 days, Except as provided In licensed nurses thal PRN anti-anxiery orders
§483.45(e)(5). If the attending physician or should net be uscd longer than 14 daya. If these
prescribing practitioner belleves that it s orders oxgood §4 days, notification to physicien
appropriate for the PRN order to ba extandad jg necessury, Bdueation will bo compleled by
beyond 14 days, he or she should document thelr 10/16/201R.
rationale In the rasident's medical record and The LDT team will review all new psychotropic
Indicate the duration for the PRN order. m:iioation orders t0 implement  behavior
monitoring snd eifectivencss of medication,
§483.45(a)(6) PRN orders for antl-psychotic
drugs are limited to 14 days and cannot be Ongolng Monitoring: )
remad uhi=ss the mnding phys'chn or DON .Dl' designea will condus;t.nndom udits (‘Jf
prescribing practitionar evaluates the resident for 5 residents who are recciving psychotropic
medication for behavior monitoring and
et o e e s B
rendom awdits monthly for 2 months to validate
bBYI o sl i review. siaff Intorvi conlinued compliance. Corrective action will be
a on medicai record review, n aw, taken ar necessary for any identified concems,
and pollcy and procedurs review, the faclllty falled Any concoms addressed through (he sudit
to ensure the drug regimen was fres of procesa will be monitorsd and reported by DON
unnecassary medications for 1 of 5 sample or deésignec in surmmary in the fucility monthly
residents (#27) reviewed for appropriate QAP meeling for 3 months. [DT will assess for
dication The findl . trends or patterna during these mectings-
medication uge. 1he findings were: The QAPT committee will evaluate offectivencss
of the plan based on irends identificd and
Review of the quarterly MDS asasasmant dated implement additional Interventions ax nceded Lo
7/2/18 showed resident #27 had diagneses which enzure continucd compliance monthly for three
Included anxiaty disorder and depreesion, had a months then repssesa the need for continued
mood soore of 2 (minlmal), and a brief Interview monitoring based on complisnce.
for mental status (BIMS) scdre of 16. Further
review showed the resldent had no behaviars
axhibited, The following concems were ldentified:
a. Review of the phyaiclan orders showad
Ativan (antl-anxiely medication) 0.6 myg
(milligrame) 1 tablet by mouth at bedtime was
FORM GMB-2567(02-96) Provious Versions Obsclele Evert ID; E1MA11
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08/13/2010

{X4) ID
PREFM

T~

SUMMARY ETATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGIXATORY OR LSC [DENTIFYING INFORMATION)

D
PREFIX
TAG

GROGE-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF GORRECTION
{EACH CORRECTIVE ACTION BHOULD BE

combLEnoN

DATE
DEFICIENCY)

F 768

Continued From page 33

ordered on 7/26/18 and Atvan 0.5 mg by mouth
onca dally as needed (PRN) was ordered on
7/27/18 for anxiaty, Further, Cymbaita
(antl-depreasant medication) 80 mg by mouth
avery day was ordered on 2/16/18 for depression,
The folilowing concemns were Identifled:

b. Review of the medical record showsd no
evidance of dentified behaviors or menttoring
refated o the use of theme madications.

c. Review of 2 “Note to Attending
Physiclan/Preacribar’ dated 6/20/18 showed the
pharmacist requested a "riak va benefit* or
discontinuation of the PRN Alivan and the
physlclan respended on 7/6/18 by checking the
“disagres” box and wrote "Benefit out way riek.”
There waa no rationale for continued use
providad,

d. Review of & "Nota to Attending
Physiclan/Prescriber” dated 7/16/18 showed the
pharmacist requested a “risk ve benefit" or
discontinuation of tha PRN Ativan and the
physlcian respondad on 8/2/18 by checking the
"disagree" box. Thera was no rationale for
continued uge provided.

@. Interview with the DON on 9/13/18 at 11:18
AM revealed bahavior monitoring waa not
completed for the resident related to anxety or
depression, In addition, she verifisd the physiclan
had not provide a rationala for the extended use
of the PRN Ativan, and tha facility could not
evaluate the effectivenzgs of the medications.

f. Revlew of the pollcy tiled "Psychotroplc
Managsment" last revised on 11/2017 ehowed
"...APRN (ar nosded) order for peychotropic
medications shouki not ba written unless such
medication is naceseary to treat a disgnosed,
spacific condition that is dogumented in the
medical record, PRN arders for paychotropic
medications are limited to 14 days, except as

