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FACILITIES ' Deer Trail Assisted Living will be;
abbreviated as DTAL

The following comrmon abbreviations are used
throughout this docyment;

CNA  Cettified Nurse Alde

MAR Moedication Administration Record

TAR  Treatment Administration Record
LPN  Licensed Practical Nurse

ADL  Activities of Dally Living

RN Registered Nurse

Less commonly used abbraviations will be
annotated in each deficiency.

WYOMING DEPARTMENT OF HEALTH
AGING DIVISION RULES

FOR PROGRAM ADMINISTRATION OF
ABSISTED LIVING FACILITIES
CHAPTER 12

‘Section 7, Assisted Living Faclily (ALF) Core
Services.

| (8] (viil) {G) Care of the resident who can

independently manage his own catheter or
ostomy, e.g, resident wha can change his own
catheter bags, able to.clean and care for his
ostomy;

This REQUIREMENT is not met as evidenced by:

Based on medical record review and staffand
resident interview, the facility failed to ensure 1 of
! 10 sample residents (#4) was appropriate for the

| assisted living level of care. The findings were:;

Review of the medical record for resident #4
i showed sfhe moved into the facility on 9/23/12,

Resident Assistance Plans are referred
to as care plans

The DTAL Weliness  Program
Director is the RN referred to in
Chapter 12 regulations

Resident file is also referred to ag
resident chart

Quality Assurance is referred to as QA

DTAL: will comply with Chapter 12
Core Care Services referring to

catheter care

Resident #4 was re-evaluated related
to ability to perform independent
catheter care. The resident was found
to be capable to perform independent
care of the catheter, and a contract s
in place with a hospice service to

g

5

change out the foley catheter 3
ordered. The resident’s care plan w4

updated.

Education in-service was provided o
DTAL direct care staff related fo the
resident’s updated care plan.
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SALF | Continued From page 1 SALF Oyther resident’s having catheters will
J Review of he resident assessment dated 9/27/12 ¢ reviewed to determine appropriate
showed the resident had an indwelling catheter, evel of care. Any new residents
Further review showed the catheter bag needed ; : -
; - ¢ evaluated for
to be chanded 3 times per day, and “at least once dmitted ~ will b evaly

! at night." Review of the resident service plan

dated 2/27/12 showed the care of the indwelling

Id be performed by a “care partner.”
Interview with the administrator on 10/10/12 at
9:20 AM verified a care partner was a staff CNA.
The service|plan indicated the CNA would empty,
change andjclean the catheter bag for the
resident. Interview with the resident on 10/10/12
at 9:30 AM verified s/he was unable to

| independenliy care for the catheter stating, "I

, can't take cdre of it myself." Further interview with

l the adminlatfatar on 101012 at 12:30 PM

| revealad the level of care being provided o the

| resident wag viewed as assistance.

I
’ ' Lack of nursing medication review:

i (a) The assigted living facility core services
inchide the fallowing: {ix)(A) Registered Nurse
medication review every two (2) months or

i sixty-two (62} days or whenever new medioation .
! i§ prescribedor the resident's medication is
] changed;
I

| This REQUIREMENT is not met as evidenced by:

+ Based on staff Interview and medical record

; raview, the fagility failed to ensure a review of
medications was performed every sixly two days

{ or when madipations were changed or added for

| 8 of 10 sample residents (#1, #2, #8, #9, #10,

| #12, #13, #14). The findings were:

,’ Review of themedicat records for residents #1,
TH2,¥B, W9, #1D, #12, #13, and #14- showed no
: evidence thelimedication regimens were

f evaluated evely two months or when medications

ppropriate level of care related to
paring for catheters, An audit will be
leveloped and conducted by Wellness
Program Director RN to evaluate all
resident’s with catheters, and their |
ability to independently care for their Ii
catheters or have appropriate out-side |
services in place. :

presented to the Quality Assurance

(QA) committee at monthly meetings

for the next 3 months to ensure |

compliance. ; 12/10/20%
!

[
The results of these audits will be}

Medication Review will be done
when _medications are changed

and/or every two months,
i

Medications for residents #1, #2, #8{
#9, #10, #12, #13, #14 have beer]
! reviewed by an RN, All residents wil]
have a medication review completed
by an RN every 60 days as required,
The nursing staff have been educate
to this requirement. An audit wa
developed and will be used to ensurt

Wiyoming Dept of Healih, AginglDivision, Heaithcare Licensing and Suveys
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SALF| Continued From page 2 SALF  the 10" day of resident charts every
wera changed or added, Interview with the month to ensure the review is
administratdr on 10/9/12 at 3:30 PM varified no ompleted. Resuits of these audits will
medication {eviews had been perfarmed for any ¢ reported to the QA committee for
residents sifce thelr admissian, interview with eview of progress 12/10/2017
LPN #1 on 10/10/12-a1 2:40 PM also verified no ' : 1
medlcation feviews were performed for any
residents sihce admission,
Lack of admjission orders and/or history arsd ;
hysical; - . f
phy Admission_orders and history and !
(b) ResldentAssessment and Services. (ii) physicals will be obtained and filed |
Admission ofders, A resident shall be admitted n resident charts prior to move-in
only if accompanied by a history and physical ’
completed by a physloian or physiclan extender Dhvsic] .
i within ninety{ (90} days prior to admission. nystcian adrms?mn - orders  and
nistory and physicals are filed for
This REQUIREMENT Is not met as evidenced by: esidents
Based on medical record review, staff interview, iili#z’:?’#‘}’#g.’gg’#l 0’#12’#13’#.1 4'.
and review of policies and procedures, the facility olher resigents have a_dmlSSlOn
falled to ansire there ware physician admission prders and history and physicals. An
orders prior fo admission for 6 of 10 sample admission packet was develo
residents (2, #4, #5, #12, #13, and #14). In ensure that Eew residents will all)lega\tg
addition, the facility failed to ensure g history and -~ y s i
physicat (H&P) was performed prior to admission current  physician admission orders
for 10 of 10 dample residents (#1, #2, #3, #4, #8, and history and physicals. All staff
#9, #10 %12, $13, #14). The findings were: was educated on the above
1. Review of the medical record for resident #4 requirements.
showed s/he fmoved into the facllity on 9/23/12; L
howaver, thete were no physician orders until A chart audit is in place. The results of
;ggf;.:ib ':%W ;Vmogati;g(‘tﬁ:? P;gsmiﬂﬂ the chart audit will be presented to the
resident was . . .
racelving hosice vare, was an 8 'no QA committee at monthly meetings to
concentrated swests" diet, and Included unclear ensure compliance. - |12/10/207
orders relateq to physical therapy and '
occupational therapy. In addition, there were no
medications listed, The admlssion orders referred
to a hospice l|st for the medications; however, the '
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SALF Continimd From page 3

referred to medication list was not included in the
medical record. In addition, thare was not any
H&P included in the 'medical record for the
resident as of 10710112,

