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This State Rules and Regulations is not et as
{ evidenced by:

An annual Health survey was conducted at your
| facility by the Office of Mealthcare Licensing and
- Surveys (OHLE) on 5/3/11 -5/4/11, The survay
- revegled the faclity was out of compliance with

 the Rules and Regulations for Program
© Administration {Chapter 8) for Boarding Homes.

i

Chapter 8. Rules and Regulations for Program
. Administration for Boarding Homes.
“Section 5. Management

(a) Manager shail:

{v) Have a current tuberculin skin testing
| prior o licensure. the staff shall have tuberculin
- akin testing prior to employment and annually

thergafter.
- This regulation was not met as evidenced by,

Based on raview of employae files and staff |
| interview, the facility falled to ensure annual
fubsroulin skin testing was done annually for 1 of
113 employees (#1) whose files were reviewed.
The findings wers:

Aotzordmg to the employee file for @mpimyeﬁ #1,a;

Chapter B, Section 5, (a}, {v} Tuberculin
skin testing of employees,

Corrective Agtion:

1. The director shail review each I
employee file for date of tuberculin 5
testing and create a master list of all |

employees no later than June 15, 20111

which shall be:

a. Included and regularly undated as
needed in a master file which will
include other lists of annual or
time sensitive employee trainimég
requirements, !

b, Included on a calendar of related
dates maintained by the director.

2. The director shall be responsible to

assure that each employes, whose
annual renewal date has passed, shall

'7/!/,/

|

- tuberculin skin test had not been done since

426110, During an interview on 8411 at 1.04

I PM, the manager verified the information in the
l employoe file was accurate.

pf

seek testing as soon as pms!bfe but no
fater than July 1, 2011, 7440 one Dvid,

—64’!1}9)% VI‘U A1,

Section 5, Management, ;
() Resident Records and Reporis |
i) Resident's records shall be current,
orgamzed and maintained individua! folders which
| shall be available on the premises. Resident
' records shall be made available to the resident
and the Long Term Care Ombudsman, Program
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- Division and the Licensing Division upon request

SBH i
!

i
haptar 8, Section 5, (f}, (i) through {viii) |
esident Records content E
|
|

)

: and include the following: : . ) .
(A) The resident's history and physicat | Corrective Action:
. and the currant physician's statement or i ) . :
certificate of resident's health and suitable ! 1. The director shall review the file of each
. placement. The physician's statement or ; current resident for required content as
- cariificate of resident's health shall be updated . . ) 4 ‘
~annually. described iri the Section 5, {f} and
: ‘ {B) Individual agimissi;an‘form shall a. Create and complete a File ,
E;;gﬁﬁﬁﬁ%;gg?;ﬁssar"y be limited to, the Contents Checkiist for each residenit
{1} Full name of resident and file by June 15, 2011, )
former address, " b. Create and complete a master list
{Il} Date of admission; s . ‘
(IIH) 1f applicable, name, home of required information and relate{j
ackress, lelephone number of interested family dates for all residents by June 15, | i /;{ {
- member, designated representative, power of 2011 '
" attorney, or guardian; ) ) :
(V) Medicare number or other c. Assure that eachresidenthasa i
medical insurance,; and occupation. current Physician Statement !
{V) Sex, race, date of birth, social ) iat ¢ i
security number, and former occupation. regarding appropriateness o L
(i) Writtens records of all accidents, injuries placemnent no later than July 1, i
and ilinesses, and subsequent treatmant ' :
h e : 2011. I
occuiring after admission. ! .
(i) The boarding homs shali notify the :d. Assure that signatures of the
: P;'ogram Divisgzn within Seventy-Two (mé haurs rosidents and/or guardians are
of an unusual death, serious injury of aceldent, _ .
" fire or other emeargency situations. All such present and dated on all pertinent
ocourrences shall be documented. documents including the Statement
(v} A Writtﬁd*f; acgolént of ?t;uc?ewr‘?i??i?l of Resident Rights no latey than July ' e€
vssessions and funds deposited with the 3
goarding home. ’ 5 1,201, %f‘%gﬂ %_L’ %2‘?, HS L/QQQ%}M/)M
(v} Asigned copy of the resident's rights. e. Use the File Cortantd Endckiids with = @7
(v} The resident shall he assured of ; resion Lo ASSUrE
" confidential treatment of all information in histher . each n‘ew adn’?lssmn t‘ assu
- records, and his/her written consent (or consent compliance with required contents
of family or guardian) shall be required forthe of each file,
release of information to persons not atherwise |
authorized fo receive it, ‘
Wyoming Depl of Health, Gffice of Healthcare Licensing and Surveys
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% {vii} All resident's records shall be retained
for a minimum of six (6) years after the resident
has left the hame and may be disposed of after
that time, unless litigation i pending.