F 758
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835020 B, WiNG 08/13/2018
NAME OF PROVIDER DR GUPPLIER STREET ADDRESS, CITY, BTATE, ZIS CODE —
1651 BIO HORN AVE
SHERIDAN MANOR SHERIDAN, WY 62601
(%41 1D SLIMMARY BTATEMENT OF DEFICIENCIES n PROVIDER'E PLAN OF DORRECTION o)
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAQ REGULATURY OR L5C IDENTIFYING INFORMATION) 7] GROBE-REFERENGED Tt THE APFROPRIATE TATE
DEFIGIENGY)
F 758 | Continued From page 34 F 768 '
provided by Federal ragulation, and cannot b
ranewed unleas the Attending Phyaician or
prescribing Licensed Practitianer evaluates the
resident for the appropriatenens of that
medication. If tha Attending Physiclan or
cribing Licensed Practitioner balleves that It
s appropriate for the PRN order to be extendad
beyond 14 days, he or she should dosument thelr
rationale in the reaident's medical record and
Indicate the duration for the PRN
ordsr...Unnecassary Drugs and Psychotrople
Drugs...Each resident's entire drug/madication
regimen & managed and monitored to promota or
malntain the realdent's highest practicable
mental, physical, and psychosocial
welkbeing...Practice Guldelines...5. The licensad
nurse will inatitute the appropriate behavior
monlioring for associated with madication
category via the Behavior Care Record and the
Slide Effect Care Record,.."
F 803 | Menus Meet Resident Nds/Prep In Adv/Followad F 803 10/16/2018
s5aE | CFR(8): 483.80(cX1)-(7) F 803 |
1+H
§483.80(c) Menus and nutritional adequacy. g;;;:;:g',;?;;‘;u ware affered additional food
Menus must- ul meal time on 9/12/2018, Diclary Maneger
purchased ocomect size seoops (hal day and
§403.60(0)(1) Meet the nutritional nesds of ordered morc for replecements  9/13/2018,
resldents In accordance with estsblished national Education wuy completed with dietary staff on
guldelines,; 09/12/2018 by Dictury Manager about proper
gcoop and portion sizes.
§4B83.80(c)(2) Be prepared in advance; Identification of Others:
All rosidents buve the petentiel Lo be aFfocted.
§463.60(c)(3) Be followed;
Systemic Changes:
§483.60(c)(4) Refiect, based on a facllity's Dictary manger or dosignee will assure that ull
reasanable efforts, the religlous, cuttural and sy $alf, when bired, aso gii:tf;;"dm"“ gomect
ethnic needs of tha resident population, s well gs portians anc 8c00p §2cd. il
Input recelved from residents end resident e TP of o
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(1) ID BUMMARY BTATEMENT OF DEFICIENCIES [[1] PROVIDER'S PLAN OF CORRECTION &)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEVION
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAG ROSE-REFEHENCED TO THE APFROPRIATE DATE
DEFICIENCY)
F 803 | Continued From page 35 F 803 Onaoing Monitoring:
) Dietary Manager or designee will do andjt of
groups; utensils being used for proper portion sizing

weekly x 4 and then randomly for 2 months.
§483.60(c)(5) Be updatad pariodioally;
All udita will be prosented by Dietary Mauager

§483,60(c)(6) Be reviewsd by the facllity's o QAPI monthly for 3 months to ensure
dlatitian or other clinically qualified nutrition sompliance. ,
professional for nutritional adequacy; and dictary manager or designce will obuerve moals

10 cosure that proper scaops are heing used and
rcport findings monthly to QAPI to cvaluate

§483.80(0)(7) Nothing In this paragraph should be compliance

construed (o limlt the resident's right to make The QAFI committee will evaluate offsctiveness

personal dietary cholces. of (he plan bused on tonds identified and

This REQUIREMENT Is not met as avidenced implement additional intcrventions s nceded Lo
. ensuro continved compliance monthly for three

Based on observation, staff Interview, and review months then ceasscas the noed for continued

monitoring based on compliange,

of the planned menu, the facllity falled to snsure
the menu was followad for 3 of § residents (#10,
#16, #42) with orders for machanical texture. The
findings were:

Raviaw of the noon menu for 9/12/186 showad 4
ounces of meatballe Including sauce, and then 2
ounces of marinem sauce were plannad to be
served for the spaghetti meal. Obearvation on
9/12/18 at 11:16 AM showed the cook had
prepared the meatballs saparate from the sauce.
When interviewed at 11:30 AM, cook #1 stated
they would serve 3 ounces of meatballs and 2
auncas of the sauce. This was for the regular
texture and the mechanical texture. The following
conosme were ldentifiag:

a. Observation in the msmory care dining
roomn showed cook/server #2 served resident #10
a machanical diet. The portlon of mechanically
ground meatballs served was a 2 ounce
measursd scoop. In addition, residents #18 and
#42 had orders for mechanicsl diats and double
portions. Each of these residents were served 4
ounces of mechanically ground mesthalls. A
double portlon would have baen 6 ounces based

FORM CM3-2887(02-69) Pravicus Veislons Otaiia Evant I0: EIMG11 Faoliy ID: WY0028 if continustion shest Page 36 of 42
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(X4} ID
PREFIX
TAG

SLUMMARY STATEMENT OF DEFICIENGCIES
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1D
PREFIX
TAG
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DEFIGIENCY)

PROYIDER'S PLAN OF CORRECTION

F 803

F 804
§8=E

Continyed From page 38

on the planned menu.

b. Interview with cook/earver #2 on 5/12/18 at
12:16 PM revealed she was not ewers of the
actual portion size to use for the meshanical
texture meatballs.