2. Review of the medical record for resident #12
showed s/hé moved into the facliity on 2/18/12
and moved out on 8/24/12, Review of the
physician admission orders showed they warg
dated 4/1212, almost two months after the date
the resident moved ‘into the facliity. In addition,
there wais no H&P avaiflable for this resident.

SALF

I 3. Review of the medical record for resident #14
showed s/he moved Into the facility on 2/20/12
and moved out on 9/21/12. Review of the closed
resident filg failed to show any physician

admission orders or any H&P,

4. Reviéw of the medical record for rasident #8
showed s/he moved Into the facility on 3/6/12.
Review of the entire rasident record showed no
evidence the facllity obtained admission physician

orders and there was ho H&P avallable.

5. Review of the medical record for resident #13
showed s/he moved Into the facility on 2/18/12.
Review of the physician admisslon orders
showed they were dated 4/12/12, nearly two
months after the resident was admlited to the

{ faciilty. tn addition, there was no H&P performed

for this resident.

6.-Review of the medical record for resident #2
showed sfhe moved into the facility on 2/2312.

| Review of the adiission physiciah orders,
Thowaver, showed thay were not wrilten unti
1112, almost five-months after the resident was
atmitted td the facility. In addition, there'was no -
H&P available in thie file for this resident.

Wy oming Dept of Floalth, Aging, Bivisian. Heaflhears Cicensing and Surveys
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7. Review of the medical record for resldent #10
showed sfhe moved into the facility on 3/19/12;
I howeaver, there was no H& in the record until.

4/6/12.

8. Raview of the medical record for resident #1
revealéd s/he was admitted to the facliity on
6/8/12 but had no HEP avallable in the record.

8. Review of the medical rasord for resident #3
showed s/he was admitted to the facility on
9114112 but-had no H&P available,

10, Review of the medical record for rasident #8
showed s/he was admitted to the facility on
8/26/12 but had no H&P performed.

1. interview with the administrator on 10/10/12 at
12:30 PM verlified admigsion orders were not
always obtalned. prior to admission, and that
H&Ps were facking. Further she verified unclear
orders needed to be clarified with the physician.

12. Review of the faclilly policy on admission and
discharge criteria, dated 10/10/11, showed
i "Residents will only be admitted based upon a
[ physiclan's or physician's assistant
order.. Admissions to the community are
accepted after...physician's orders, physician's
| history and physical (completed within 90 days
prior to admission), and nursing....assessments
| have-been met. Medication regimen and special |
| treatmignt orders will be verified at tivie of ,
| admission.”” .

Lacking immunization status/screening:

(b) (il) (A) Admigsion orders shall inctude an order
for T8 screening, influenza and pneumococoal |

< -y
b\»@’ .
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immunization status and orders for immunization
if required, unfess contraindicated. The facility )
must develop and implement policies and DTAL will develop and implement
procedures to ensure the following; policies and procedure to_ensure:
Reslidents, or their legal representative, are ident ':) “their """"‘"““l 1
! gicducated regarding the risks and benefits of resicents, Or nel eoal
these immunizations, representative, are  educated
The immunizations are offerad unless medically regarding the risks and benefits of
contraindicated or the resident is currently TB__ screening, influenza _ and
immunized, " T
If the resident is not vaccinated, the medical pneumococcal __immunization.
record must reflect the reason, such as medical . |Resident, _will _ be _currently
contraindication or refusal. immunized unless contraindicated
. Ty ‘ by physician. Documentation will be
This REQUIREMENT is riot met as evidenced by: in resident chart:
Based on medical record review, staff interviaw,
and review of facility policies and procedures, the - Policies are in place reflecting the
facility failed to ensure physician admission above. Nursing staff was educated on|
orders included tubercutogis (TB) soreening, and the Polic 127102012
influenza and pneumococcal immunization status e rolicy. iy
{ for 10 of 10 sample residents (#1, #2, #3, #4, #8, |
#9, #10, 12, #13, #14). The findings were; Residents #1.4#2.#3,#4#8,#9,#10, #12,
i ' . #13, #14 immunizations are complete,
g; lv#%wﬂ ‘3;@3?;;’? (') r;ﬁgrdﬁifgr;nggg‘}ts ", noted, and filed in their respective
showed no evidence of immunization status for charts.  All  other  resident’s
influenza, pneumonia, or TB screening. Further immunizations are complete as well
| review of the medical records showed na Education on immunizations was
education of the rigks and benefits of ided to all resident d theil
| Immanization were provided to the residents or brovided to - all residents an
i familles, no influenza or pneumococesl vaceine families.
| was offered to the residents, and no TB testing ,
| was provided. Interview with the administrator on A physician immunization orde}
10/11/12 4t 11:10 AM verifiad the immunization form 151 the “admiseics rokof” 1)
status of these residents was not obtained, nor orm 15 1 the “admission packe j‘
was education provided to residents' or families, ensure compliance. An audit is i
and no testing or Immunizations were offered. place and will be presented to the Q
' : committee at the monthly meeting, 12/10/2412
Lack of assessing mental and physical change: it y & | !

