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535040 09/17/2025

Summit Ridge Skilled Nursing & Rehabilitation 1108 Birch Street
Douglas, WY 82633

F 0600

Level of Harm - Actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
medical record review, resident representative and staff interview, facility investigation review, and policy and 
procedure review, the facility failed to protect the residents' right to be free from physical abuse by another 
resident for 2 of 4 sample residents (#2, #4) reviewed for abuse. This failure resulted in actual harm to 
resident #2 and resident #4. The findings were: 1. Review of the quarterly MDS assessment dated [DATE] 
showed resident #4 had a BIMS score of 5 out of 15, which indicated severe cognitive impairment, and had 
diagnoses which included dementia, anxiety disorder, and hypertension. The following concerns were 
identified:a. Review of the facility investigation report dated 1/21/25 and timed 5:58 PM showed on 1/21/25 at 
5:22 PM resident #3 grabbed resident # 4 by the arm while attempting to take his/her food tray. b. Review of 
a progress note for resident #4 dated 1/21/25 and timed 6 PM showed a CNA had observed resident #3 
attempting to take a dinner tray from resident #4 and grabbed his/her arm and thumb.c. Interview with RN #1 
on 9/17/25 at 1:45 PM revealed s/he was called to the secure unit to assess resident #4 following the 
incident and visualized bruising and redness on the arm of resident #4. d. Interview with the administrator on 
9/17/25 at 2:28 PM confirmed the incident occurred and revealed the resident's representative was notified 
and agreed to a relocation of resident #4 to another dining table for meals. 2. Review of the admission MDS 
assessment dated [DATE] showed resident #2 had a BIMS score of 3 out of 15, which indicated severe 
cognitive impairment, and had diagnoses which included non-traumatic brain dysfunction, dementia, and 
renal insufficiency. Further review shows the resident was dependent upon staff for transferring, was 
wheelchair bound and resided on the secure unit at the time of the incident. The following concerns were 
identified:a. Review of the facility investigation dated 4/12/25 and timed 2:49 PM showed on 4/12/25 at 2:15 
PM resident #2 was heard yelling, Get out of my room. The investigation showed CNA #1 responded and 
found resident # 3 leaning over resident #2, and resident #3 was displaying aggression. Further review 
showed CNA #1 was able to redirect resident #3 out of resident #2's room and reported observing a red 
mark on resident #2's cheek. b. Interview with CNA #1 on 9/17/25 at 1:57 PM confirmed resident #3 was 
found in resident #2's room, the CNA observed a red mark on resident #2's cheek, and resident #2 had 
reported resident #3 had slapped him/her. The CNA revealed resident #2 was upset at the situation, but was 
no longer fearful. c. Review of a social services note for resident #2 dated 4/14/25 and timed 12:06 PM 
showed the resident was moved to another room and was preparing to discharge from the facility.d. 
Interview with the administrator on 9/17/25 at 9:25 AM confirmed the incident occurred, resident #2 was 
moved to another room, and resident #2 discharged to another facility. e. Interview with the resident 
representative for resident #2 on 9/17/25 at 2:11 PM revealed /he was informed of the incident and the 
resident was not experiencing any emotional effects. The representative confirmed the resident was moved 
to another facility. 3. Review of the facility policy titled, Abuse, Neglect and Exploitation, last revised 6/2023, 
shows the facility will provide protections for the health, welfare and rights of each resident and prohibit 
abuse.
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535040 09/17/2025

Summit Ridge Skilled Nursing & Rehabilitation 1108 Birch Street
Douglas, WY 82633

F 0677

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, resident, resident representative, and staff interview, medical record review, and policy review, 
the facility failed to ensure that a resident who required assistance for activities of daily living (ADL) received 
appropriate services to maintain grooming and hygiene for 1 of 3 sampled residents (#1) reviewed for ADLs. 
The findings were: 1. Review of the significant change MDS assessment dated [DATE] showed resident #1 
had a BIMS score of 15 out of 15, which indicated the resident was cognitively intact, and had diagnoses 
which included hypertension, diabetes mellitus, and arthritis. Further review showed the resident required 
partial to moderate assistance with bathing and was wheelchair bound. Review of the resident's care plan 
dated 8/26/25 showed that the resident had alterations in ADL function secondary to weakness and pain and 
required assistance completing ADL task's The following concerns were identified:a. Interview with the 
resident on 9/16/25 at 11:33 AM revealed the resident, at times, had gone several days without a shower. 
The resident revealed s/he didn't have a specific time preference as long as s/he was offered a shower every 
couple of days. b. Interview with the resident's representative on 9/16/25 at 11:21 AM revealed the resident 
had gone several days without being offered a shower in the past and prior to admission the resident would 
shower daily. Further the representative revealed at the time of admission, the resident had requested 
showers three times per week. c. Review of the facility bathing schedule showed the resident was scheduled 
three times weekly on Monday, Wednesday, and Fridays for showering. d. Review of the resident's bathing 
history from 7/1/25 through 9/17/25 showed the resident was not provided or offered a shower between 
7/8/25 and 7/17/25 (10 days) and between 8/14/25 and 8/22/25 (9 days). e. Interview with the DON on 
9/17/25 at 10:59 AM revealed residents were offered showers on their scheduled days and according to their 
preference, unless the resident refused or was unavailable. She revealed staff were expected to document 
the bathing and any refusals. f. Interview with the DON on 9/17/25 at 1:28 PM confirmed there was no 
documentation the resident received or was offered a shower between the dates of 7/8/25 and 7/17/25 or 
8/14/25 and 8/22/25. 2. Review of the facility policy titled Resident Showers last revised 4/2025 showed .
Residents will be provided showers as per request or as per facility schedule protocols and based upon 
resident safety. 3. Review of the facility policy titled Activities of Daily Living - ADL's last revised 4/2025 
showed .A resident who is unable to carry out activities of daily living will receive the necessary services to 
maintain good nutrition, grooming, and personal hygiene.
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