¢. Interview with the dietary manager on
8/12/18 al 12:18 PM, who was assisting with the
service, revealed there was no 3 ounce scoop, sg
the #16 (2 ounces) scoop wae belng used and
would requlre 1 and 1/2 scoops to be served. Ha
then verifiad the Information was not effectively
communicated for the servers and these
residents had been undarasrvad.

Nutritive Vialue/Appear, Palatabls/Prafer Temp
CFR(s): 483.60(d)(1)(2)

§483.60(d) Food and drink
Each reeldent receives and the faclllty pravides-

§483.60(d)(1) Food prepared by methoda that
consarve nutritive value, flavor, and appearance;

§483.60(d)(2) Food and drink that is palatable,
stiraclive, and at a safe and appetizing
tarnperature,

This REQUIREMENT 5 not met a8 evidenced
by:

Based on observation, staff Intarview, resident
Interview, and review of recipes, the facllity falled
ta ensure the food was palatable in taste during 1
of 1 foed sarvice obaervatian. The findings were:

Interview with residents reveaied the quality of the
food was lacking. In an Interview on 9/11/18 at
1:44 PM, = resident stated, "The food len't really
good..." On 8/10/18 at 3:04 PM another resident
slated, 8/he didn't lke the food, saying, "Its real
cheap and the cook dossn't know how to cook

F 803

F 804

F B04

Correetive Action: .
Cooks were educated by Dietary Menager on the
importance of following recipes on 09/12/2017,

Ident{flcation of Others: .
All residonts who have meals served by dictury
stafl have the potentinl (o bo affected.