Wyoming Dept of Health, Aging Division, Healthouare Ticensing and Stirvays
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SALF )| Continued From page 6 SALF
Resident _assessments _ will b
(b) (iv) Frequency of assessment, An assessment conducted one week prior i
must be conducted: (B) Immediately upon any - - e
1 significant change in the resident’s mental or m"'}_s'owd “,mm ’anv significant
! physical condition; change .in_resident’s mental
| physical condition,
| This REQUIREMENT is not met as evidenced by
| Based on medical record review, staff interview, As&ssnzents were completed  for
and review of policies and procedures, the facility resident’s #2, #3, #9, #13. All other
i failed to ensure medical and/or physlcal lssues resident charts were reviewed for
were assassed in a timely manner for 4 of 10 required assessments and have bedn
sample residents (#2, #3, #9, #13). The findings o ocxln leted
L were: P )
| 1. Review of the madical record for rosident #13 Use of “change in condition” forin
i showed s/he was admitted to the facility on as implemented for nursing staff 1o
: 2118/12. Further record review showed s/he had 1‘:’ o t P sure compliance Aﬁ nursi
| diagnoses including congestive heart failure, S¢ 10 cusure comp . ursing
i aplcal hypertrophic cardiomyopathy, and chronic staff were educated on this assessment
i obstructive pulmonary disease. The foliowing compliance process.
| concerns with a change in condition and new or :
additional phyalcian orders were identified; ! - i
&, Review of the physician's admission orders. A chart aud‘lt will be done b}’ We].lnexss
stiowed an order for & low salt diet, less than Program Director. Information will be
! 1200 milligrams per day. However, review of the presented to the QA committee at its
; 3/23/12 assessment showed sihe was provided a monthly meeting. L 12/10/20
r regular diet. Interview with the administrator on y meeting E 012
I 1011712 at 11:10 AM verified there were no
r dietitian notes to address this resident's spacial
; diet. She also verified the resident did receive a
i regular diet while In the facility.
j b. The physician ordered daily weights on
i 4111112 due to exacerbation of the resident's
i congestive heart fallure, However, review of the
1 medical record showed no evidence weights were
i taken daily,
i ¢. Review of the medical record showed s/he
; had diagnoses including anxiety. Review of the
: admission physician orders showed an order for
d
Wyomlng Dept of Health, Aging Division, Healthcare Ticensing end Surveys :
STATE FORM Ll HS2T11 If confinugtion sheet 7 of 25
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SALF | Contimued From page 7

|
| Xanax (antianxiety) 0.25 mg twice daily as

naaded. Review of the April 2012 MAR shiowed
the resident was administered Xanax 19 fimes.
Further review showed no evidence the resident's
level of anxiety weas re-assessed after the Xanax
was administered to determine the effectivensss
of the medication 14 out of the 19 imes it was

| administerad. Interview with the administrator on

[ 10411112 at 9:20 AM verified-no re-assessments
wera performed but should hava been.

2, Review of the medical record for resident 49
showed a physician's order dated 10/0/12 for
; daily welghts. Review of the entive medical record
! showed no evidence the resident's weight was
i obtained on 10/10/12 or 10/1112. Intetview with

I LPN#1 on 10/11/12 at 10 AM revealed the order
was hew.and had not yet been implemented. tn

addition, review of the 6/21/12 physiclan's orders
| for this resident showed an order to chack hisfher
temperature every week. Revigw of the October
2012 MAR showed no evidence the resident's

temperature was checked as scheduled on
10/9/12. Interview with LPN #1 on 10M0/12 at
240 PM rovealed both the facility thermemeters
wers broken on that day and as of 10/11/12, the

| 3. Review of the nursing communication notes for
! resident #2 showed sfhe complained of chest
pain on 8/27/12, Review showed hisfher vital
signs were oblained and ware within normal
limits, however, there was no evidence the
resident was monijtored or assessed again until
two days latér on 8/29/12. Interview with the
administratcr on 10711712 at 9:20 AM reVealed
staff should not have waited two days to follow-up

.1 on the resident's complaints of chest pain,

4. Review of the admission physiclan's orders for

thermometers had not been repaired or reptaced.

SALF
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} resident #3 showed s/he had diagnoses including
{ diabefes, hypertension, hypothyroldism, and
! Alzhelmer's disease. Further review showed
orders for weekly welghts, and daily blood
pressure (B/P), temperature and pulse readings,
Review of the MAR/TAR for Septamber 2012 and
Octobsr 2012 showed these orders were not
followed as written, The deflclancies were as
follows:

a. The resident's puise was not obteined on
i 811912 and 9/26/12 gccording to the vita! sign
i flow sheet for Saplembar 2012. In addition, the
pulse was not obtained on 107112, 10/2112,
10/4/12, 10/5112, 10/6112, 1018112, or 1010412
according to the MAR/TAR for October 2012,

b, The resident's temperature was taken only
on 10/3/12, not daily as orderad.

firs two weeks of admission.
| d, The resldent's B/P was not obtained on
seven days, from admission on 9/14/12 through

10/6/12

Interview with LPN #1 on 10//111/12 at 10 AM
verified the physician's orders wers not followead

j as written.

1' 5. Review of the facility policy and procedurs on
[ admission and discharge criteria, dated 10410711
I showed “11, The nursing staff impleaments the
care plan....g. re-assessmant to ba inltfated

« immediatély upon any significant change in the
resident's mental .or physical condition.”
According to the Wyoming Nursing Practice Act
of July 2008 and the Administrative Rules and

' Regufations of November 2003, page 3-6,

[ nursing must function under the dirgction of a

- licensed physician,

Lack of medicalion management assessments:

¢. The resident's weight was not obtalned the

SALF
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included an antipsychotic medication olanzapine.
Review of the orders fefled to show any
recommigridation or order refated to how
medications should be managed for this resident.
Review of thiz in progress® rasident assessment |
signed by the lcensed nurse on 3/18/12 showed
the resident reported s/he was independéntly
taking medications while living alone; howaver, |
the family had concemns "wondering if medication.
adminjstration has been adhered to. propery.”
The assessment also showed the resident would
require “employee partners assist/administer

- madications-up to 3 [times) pei day with 4 or

| fewer medications per pass.” Furtherreview of

| the medical record failad to show any final
assessment or a resident service plan;, Tha
following cancams were: identified related to
medication management for this resident;

12/05/2012 16:50 FAX
I f 1
SANS
\"J o
N PRINTED: 10/24/2012
FORM APPROVED
VeV,
[ STATEMENT OF DEFICIENCIES - ‘ ' {X3) DATIE SURVEY
{ AND PLAN OF CORRECTION P L CLIA i’“g J:mg“ﬁ CONSTRUCTION O e
B. WING G
- ALF026 ' ) 10/11/2012
NAME OF PROVIDER OR SUPPLIER | STREETADDRESS, CITY, STATE, Zii* CODE
| DEER TRAIL ASSISTED LIVING ROK Gt s2001
D | SUMMWARY STATEWENT OF DEVICIENGIES O PROVIDER'S FLAN OF GORREGTION o
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY PULL PREFX (EACH CORRECTIVE AGTION SHOULD BE coMPLBTE
TAG REGULATORY OR LEC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE DATE
: : ) DEFIGIENGY) -
SALF | Confinued From page 9 SALF d’[
(bX(il) The Regstorad Nurse shafl make an inial | edication o Maiq.%g‘%m__m{:
assessment of the resldent's nesds, which ssessments will be completed and
describes the resident's capabifity to perform gintained in each resident chart:
ADLs and notes all significant impalriments in '
functional capabillty. (A) Intlal assessment, A A medication form for assessing
currefit aésassment shall be maintalned in each . - ak
redident's file, esw‘!ent. ability to take own
(B) The agsessment shall inciude ot least the medications has been used to evaluate
following information: (Xi) Medication regimen. resident’s #9, #10. All other residents
o that are self-administering medications
This REQUIREMENT is not mat ag Gvi.denced by were evaluated as well by the RN,
Based on medlcal record raview and staff
interview, the facl!ltydfalle;d to ensure medicstion Staff was educated on comptiance for
management was adequately assassed for 2 of medication management assessments,
10 samiple residents (#9, #10). The findings were: edication & ,
1. Review of the medical record for resident #10 A medication management audit is in
( Showed s/he moved into the facility on 3/19/12, place. This information will be
T;‘]B Ph}':i‘“ﬂ"‘ ﬁgm':giolg %dﬂrsd?'lhgg 1 9{ ;lzh presented to the QA committee at the
showed the resident had 10 madications whic monthly meeting. lz/lo/za 1z
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a. Review of the 4/261M2 nurse's note showed
the resident would be allowed to self-administer |
medications under nurse supervigion. However,
| there wais no evidence of any evaluation or
| assessment to show this was a safe method for
: medication management,

L b. Roview of an 8/5/12 late entry nurse's note

.’ for 8/3/12, showed the resident experienced a

+ medication error, The note showad the resident
received PM medications in the AM and the AM
meds in the PM.

¢. Interview with LPN #1 on 10112 at 9;15.

| AM verified the resident's medications were kept

I by nursing, During medication passes, they would
deliver the medications to the resident who then
opened the boltles and self-administered while

[ nursing staff observed. The LPN also verified

| there was nothing documented ralated to this

| resident's medication management plan. In

‘ addition, she was unaware of any investigation
dene In relation to the medication error in August.

1 2..Observation of & medication pass on 10/8/12 at
; 5:30 PM revealed LPN #1 placed a medication

| cup with three medications Including Metoprolo
{antihyperiensive), Claritin (for allergies) and
Allopuringi {for gout) on the table for resident #9
and then walked away. Interview with the LPN at
:40 PM on that same day reveated she always
left medications at the tahle for the resident
because sthe was particular about taking them

| whenever s/he wanted. The LPN sald she usually
wam back periodicaily fo check to make sure the
resident took the medications. Review of the

i undated service assistance plan showed the
resident required employee parthers to adminlister

madications,

Lack of resident assistance plans:

{44 ID I SUMMARY STATEMENT OF DEFICIENQIES o PROVIDER'S PLAN OF CORREGTION (X8
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REBULATORY OR LSG IDENTIFYING INFORMATION) JAG ;  CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENGY)
SALF | Continued From page 10 SALF

Wonding Dept of Health, Aging DMs!én, Healthicare Licensing-and Suiveys
STATE FORM. : - '

a0E0

H82T1

- ifcontinualion sheet 11 of 28



12/05/2012 16:51 TAX i?0013/0025

-~ ; \ K’L,
3..\("’ PRINTED: 10/24/2012
' ' A\ FORM APPROVED
Healthcare Licensing and Surveys
STATEMENT OF DEFICIENGIES X1) PROVIDERISUPPLIERICLIA (X3) DATE SURVEY
T AND FLAN OF CORRECTION &1 IDENTIFICATION NUMBER: (X2) MULTIPLE GONSTRUCTION COMPLETED
A BUILDING c
B, WING
ALF026 10/11/2012

| STREET ADDRESS, ITY, STATE, ZIP CODE

1 NAME OF PROVIDER OR SUPPLIER
2360 REAGAN AVENUE

DEER TRAIL ASSISTED LIVING ROCK SPRINGS, WY 82501
a0 | SUMMARY STATEMENT OF DEFICIENGIES P PROVIDER'S PLAN OF GORRECTION (61
PREFX {EAGH DEFICIENGY MLIST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
SALF| Continued From page 11 SALF

{b) (vi} Resident assistance plan,
(A) An RN shall develop an assistance plan for

aach tesident.

This REQUIREMENT is not met as evidenced by
e ellness Progra Director

Based on medical record review and siaff (RN) will develop an assistance plan

interview, the facility failed to use the resuits of ,
the nurge assessment to develop an for each resident:
individuaiized resident service/assistance pian for

2 of 10 sample residents {(#10, #13), The findings The Wellhess Program Director
were: (RN) has done care plans for
1. Review of the medical record for resldent #10 resident’s #10, #13. All other residents
showed sfhe moved into the facillty on 319/12. have care plans as well. Staff was
Review of the resident assessment showed it was educated on the use of the care plans.
dated by the RN on 3/16/12 prior to the resident
moving in, and was "in progress.” Interview on .

g b A care plan log was developed for usd

10/10/12 at 12:30 PM with the administrator, who

was also the RN that completed the initial by the staff to ensure care plans ard

assessment, verified a re-assessment was complete and updated as needed.

neaded for this resident and a service plan was

yet to be developed. The administrator/RN also , . i
acknowledged there were other residents that A review of the log will be made anc?