10/18/2018
1
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) SUMMARY STATEMENT OF DEFICIENCIES 1D PAOVIDER'S PLAN OF CORRECTICN 5]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION EHOULD BE COMPLETION
TAD REGULATORY OR LEC IDENTIFYING INFORMATION) TaG CROB4-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
Systemle Changes:
F 804 | Continued From page 37 F 804 Dictary menager or dosignee will randomly andit
much.” On 9/10/18 at 3:30 PM, a resident sald E{ibﬂyﬁ&azﬁ | ﬂ;ﬂ d;'g:;?;;"; if f°°1dt£
) . Au ¢ complel
&gﬂﬁﬁ:;&:ﬂé ':;‘f“alr- they don't go out of weekly on elernating shitts for 3 months.
Dictary managet or designce will randoml:
Qbsarvation of a test tray with the dletary observe cooks to mako .v.gure thal mr::ua ar);
manseger on 8/12/18 at 12:35 PM revesaled the followed and prepared according to provided
marinara gauce was bland with no seasoning, recipes. Audits will be weckly on altemation
The sauca appearsd to be cannad tomato sauce shifts for 3 months.
with no visible spices, Interview with the dietary . ) )
manager et that time revealed ha would check g‘lﬁ;}ﬂ‘fﬁ“:ﬂ;r?‘gg’g taelc food for
with the cook to sea how It was made. ’
Ongoing Monitoring:
Interview with the dletary manager and the Audits will be presented monthly to QAPI for
assistant dietary manager on §/12/18 &t 1;10 PM compliance evaluation by Dielury Magager, The
varifiad soma of the cooks wers new and more QAPIL commirtee will evaluate effectiveness of
training was required to ensure the quallty of the the | plan - based on wends identified and
food was consistently good. The dietary manager ;Tspufg’z‘;;;gg;g“;‘gl mff“'e"“m “f;‘ needed to
stated through his discussion with the cook, he e ance moattly for lhree
! months then reusyess the nced for continued
fDUl'ld tha I'Bclpﬂ for the marinara salce ﬂ'l!t dﬂy monitm-ina based on wmph'nncc.
was not followed, He further confirmed the ! The QAPI committes will evalute effectivencss
ingradients were avallabis. of the plen based on trends identified and
implemeat addit;nnnl intorventions as needed to
enyure continued comgpliance moanthly for three
omsaenoiy i I E Nl
tomato sauca, fresh onlon, gariic powder, suger, b Drsieel o complisnce.
and dried basl| leaf were to be added.
F 880 | Infection Prevention & Control F 880 Fs8o0. 10/16/2018
ss=D | CFR(s): 483.80(a)(1)(2)(4)(e)(f)
Corrective Acton:
§483.80 Infaction Control )Al\lc ﬁ:ﬁ:ﬁr lh# tesident 425 war in after being
The facllity muet establish end mainiain an and clmod/m;n;:cnt]:; ?:: 3‘13];)/231: public area
Infection preventlon and control program B: RN #6 was educated on "“’mrl;f;n .
designed to provide a safe, sanitary and Quring dressiug changes on 09/11/2018, ¢
comfortable environment and to help prevent the C: CNA #6 was educated on proper perineal care
davalopment and trensmisslon of communicable of the male patieni on 9/132018 by 1) it
diseasee and Infections. Manager, v
§463.80(a) Infecticn prevention and cantrol
FORM GMS-2087(02-9%) Previous Vereions Dbsolels Event 10:EIMGT Faaiy ID: WYbtras ¥ continuation ahest Paga 38 of 47
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F
_ CENTERS FOR MEDICARE & MEDICAID SERVICES AR
STATEMENT OF OERICIENCIES 1) PROVIDER/SUPPLIER/CLIA j
AND PLAN OF CORREGTION o IDENTIFIGATION NUMBER: :?UT;,T'N:LE CONGTRUCTION "‘”é’é‘I&f’é’f"é’n“'
535020 B. WING DSI?MM&
NAME DF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, BTATE, 2IF GODE
1861 BKI HORN AVE
SHERIDAN MANOR SHERIDAN, WY 82801
Y §TA OF DEFICI ES CORREC
SMU% | (encH DERGIENGY MUBT BE PRSGEDED By FulL PREFIX (EAH CORREETVE AGTON choaee. | coutnon
TAG REQULATORY OR LC IDENTIFYING INFORMATION) TAG CROB5-REFERENCED YO THE APPROPRIATE aTE
DEFICIENGY)
Identification of Others; )
F 880 | Continued From page 38 F 80| A: All public scating surfices on Metmory Carc
program. IBJn;l\ l};arvc .?:nioglﬁ'.ﬂ.m b: soi!ev.L
The facility must establish an Infection prevention the polenial 1o bo nifscri L Shenges have
and control program (IPCP) that muet include, at
a minimum, the following elements: C. All male incontinent residents requinng
perinenl.aare by staff members have the poteniial
§483.80(a)(1) A system for preventing, Identffying, Lo be affecred.
reporting, invastigating, and controlling Infactions | Systemlc Changes:
and communicable dizeases for all residents, A: DON or dEﬁE‘,,,, will educate on soiled
staff, volunteers, visitors, and other Individuale public saating surfaces for all direct corc staff
providing servioes under a contractusl and housekeeping staff by 10/16/2018,
arrangement based upan the facllity aesessment B: DON or designee will cducate all licensed
conducted according to §483,70(e) and following :mﬁwosyplrgﬁﬂ;f; hygicne durlng dressing
accepted national stendards; C: DON or designeo will educate all CNAs on
§463.80(a)(2) Written etandards, policles, and ey eel cue for mulo reaidents by
procadures for the program, which must include,
but are not limited to;
(i) A system of survelllance designed to Identify
possibla communicable dissases or
Infections befors they can spread to other
persons in the facilily;
(Il When and to whom possible Incldents of
communicable disease or Infections should ba
raported
(i) Stenderd and tranemiselon-based precautions
to be followed to prevent spread of infections;
(Iv)When and how Isalation should be used for &
rasident; including but not limited to:
(A) The type and duration of the Isolation,
depending upon the Infactious agent or organism
Involved, and
(B) A requirement that tha Isolatlon should be the
|sast restrictive posatble for the resident under the
clrcumgtances,
{v) The clrcumetancas under which the facllity
must prohlblt employess with a communicable
diseage or Infected akin loalons from diract
contact with residents or thelr food, If direct
FORM CM5-2857(02-95) Previous Vamion Obaclete Evant ID:E1MG11 Fackity I0; WYti28 H continuation sheat Page' 39 of 47
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CENTERS FOR MEDICARE & MEDICAI B NO.
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIBRIGLIA (*2) MULTIPLE CONBTRUCTION (X3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A, BUILDING COMPLETED
C
635028 B.WiNG 0911372018
NAME OF PROVIDER OR S8UPPLER STREET ADDREEB, CITY, STATE, ZIP CODC
BHERIDAN MANCR SHERIOAN, WY 07601
D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S F
,9“ foe {EAGH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH nonnsc:lmm Ecnmgmaﬁne coMPLETON
TAG REQULATORY OR LEC IDENTIFYING INF ORMATION) TAQ cROBMEFEREg%lm THE APPROPRIATE DATR
ENEY)
F 880 Continuad From page 39 F 880 ©ngoing Monitoring:
contact will tranamit the diseass; and Af: DC;IJ or de;:snm er;i" condllx’ct rh:ndom a‘éfiits
{(vI)The hand hyglene procedures to be followsd of public seating surmces (1 the hemory Lure
by staff involved in direct reeident contact. g’;‘l:thlf;’ o ks nd ohen random e
complinnce. Corrective action will be taken as
§483.80(8)(4) A system for racording Incidents nectssary for any identified conoents,
Kentifled under the fecility's IPCP and tha B. DON or designee will conduct random audits
corrective actions taken by the faclity. of praper hand hygiens during dressing changes
for 4 weeks and then random audits monthly for
§483_80(3) Linens. 2 months W wvalidate comtinued compliance.
Pereonne! must handle, store, procees, and Correcrive action will be taken as nocossery for
' ! y identificd concerns.
transport linens so as to prevent the spread of N o dea -
; pnes will conduct random audits
infection. for praper peringal cars of the male patient for 4
weeks and then rundom audits monthly for 2
§483.80(f) Annual review, months 1o velidets continued complisnce.
The facliity will canduct an annual review of Its Corrective action will be taken as necessary for
IPCP and update thelr program, as neceasary. any identified concerns. )
Tris REQUIREMENT Is it mat a evidoncod e e ant O
by: ; ! e
ar designes in summary in the facility monthly
Based on mt:;f"l'ml'_‘\;l review d°f policy °f“°' QAPI mecting. IDT will assess for ends or
procadures, staff interview, and review o putlems during (hess meetinga,
professional standards, the facllity falled to Tha QAPI committee will cvaluate effectivoncss
ensure adequate Infectian control practices of the plan based on trends identified and
during 3 random obsarvations (Involving resldents implement t}ddgonﬂl inlﬁmﬂﬁoﬂﬂ o "?dm
m' #25' #47' #81). Thﬂ findings were: ensure continu compliance monthly for
monthg then reassesy the need [Or continued
1. Observation on 8/11/18 at B:31 AM ehowed monitorlug based on compliance
resident #25 was asleep In a racliner In the
commeon roam of the memery care unit. The front
of the realdent's pants appsered to be wet and
diseolored. Housekeeper #1 was the only staff
msember in tha area at that time. At 8:35 AM
activity elkde/CNA #4 arrived with the activity cart.
At B:42 AM the resident stoad up and the
housekeeper alertad the CNA to the resident's
Incontinence. At that time the resident's pants
ware noted to be solled from front to back. The
CNA took the resident to his/her room to provide
Incontinence care, However, the CNA and
housekeaper fallad to clean the recliner the
FORM CMS-2567(02-09) Provious Yersions Obaolats Evant I:E1MGT1 Facilty ID: WY0R23 If continuation ahéet Page 40 of 4T
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resident had been altting in, At 8:48 AM resident
#22 waa brought to the common room and was
tranafarred Into the recliner resident #26 had
vacated. interview on 9/11/18 at 4:48 PM with the
DON and Infection contral practitioner ravealsd
their expectation wae for ataff to clean a recliner
that wae solled prior to placing a resldent in the
chalr,

2, Obzervation of wound care for resident #47 on
9/11/18 at 9:21 AM showed the resident had
dreasings to biiateral lowar extremitiss. On
9/11/18 at 10:32 AM, RN #6 entered the
resident's room to parform wound gare. The RN
donned gloves; however, sha fallad to perform
hand hyglene. Tha RN ramovad dressings on
both lower extremitias, cleaned the wounds, and
measured tha wounds. Continued observation
showed the RN dld not chenge her gloves,
between the dirty dressing removal, preparing
supplies, and the application of the clean
dressing. The following concerna wars identiflad:

2. Intarview with the DON and infaction
control preventionlst an 8/11/18 at 4:48 PM
revealed the facllity's expectation was for staff to
follow the faciltty palicy which was to parform
hand hyglene bafors dressing care and during
wound cere,

b. Reviaw of the "Nursing Interventions and
Clinlcsl Skilis" by Perry, Potter, and Ostendoff
{2018), sixth edition showed: “implementation for
Applying @ Gauze Dressing... . ...Standard
Protocal... 3. Apply clean gloves... 4. ...remove
tape, bandaga... 6. .., Dispoae of gloves and
solled dressings. Perform hand hyglene, 7.
Create & sterlle fleld with a sterile dressing or
Individually wrapped starile supplles... 8. Apply
clean gloved.., 10, (nepact wound... Use
measuring gulde or ruler to measure wound

FORM APPROVEL
ENTERS EDICAR B 083
ETATEMENT OF DEFICIENCIER (X1) PROVIDER/BUPPLIERACLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
c
538026 0. WiNG 08/122018
NAME OF FROVIDER OR BUPPLIER BTREET ADDRESS, CITY, BTATE, ZIP CODE
1851 BIG HORN AVE
DAN MA
SHER) NOR SHERIDAN, WY 82501
4 SUMMARY BTATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRE
PoF(lE)F.I?( (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CQRREGTIVE ACTION mgu“foNae comemon
TAG R TORY OR LBC IDENTIFYING INFORMATION) ™o GROJ3-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENGY)
F 880| Continued From page 40 Feso
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FORM APPROVED
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(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

s3n02¢

(X2) MULTIPLE CONSTRUGTION (X8) DATE SLRVEY
A BUILDING COMPLETED

B. WING

c

08/13/2018

NAME OF PROVIDER OR BUPPLIER
SHERIDAN MANOR

STREET ADDRESS, CITY, STATE, 2IP CODE
1851 BIG HORN AVE
BHERIDAN, Wy 82801

(X4) (D
PREFIX
TAQ

SUMMARY STATEMENT OF DEFIGIENCIES
{EAGH DEFICIENCY MUBT BE PRECEDED BY FULL
REGULATORY OR L8C IDENTIFYING INFORMATION)