were in need of re-assessments and service presented in the QA committee. i 12/10/2(
plans. *

2. Review of the medical racord showed resident
#13 was admitted {o the facility on 2/18/12,
Raview of the admission physician orders
showed s/he had diagnoses Including atrial
fibrilation, congestive heart failure, lower
extremity edema, hypokalemia, generalized
anxiety, and hypo magnesia, Review of tha entire i
1 medical record showed no evidence & service
plan was developed or implemented during
his/her entire three month stay to address his/her
chronic disease state or to plan for hisiher care
needs. Interview with the administrator on

i 10/11/12 at 11:10 AM verified there was no

I
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: service assigtance plan for this resident, /
! 3. Review of facility policy on admission and
* discharge oriferia, dated 10/10/11 showed "The An RN shall be respongible for the
f g;?g"gﬁp;; gerg: g;‘fgtﬂ?” shall deveiop a supervision and management of all
' @ ent medication administration  as|
+ Medication Administration issues: required by the Wyoming Nurse
() Medicatiobs. (v) Medication Adminstrt Practice Act, and the Wryoming
caliogs. (v) Medication Administration ursing Rules an
(A) An RN shiill be responsible for the Qggrcli " Of“ Nusing B
supervision ahd management of all madioation Regulations:
administratior] as required by the Wyoming Nuree
| Practioe Act, and the Wyoming Board of Nursing The Wellness Program Director (RN}
I Rules and Rapulations. has reviewed the current physician
| This REQUIREMENT is not met as evidenced by: medication orders and medications
: for resident’s #2, #8 and has observe
:I Based on obsprvation, medical record review and the medication pass on these resident
: staff interview, the facility failed to ensure The same has been done for all othdr
' medications were administered per physician i
; order and accgrding to nursing standards of residents. ,
| practice during one of one medication pass. This ,
failure affected sample residents #2, and #8. The DTAL staff has been trained 0[11
findings were: medication management. i
! 1. Observation|of a medication pass on 10/6/12 . ..
showed resideht #8 was administered Ocuvite An audit tool is in place to comp y
f fey? ;itamin)l b)let. Me}l?proloi o) 2ol with physician medication orders. This
anti-hyperienstve) 50 milligrams (mg), and Zoloft ; N ‘ she ith th
’ {antidepressan]) 60 mg at 5:20 PM. The resident information .W'H bt:’ tbhﬁcc’ W nthﬁe
j also had Xalatdn 0.005 % eye drops for QA commitiee at the monthly
i administration, Review of all physician orders meeting. tzfro]zorp.
| showed no order for the Xalatan eye drops,
: Couvite, Metoptolol, or Zoloft. Interview with the
| LPN on 10M0/1R at 2:40 PM revealed this
; resident's medigations were originally provided by
. & home hegdth ggency so there were no
i admission ordefs for medications, She said they
i obtained a list fiom the home health agency when
A'yoming Dept of Heallh, Aging Dfvision, Healthcare Licensing and Surveys
STATE FORM a0 HS2T 11 If continuation sheet 13 of 25
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i never ealled thé physician to verify the list of

| medications from the home health agency. She
aeknowledged there were no actual physician-
orders for the Metoprolol, Zoloft, Xalaton eye
drops, or Oouvite that were administered,

2. Review of the admission physiclan orders

dated 7M1/12 for resident #2 showed an order for.

an Exelon pateh daily to treat memory loss,

Obhservation during medication pass on /62 at

5 PM revealad the resident had no Exeion pateh

applied or in place. Interview with LPN #1 at on

10/10/12 at 2:40 PM revealed the resident was

neton an Exelon patéh. Review of the October

2012 MAR showed no Exelon patch was listed as

a cument medication. However, review of the

medical record showed no physiclan order fo

| discontinue the Exelon patch; Interview with-the
LPN on 1011012 at 2:40' PM verified there was no
physiclan's order to discontinue the medication
and she wag unsure why it had baen. In addition,

{ review of the October 2012 MAR showed the

| resident received aspirin 81 mg dally. Mowever,

| review of the medical record showed no

| physiclan's order for the daily aspirin,

,1 3. Accarding to the Wyoming Nursing Practice
Act of July 2006 and the Administrative Rules and |
Regulations of November 2003, page 3-6,
nursing must function under the diraction of a '

-licensed physlcian. - ' W

| Lack of individual resident records:

(e} Resident Records and Reports.

Each resident's régords shall be current,
organized and maintained in individual folders
which shall be made avallable to the resident, the

‘ .;ﬁ;ﬁ%ﬁ%ﬁ@m@@mﬁs {X1) PROVIDER/SUPPLIER/GLIA {X2Y MULTIPLE CONSTRUCTION ) ?gﬂ%ﬁé’%ﬁw
‘ ARG,  TegET DENTIFICATION NUMBER: A BUILOING ; .
— Tt e R T 026 0 B. WING 10/11/2012
T NAME OF PIRAOMBERGR SURMLIER bet tawi oo STREET ADDRESS, GITY, STATE, ZIP CODE :
» " : 2360 REAGAN AVENUE
DEER TRAWASHETIER LN ' ROCK SPRINGS, WY 82001
o 1D BUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORREGTION | ity
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL | PREFIX {EACH CORRECTVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROSS-REFERENCED TO THE APPROPRIATE OATE
D -
SALF | Continued From page 13 SALF |
the facility began to administer the resident's e
médications, However, the LPN said the facility An individaal chart (record) will be

kept for each resident

One chart each for resident’s #1, #2,
#3, #4, #8, #9, #10, #12, #13, #14 is
kept in the nursing clinical room with
all information required by Chapter
12. Each resident has an individual

- chart with the information required by

Chapter 12,

All staff has been educated thai an
individual resident chart is required by
Chapter 12

The Wellness Director, RN has
created an individual chart for each
resident and reviewed for
completeness.