ID
PREFIX
TAQ

PROVIDER'S PLAN OF CORREGTION ,
{EACH CORRECTIVE ACTION 8HQULD BE WMP‘%‘ION
CROS8-REFRERENCER TO THE APPROPRIATE
DEFICIENCY)

F 880

Contihued From page 41

slze... 11, Apply antiseptic olntment (If ordered)...
Digpose of glovas. Parform hand hyglena. 12,
Apply dresging... 13. Securs dressing... 14, Label
dressing... disposs of used supplles and
eguipment... 16. Remove and digpose of glaves
...Parform hand hygiens,"

¢ Review of the pollcy and procedure "Sava
Wound assassment” revised August 17, 2018
showed ..."QGather the necessary equipmeant.
Perform hand hyglene... Protect patient's dignity
by exposing on the wound and keeping other
body parts well covered. Perform hand hyglens,
put on gloves... Remove the old dressing, Inspect
and asgess the wound...Remove and discard
your gloves, parform hand hyglene. Opsn and
prepare the supplles... Parform hand hyglene, put
on a new pair of gloves... Apply the eppropriate
wound care treatmants and dressing... Disposa of
ussd supplies... Remove and discard gloves...
Perform hand hygiene."

3. Review of tha significant changa MD5
assessment dated 8/6/18 showed resldant #51
had diagnosas which Included Alzhaimar's
disesse, non-Alzhalmer's damentls,
encaphalopathy, and musole wasting. Further
review showed the resldent required extansive
aasistance of two or more people for transfars
and tollet use. The ragident required extsnsive
asslstance of 1 person for parsonal hyglene. The
follawing concerne wars Identifiad:

a. Observation an 9/12/16 at 8:31 AM
showed the resident was requesting staff to take
him/her to the bathroom. Whan the staff
members removed the resident's pants, feces fell
on tha commode and the resident's floor. The
resident was assisted onto the commode and
CNA#8 pulled the resident's pants dewn further
to ramove the ragldent's brisf. While the resident

F 880
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535029 B.Wina 09/13/2018
NAME OF PROVIDER OR BUPPLIER 8TREET ADDRESS, CITY, HTATE, ZIP GODE T

1651 BIG HORN AVE
SHERIDAN MANOR SHERIDAN, WY 02801

x4 D GUMMARY STATEMENT OF DEFIGIENCIER Ip PROVIDER'S PLAN OF CORRECTION (X8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE oom.alnou
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROBB-REFERENCED TO THE APFROPRIATE DT
DEFICIENCY)

F 880 | Continumd From page 42 F 880

was seated on the commade, g/he urinated and
the urine rolled down hig/her lege onte the floor.
The CNA wiped the resident's right leg with a
wipe muitipla times without changing the ares of
the wipe, Tha CNA used the sama wipe to wipe
the resident’s genltalia. Tha GNA wiped the
resident's parinsal area and in betwsen the
resldent's lege, which resulted In the wipa being
visibly solled with faces. The CNA then usad the
vielbly solled wipe to wipe tha reaidant's genitalia.
The CNA and nuree applled a clean brief to the
resident's iegs and placed tha aling behind the
raskiant while s/he sat on the commode. After
ifting the resident off the commoda with the
mechanical Iift, the CNA wiped the residanta
buttocks and rectal area from back lo front and
then front to back with the same wipe, dlsoarded
the wipe, and performed the cleaning practice the
same way with another wipe, Tha CNA obtained
mare wipee and again wiped the resident's rects}
area towards the ganitaila. Tha CNA reached Into
the package of clean wipea and handled the
clean wipes with gloved hands, after provkiing tha
perineal care, then handed the contaminated
wipea package to the resident to hold whila the
CNA continyed to provide perinsal cars, The
resident hald the wipes package against hig/her
shirt for the remainder of perineal cars. The
wipes package was discardsd; however, the
nurse and tha CNA did not change the resident's
shirt

b. Review of the resident's "Infection” care
plan last rovised on 7/31/18 showed the resident
had a history of urinary tract infection.