Chart audit is in place for compliance,
This information will be shared with
the QA committee at the monthly
meeting. 12/10/2012
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; Licensing Division, or designated representative
I UpON requaest.
( (i) Esach folder shall include the following: (D) AW
atcidents, injurles, Incidents, ilinesses, and
allegations of abuse, neglect or axplottation shall
be raported to the résldent's family or responstble
party and be documented in the individual
resident records. All.such occurrences shall also .
be reported to the appropriate enlity for follow up
and resoiution. Repotts of all incidents affecting
the health, welfare or safety of a resident shall be
provided to the Licensing Division inmediately
{within one business day). Reporting shall be
| done by telephone or fax. The facllity's
{ Investigation of the incident shall be reported to
the Licansing Division and the Long Term Care
Ombudsman within five (5) working days.
i-[Jocumentation to-support the facility reporting the
I situation and follow up must also be prasent in
the resident records;

This REQUIREMENT Is not met as avidanced by:

interview, the facllity failed to ensure regident
records were complete and contained in an
!indivigual flle for 10 of 10 sample residents. In
| addition, 2 of 2 known resident incidents were not
I reported (0 the state licensing and survey agency.

| The findings were:

| Based on medical record review and staff

i Review of medical record information for sample
residents #1, #2, #3, #4, #8, #0, #10, #12, #13,
and #14 showed there were two records kept for
edch regident. One file per resident was
maintained in the administrator's office, another in
the nursing office. The resident fila in the
administrator's office contained the nursing
assessment and the resident service plan, along
with ather resident information. The resident files

]
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the nurses kept did not consistently include the.
i assessment of the service plan, and there were

no nursing notes in elther file. Further review
showed a spiral natebook labeled nursing
communication. Review of this book showed
there were clinical riursing notes chronologically
by date for all of the residants. Interview with LPN
#1 on 10/10/12 al 2:40 PM verified the clinfcal
nursing notes were not kept in the ndividual
rasident records. '

Lacking documentation on Incldents:

1. During an intetview with the administrator on
10/6712 at 3PM, she revealed the facility did not
maintain an incident log. Howaver, the
administrator revealed there was one case of an

(#12). Review of email correspondence dated

8/9/12 and 8/10/12, the only documentation
| related to this case, showed-an investigation had
been started and involved the adult-protective
services and the state ombudsman office. There
ware measures put inle place fo protect the
resident during the investigation; however, a
conchision was not evident. In-addition, the
required report and follow up to the state
licensure agency was not done. Review of fhe
rasident's record falled to show any information
related to any Incident raport. Interview with the
adminjstrator on 10/9/12 at 3 PM tevealad she
was not aware this allegation neaded-to be
reported to the licensing and survey agency.

2. Review of the nursing communication notes for
-resident #1 showad on 9/24/12 a brulse of
unknown origin was discoverad on hisfher right

1 arm. Further review of the notes showad
administration was notified. intérview with the
administrator on 10/11/12 af 9:20 AM revealed

allegation of financial abuse involving a resident o

Reports of all incidents affecting the
health, welfare or safetv of a
resident shall be provided to the
Licensing _ Division immediately
within one business day). Reportin

shall be done by telephone or fax.
DTAL’s investigation of the incident
shall be reported to the Licensing
Division and the Long Term Care
Ombudsman_ within _five working

davs. Documentation fo support
DTAL’s reporting the situation and

follow up will also be present in the

resident records.

Documentation of incidents on
resident #1, #12 is complete, All
future incidents will be documented
and reported as required

All staff was educated on Chapter 12
requirements for incidents,

Incident log is in place to track
reporting of incidents. Results will be
shared with the QA committee at the

monthly meeting. 12/10/2012

|
{
|
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she was aware of the bruise and an investigation
was performed; however, there was no
documentation of the investigation and the
Incident was not reported (o the healthcare
licensing and survey office.

1 Lack of implementation for resident grievance
process:

{9} Griévance procedure .
The written grievance procedure shall establish g
system of receiving, reviewing, and afleviating
concerns, complaints and allsgations of resident
rights violations, and poor service provided to
inctude, but not limited to:

Resident's method to express and document
griavances; :
Documentation of the provider's response to
verbal and written resident grievances;

List of agencies, with address and telephone
humbers for resident fo contact If griavances are

[ not addressed satisfactorlly (e.g ., Siate Long

- Term Care Ombudsman and the Depart of health,
Office of Licensing and Surveys): and

The facility shak provide written reports of the

i grievances and resolutions to the Qmbudsman
and the Licensing Divislon within ten (10) days
after the grievance is filed.

The written grievance procedure shall be posted
In a conspicuous plage within the facility.

‘| Based on obsarvation, staff interview, review of

information provided to residents upon
admission, and review of facility policies and
procedures, the facility falled to ensure a process
was in place for residents to voice grievances and
récommend changes in polices and services. The
census was 11. Thie findings were:

This REQUIREMENT is not met as evidenced by:

DYAL will_implement a process

whereby _ residents cam  voice
grievances and recommend changes
in policies and services by:

DTAL has Grievance Policy with
Procedure, Grievance procedure is
posted at the reception desk. All
residenis are informed of the
grievance policy/procedure during the
admission/ lease process and given a

copy.

DTAL staff has been educated on the
Grievance Policy and Procedure.

The Life Enrichmemt Director
facilitates  the Resident Council
meeting monthly. Minutes are taken
and filed. Minutes will be shared at
the QA monthly meeting to ensure all
concerns and grievances are followed
up on. This process for reporting
gricvances was reviewed with the
residents at the resident council
meeting

12/10/2012
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SALF| Continued From page 17

1. Observation of the notice posted in the tobby,
near the reception area, showed the state
fioensure and survey agency name, address, and
number were not included. In addition, the '
posting did not include the steps a resident could
 take In filing & written grievance. Aocording to the
f facility policy and procedure, developed 10/10/11,
A"Grigvance” form will-be kept at the reception
desk at all times. However, interviéw with the
receptionist on 10/9/12 at 2:30 PM revealed she
was unaware of any forms or that there were
supposed fo be forms for residents to file a
grievance. Review of the admission information
given to resldents upon admisslon coritained the