¢. Interview with the DON on 6/13/18 at B:12
AM revealed perinsal care should be provided
from front to back, staff ghould net us= the same
area of & wipe more than once, and a vislbly
goiled wipa shauld not be used to clean a

FORM CMS-2067(02-09) Previoua eemions Obacista Event ID: E14G11 Faciky I0: WYC028 if continuation sheet Page 49 of 47
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED .
0 . 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SURPLIER/CLIA (X2) MULTIPLE CONBTRUCTION (X3) DATE QURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A. BUILDING COMPLETED
c
538028 B. WING 08/13/2018
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
X4 o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION 8)
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION BHOULD BE COMM RTION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG moss«sngggu c@ J;I)EAPPROPR!ATE DATE
F B80| Contihued From page 43 F 880
resident's genitalla.
. Raviaw of the procedurs titled “Perinaal
care of the male patlent” last revisad on 11/17/17
showed "Perineal care, which Includes care of the
external genitalia and the anal area, should be
performed during the daily bath and after
urination and bowel movemente in cases of
Incontinence. The procadure promotes
cleanliness and prevents Infection...Using
disposable cloths...Clean the penle with the cloth,
beginning at the tip and working In & circular
motion from the canter to the periphery to avold
Introducing microorganisms Into the urethre, Use
a clean section of cloth for mach stroke to prevent
the spread of contaminatad secrations aor
diecharge...Using downward strokes toward the
scrotumn, clean the rest of the penls...”
F 881 | Antiblotic Stewardshlp Program F 881| rsat | 10/16/2018
§8sp | CFR(8): 483.80(a)(3)
Correotive Acron!
g?ba:mag‘(a) Infection prevention and control ArRis;_(b\_rs.‘ .Bcgeﬁ'l sm(}cmcnt for prophylactic use
s ol antibjotic for regident i
The facility must astablish sn Infeotlon prevantion physician on 9/12/531 ;.n #O6 was provided by
and control program (IPCP) that must include, at
um, the following slements: Education was provided by DON fo aitondi
a minlimum, g physician on s y O ending
1 ntibiotic  stowardship program
§483.80(a)(3) An antiblotic stewardship program o/ momenta for long term use of amibiotics on
that Includes antlbiotic use protocols and a ‘
syetam to monfter antiblotic use. Identifleation of nthers;
This REQUIREMENT s not met as evidenced An bﬁudit was conducted on [0/1/201 $ on all
by: antibiolic urders (o determite if other resig
Based on medlcal record review, staff intarviaw, wero using  prophylactiv mtibioifc:.w r“i’v'i'
and review of palicy and proceduras, the faclilty .zfg;:"““;" residents were identified s having
falled to ensure an antibiotic stewardship program L given to primann egtic sntblotics. Requests
was Implemented to monitor antiblotic use for 1 of discontinue 33“303% r‘iﬁ’ﬁi’“;’c,iif'f““’ 2nd
gnr&:ligd:m r(a#'ea) reviswed for infections. Tha by physician before 10/162018,
FORM CMS-2587(02-98) Previous Vemions Ohaclste Event 1D: E1MG11 Fadlity (D: Wyagas If continuztion shest Pags 44 of 47
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n EUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION
Sl (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION EHOLLD BE o
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|ENCY)
Systemlc Changor: I provide educeion w all |
anges: o
F 881| Continued From page 44 F ggy | DON or deslgnee wil pravids educerion

1. Review of the 8/8/18 quarterly MDS&
aasessment showed resident #86 had dlagnoses
which Included neurogenic bladder, obstructive
uropathy, dementia, and hemiplegia or
hemiparesis. Further review showed the resident
had @ urinary cathster and used an antiblotic for
each day of the 7-day look-back perlod. In
additlon, the resident had 2 or mons falls with no
Injury and 1 tall with an Injury since the (ast MDS
quarterly assessment date of 7/18/18. The
following concarns were ldentified:

8. Raview of a physician communication farm
dated 12/29/17 written by a RN showed "[the
resident] has bean expsiencing chronlc UTls
(urinary tract Infections) and they are often
assoclated with a fall (fall 12/28/17) [the resident]
does have a long-term foley catheter In place as
well. Shauld a long-term antibiotic be considered
at this time?"

b. Review of a physiclan order dated 1/2/18
showerd Macrobld (an antiblotic) capsula 100 mg
(milllgrama) was ordered one time a day for UTI
prophylaxie. There was no end date Indleatad.

2, Interview with the DON and Infaction cantrol
practitioner on 8/11/18 at 4:48 PM revealod there
was no documentation to show the physician or
nureing staff ware educated on the risks of using
8 prophylactic antibiotic. Further a risk/banefit
statemnant was not avallable. On 8/13/18 at 135
PM the DON canfirmed there was no Information
avallable relatad to the educstion of the physician
about prophylactic antiblotics.

3. Review of the Antiblotic Stewardship policy last
ravised 2/2018 showed the responslhllitias of the
Director of Nursing: “...Educates nursing staff
about the Importance of antiblotic stewardship

and explains policies in place to improve

liconsed nurses regarding antibiolic stewardship
program  and  antbiotfc use protacols by
10/1262018.

If an antibioic order is reccived from the
physician without a stop dale, (he licensed nurse
will notify the physician to request stop date. IP
un antibiotic order is received for prophylactic
use, DON or designee will ensure physician
provides a risk vs. benefll statement for
continued uges.

Ongaing Monitoring;

DON or designee will conduct an audit of all
newly prescribed wntibiotics woekly for 4 weeks
arl then random audits monthly for 2 months to
vulidatg continued compliance, Corrective action
will be taken as necessary for any identified
concems.