SALF

same information as the posted notice which was
j incomplete. oo

’ ;' 2. Review of fachity documents showed a
resident counci! meeting wias estatilished for
residents to address concems they had. These
mexetings were coordinated by the fife enrichment
director and were schaduled to meeton's
monthly basis. Review of the resident council
minutes showad meetings were not held in May,
June, or August of 2012. Review also revealed no
evidence issues brought up were addressed or

resolved. For exampie, review of meeting
! minutes, undated, showed residents stated thay
1 would fike to have heated plates for thelr meals.
! Continuéd review showed no evidencs this
raquest was followen up or deted upoh. Review of
these same undated minutes showed one
resident had missing tems from hisfher
apartment. Further review of minutes again
| revealedno evidence this issue was investigated
or resolved. Interview with the administrator on
10111712 at 11:31 AM verified there had been
months wheh rasident council meetings were not

held because of turnover in staff, The

Wiraming Dept of Health
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administrator also verified there had not baen DTAL _will _contract with 4
good follow-up to restdent concerns that may Registered  Dietician _who _will
have been brought forward in meetings. approve _written menus, dietary
- . modifications, special diet needs, |
Lack of registered dietitian invelvament: Jan_individual diets. and provide
(i) Food Service and Nutrition guidance to dietary staff in areas of
{1 Assisted Living Facilltios that choose to admit preparation, service and
residents who need therapeutic or mechanicaly S :
maodified diets must employ or contract with a Mﬂm’ T Th?{; w!!‘l . be —4
Registered Dietitlan who shail approve written minhmum of monthly onsite review
menus and dietary modifications, approve special of dietary services.
diet needs, plan Individual diats, end provide
' guldance to di-at.a{y staff in areas of preparation, DTAL has a contract with
service, and monitoring. The frequency of visits Is |, - e
determined by the residents' rieeds and the Registered  Dietician. Th‘f RD  hag
competency of the dietary staff but must include reviewed the physician’s  dictary
1 at least 2 monthly onsite review of dietary requirements for residents #4, #13,
; services. _ #10 and created individual dietary
! This REQUIREMENT is not met as evidenced by: cards for these residents for use by the
' kitchen staff. The RD has alsg
Based on medical record review, review of reviewed the physician’s dietary
colnsulta_nt. reports, and staff intewta;v, the facility orders for all other residents and
failed to ensure special physician ordared diets s ' .
were provided for 3 of 3 sampie residants with created dietary cards for each resident,
spaclal diots. The findings were:
' R Fthe oh - ’ DTAL staff has been educated on thq
. Review of the physician's admission orders for ter 1 vistered fafiolan.
resident #13 showed an order for a low sait diet, (‘Iha;.a -e t2 Registere Dieticias
less tan 1200 milligrams per day, However, requirements.
review of the 3/23/12 assessmant. showed the
resident was on a regular diet. interview with the A monthly chart audit is in place b
administrator on 10/11/12 at 11:10 AM verified the RD. Diefary requirements f
thers were ho registered dietitian (RD) notes to . - :
address this resident's special diet, She also residents will be given to the Q4
verffied the resident recaived a regular diet while commitiee at the monthly meeting. | - 12/10/2p12
in the faciity. .
2. Review of the 10/4/12: physician orders for
Wyoming Dopt of Health, Aging Division, Heallhoars Liensing and Survaye
STATE FORM . ’ LU HS2T11 W cantinuation sheet 15 of 25
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SALF! Continued From page 19 SALF .
{ resident 44 sh pdg ratod . The kitchen and dining area shall be
i restdent #4 showed a "no concentratod sweets” : :
[ diet order. Review of the resident assistance plan: kept _clean an_d sanitary__in
[ showed the diet was "régular” not requiring any accordance . with st_q.gn_:(j_gxgg
| alteration. ¢stablished in the eurrent edition of
. » FDA Food Code. DTAL will comply
3. The admission physician orders dated 3/19/12 by:
for resident #10 showed an order fora "no Y _
concentrated sweets” diet, Review of the record . . , i
showed there was not any sirvice plan, or any DTAL has hired a Certified Dietary
further dosumentation related to how this Manager (CDM) as of October 29,
resident's diet needed to be modified.
| 4. Review of the registered dietitian reports for Food in the kitchen areas are dated
April, May, August, and September 2012 (there and labeled correctly
were no June and July reports) showed the RD :
made comments related to cleaning and : : T
sanitation issues in the kitchen and dining-rooms. C]qal mng logs. are fn place to maintain
Hewever, the reports did not show any mention of sanitary conditions,
f specific residents or any special diet orders and
needed modifications, Kitchen staff have been educated on
| 6. tnterview with cook #1 on 10/11/12 at 11:15 AM Chapter 12 requirements. Informatior
i verified they dict not have any spedial diets, and wil be shared at QA monthl;
there were nof individualized diet cards, The meal meetings.
service system used was for staff to ask each
resident thelr meal preference from the options : : - 3
availale and the portion size they would fike prior The RD is available to the CDM by e
1 each meal, mail or phone if needed between RID
' visits. 12/10/2(
¢ Lack of sanitary conditions:
() Food Service and Nutrition
{vi} Tha kitchen and dining area shall be kept
clean and sanitary in accordance with standdrds
established in the current edition of FDA Food
Cade. The dining area shall provide suitable
furniture and adequate space to comfortably seat
all residents. '
This REQUIREMENT is not met as evidenced by:
Wyoming Bept of Haaﬂ"h, Ag'insj Division, Healthcare Licensing and Surveys L
STATE FORM : oesn HB2T11 If condinvatlon sheet 20 of 25
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SALF { Continued From page 20

Basad on observation and staff interview, the
I facility failed to ensure sanitation and food safety
measures in 2 of 2 kitohens. The findings were;

: 1. Observation on 10/9/12 at 2 PM In the memory
l care Kitchen and at 2:35 PM In the main kitohen:
; showed unlabeledflated faods being stored in
refrigerator units. In the memory cere kiichen
refrigerator there were two bags of an unknown
product labeled with a resident name but no date.
There were also two bowls of what appeared o
be lce oream or butter that were not coveraed,
dated, or lsbeled. In the main kitchen walk-in
: refrigerator, there was a container of orange
gelatin with fruit thet.wags not covered or dated. In
. this same walk-in, there was a containgr with 12
hardboiled eggs that was labslad “bolled eggs
9/28/12" Interview with cook #2 on 10/9/12 at
| 2:40 PM verified the date indicated when the foog
was made, and the eggs should not be kapt for
| more than one weesk. The cook then threw out the
eggs which had been in the walk-in and available
for consumption for 11 deys. According te Food
Code 2009, U.8. Public Health Service: 3-501.17
i “(A) ...refrigerated, raady-fo-eat, potentially
hazardous food (fimeftemperaturs control for
safely food) prepated and held In a food
establishmient for more than 24 hours shall be
clearly marked to indicaté the date or day by
| which the food shall be consumed on the
premises, sold, or disearded when held at a
temperature of 5°C (41°F) or less for a maximum

I of 7 days."