Any cotiwerns addressed through the audit
process will ba monitored and reported by DON
or designee in summary in the facility morthly
QAPL meeting. IDT will ussess for trends or
palterns during these mectings.

The QAPT committee will ovaluate effectivaness
of the plan based on wends identified and
implement additional interventions as needed to
engurc continued compliance monthly for three

—

months then reassess the need for continved
monitoring bused un compliance,
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STYATEMENT OF DEFICIENCIES DER/SUPPLIER/CLIA MULTI
AND PLAN OF CORRECTION xn IERE%FICATION NUMBER: AW;U,LD,N:LE CONBTRUGTION m’éﬁ;’fgfw
C
NAME OF PROVIDER OR BUPPLIER ETREET ADDRESS, GITY, 8TATE, ZIP CODE
svEnau Wakon g
%) 0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
H DEFICIENCY MUST BE PRECEDED BY FULL (RACH CORREL coubLenon
P?Esm ns%umnv OR LEG IDENTIFYING INFORMATION) Pﬁ:;m CRO&B-REFEREN% f"f:”r’ﬁ?é‘ A%Lﬁ?nfm DATE
DEFIGIENCY)
F 881 Continued From page 45 F 881
antibiotic uss...” The responsibliities of the
Infaction Preventionlst included "... Participates In
aducational activiliss related to antiblotic
stewardehip for facifity steff..." In addition the
policy stated "Physician Respansibllity when
Considering Prescriblng antiblotic Therapy...Avoid
long-term antiblotic prophylaxis for preventing
Infections such as urinary tract infections.”
F 823 | Vantilation Fez23 Fo23 |
£8=D | CFR(s): 483.€0(1)(2) 1011672018
Corrective Actdon:
£483.80(1)(2) Have adequate outsfde ventilation Maintenance Director and Meintenance Assistant
by means of windows, or machanical ventliation, comrected bathroom ventilation fans warking on
or a combination of the two. 500 ball 10/16/2018.
This REQUIREMENT Ig not met as evidencad Identification of Others
by: Al esi 3 .
Rased on observation and staff intervisw, the A resident fooms with bathroom ventilation
facillty falled to ensure adequate ventliation was fana have the potcatial to b sffccted.
maintained In 1 of 4 reeident care areas (500 Sywtemic Chunges:
unit). The findings were: Audit will be completed by the Maintenance
Dircetor or designes on the 7 axhausters bis
1. Obgervation on 5/10/18 at 3:19 PM showed a weekly to ensure ventilation is operative for 3
urine smel was present outside of room 503, months.
2. Obsarvation on 8/10/18 at 4:40 PM shewed a
fooal smell was present near room 502, Ongoing Monitorinig:
. All audits will be presented to QAPT monthly by
3. Observation on 6/11/18 at 11 AM showed an Maintenance Dirsctor or designes to ovaluate
unidentified CNA stated the 500 unit "stunk” and c?rmp!isncc- 'lhcr Q‘:Pl clomm:at::d will wnlua;e
efTectiveness o € plan on trends
::sgg::;: ;:'du?ah:;lﬁo "gBt ::': ':!rfal);'l.::l‘::ﬂﬂ " identified and implement udditional interventions
' s needed 0 ensure continued compliance
Observatl , - monthly for three months then reassess the need
g‘M o va %:;:mv:ﬂgl:&il Laéli:: 11:08 for continued monitoring based on compliance,
working.
5. Observatian of room 504 on 8/13/18 st 11:08
AM showed bathroom ventliation wae not
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ENTERS F OME NO. 0038.0381
BTATEMENT OF DEFICIENCIES 1) PROVIDER/BUPPLIER/CLIA MULTIPLE RVEY
AND PLAN OF CORREGTION o IOENTIFICATION NUMBER: f;ufn,ne CONSTRUETION m’%
c
535026 8. Wina 09/13/2018
NAME OF PROVIDER OR SUPPLIER " | STREETADDREBS, CITY, BTATE, ZIP CODE
1851 BIG HORN AVE
ERIDAN MANOR
9H SHERIDAN, WY 82801
o) 1D BUMMARY BTATEMENT OF DEFICIENCIES D PAOVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHQULD BE couPiBrion
A REGULATORY OR L8G IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE ARRROPRIATE ome
DEFICIENGY)
F 823 | Continued From page 48 F 923
working.
8. Obgervation of room 503 an 8/13/18 at 11:09
AM showsd bathroom ventilation was nat
working,
7. Observation of room 508 on 8/13/18 at 11:10
AM ghowed bathroom ventilation was not

warking.

8. Interview with the malntenance director on
9/13/18 at 11:26 AM revealed she was nat aware
the ventilation did not work on the 500 heall,

8. Observation on 9/13/18 at 11:26 AM shawed
the malntanance director checked the bathropm
vent In room 503. Intervisw at that time confirmed
the ventilation systern was nat working.
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