2. Observation of the main kitchen on 10/9/12 at
12,35 PM revealed tha removable hood vents
located above the rangeffryer unit were in need of
‘cleaning. There was a noticedble bulld-up of
‘grease and dust on the vents. Interview with the
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SALF{ Continued From page 21 SALF
J dietary manager on 10/11/12 at 10:10 AM veritied
the hood vents were on a cleaning schedule and

they were scheduled to be cleaned once per
-month, She was unsure of the last time they were
cleaned, According to Food Code 2009, U.S.
Public Health Service: 4-601,11"...(C)
Nonfood-contagt surfaces of squipment shall be
kept free of an accumulation of dust, di, food
rasidue, and other debrig.*

Lack of qualifications for dietary manager;

(i} Food Service and Nutrition

(I}{A) Day to day réesponsibilities for food
production and management of the dietary
services shall be assigned to a person.with
nutrition and food service management
experience squivalent to that of a Cartified

Dietary Manager.

| This REQUIREMENT is not met as evidenced by:

Based on staff interview and review of enrollment
information, the facllity falled to ensure the
minimum qualifications were met for the dietary
managar. The findings were:

Interview wilh the distary manager on 10/11/12 at
10:10 AM revealed she did not meet the
requirement for being a certified dietary manager. |
Howaver, she verified she was enrolled in a
cartification program at that time. Review of the
course information materials showed the
manager was enrolled in the Universily of North
Daketa course as of 5/8/12, The expectad
completion for the course was estimated to be

twelve months.

Lack of quality improverment program:

Wyoniing Dept of Heallh, Aglng Divislon. Healthcam Liconsing and Survays
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{) Quality Improvement,
(i) The facility shail have an active quality
| improvement program to ensure effective
i utitization and delivery of resident care services, DTAL will have an_active quality
(B) The quailty improvement program shall fs " .
encompass a review of all services and programs LHDIovement program:
provided for all residents. The program shall
| have: DTAL has implemented a QA
{ (1) Awriiten description; program with a written plan
() Problam areas identified; Lining h obl il
' (lit) Monitor identification; outlining how problem arcas wi
[ (V) Frequency of monitoring: be identified, how data will be
) ) collected and analyzed, how
gh'e REQUIREMENT was not met as evidenced interventions will be developed
v: _ and implemented, and the
Based on staff interview, no quality improvement frequency of monitoring to sustain
program was currently in piace. The census was improvement. A QA committee :
| 11. The findings were: was established and is responsible |
Interview with the administrator on 10/41/12 at for the oversight of the QA
9:20 AM revealed the facility had no written program. The Commiitee will
quality improvement program description, no meet weekly until well established;
problem areas identified, no monitoring Members of the QA commitiee
identification or frequency of monitoring include the adminisirator. th
established. She sald the only thing the facility did memac the administrator, the
| eurrently was meat every Friday to talk about _ wellness program director, the
| goals accomplished aind set priorities for tasks to Assistant Administrator, the
do the following week. certified dietary manager, the
Lack of required policies and procedures: man}tgnanclc dlreqtor, and the
administrative assistant, The
(m) Facility Policles and Procadures, administrator will serve as the
(i) Management shall develop policies and coordinator of the QA program.
- procedures that are available to residerits and Minutes of the fi il be
staff, including but not limited to: mntes ol the meetmgs will |
(O) Incident reports; written and maintained. All cited
(RY Identification and notification of change In - deficiencies will be included in the
residents condition; QA program for correction and
sustained improvement. /2 [ / D/ 202
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Based on review of policies and procedtires and
staff interview, the facility falled to have all of the
required policies and procadures in place. The

i findings were:

| Interview with the administrator on 16/11412 at
11:10 AM verified the facliity did not have policies
and procedures regarding incident reports and
identification and notification of a change in a
resident's condition.

Section 10. Secure Damentia Units.

Lack of required education/training:

{c) Level 2 Direct Care Staff,

’ In addition to meeting all other requiremants for
direct care staff stated in this Chapter, assisted
fiving Level 2 direct care staff must receive
| additional documented training in:

l {i) The facility or units philosophy and approaches
{ to providing care and supervision of parsons with

i gevere cognitive impalrment;

{ii} The skills necessary to care for, intervena, and

, direct residents who are unable to Independently
! perform activities of daily living;

1 (i) Techniques for minimizing challenging
behaviors:

| {A} Wandering;

' {B) Hallucinations, lllusions, and

[ delusions; and

; '{C) Impairment of senses;

f {iv) Therapeutie programming to support the
| highest level of residents function including;
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SALF | Continued From page 23 BALF
The REQUIREMENT was not met avidenced by:

DTAL will have all required policies

and_procedures to_include incident

reports and identification and
notification of change in_resident’s
condition

All required policies and procedures
are in place,

A new-employee orientation agenda is
in place. New employees #1, #2, #3,
#4, #9, #11, #12 have been oriented
and documentation 1is in their
individual employee file.

Employee education is part of thd
Quality assurance plan

DTAL_will comply with need foy
additional documented training foﬁ

Level 2 direct carve staff by:

DTAL has a coniract with a statd
recommended  Alzheimers/dementia
expert to provide the required training
for staff, DTAL also uses inservices|
DVDs and internet sites for continuing

Pol2

| {A) Large motor activity, education. All nurging staff s
’ Egg imatl Mottorlactl‘i'ity. {ive taske: and educated on the required
ppropriate level cognitive tasks; an ot . i}
‘ {[) Sociallemotional stimulation; Alzh'elmer/ Dementia “"“m“&! ’Z/’ °/‘
eurements
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