{viii} All recards shall be protected from
damage by fire, water and other hazards.

i This regulatior: was not met as evidenced by:

- Based on record reviaw and staff interview, the

« facility faifed to ensure 8 of 10 sample resident

Crecords (1, #2, #3, #4, #5, #6, #7, #9) containad
the required resident information and reports. The
findings were:

i

[ A review of the record for resident #1 revealed 5
the most current physician's statement of the

- resident’s health and suitable placement was ‘ ;
datad B/24/09. Further review of this record
revealed the admission form did not confain the

; resident’s social security number o Medicare
number.
A review of the record for resident #2 revealed
the most current physician's statement of the
resident's health and suitable placement was
dated 3110710, Further review of this record failed !
to show a signed copy of the resident's rights.

Review of the record for resident #3 revealed the
' most current physician's statement of the
- resident's health and suitable placement was
- dated 12/4/09; the record did not include any of
. the admigsion form information.

Review of the record for resident #4 revealed the
- most current physician's statement of tha
% resident's health and suitable placement was :
" dated 3115710, Further review of this record failed
to show a signed copy of the resident's rights. E

Wyoming Dept of Healtk, Oifice af Healihcare Licensing and Surveys
STATE FORM 8409 KJ2G11 i eonlinvalion sheal 3 of 7
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. Review of the record far rasident #5 failed o i
- reveal a signed copy of the resident's righls and a |
. history and physical. Further review revealed the |
- admission form was incomplete. ;

. Raview of the: record for resident #0 revealad no
documentation of incidents or accidents. -
" However, interview with the resident on 5/3/11 8t
© 2015 PM revealed the resident was taken to the
physician's office after falling on the fioor in
hisfher room "several months ago,” Interview with
- the manager on 9/4/11 at 1.45 PM revealed she
; was unsure of the date of the incident because it
» had not heen documented. She stated there was
no record of the incident bacause the physician
determined the cesidant did not have injuries.

Review of the record for resident #7 revealed the |
most current physician's statement of the
- resident's health and suitable placement was
dated 12/2/08, and the admission form was :
incomplets, i
. Review of the record for resident #9 revealed the 1
most current physician's statement of the
- resident's health and suitable placement was
- dated 3/23/10.

" During an interview on 5/4/11 at 2:15 FM, the

manager confirmed the above required

. documentation had not been included in the

- resident records, She acknowladged that she had
failed to ensure the physiclan's statement of the
resident's health and suitable placement wias ’

- documented annually for each resident. i

Section 8.  Residents’ Righis
{a) Every residenl in a boarding home shall have
. the right to:

Wyoming Dept of Heaith, Office of Heglihcara Licensing and Surveys
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: (i) Present grievances on hisfher own
 behalf or others to the staff or public officials or to
any other person without justifiable fear of reprisal
ant to join with other resicent or individuals within
or outside of the facility to work for improvement
in resident care.

This regulation was not met as evidenced by:

Based on resident and staffl interview and review
of policies and procedures, the facility failed to
ansure an environment that fostered open R
- gommunication between residents and staff. The
findings were: :

Review of the policy entitled, "Communication,
Complaint and Grievance Policy” showed the
facility had monthly resident council meetings "to
provide an official forum for feedback, both i
positive ard negative, on operations, to discuss

_comman concerns and issues...” Confidential

" interviews wikh four residents on 53411 fram 1:40
PM to 2:40 PM revealed the facility had not

“conducted any resident council meetings. The
residents stated they would like to participate in

- this type of meeting. They stated issues that they

' warted 1o discuss included the following: some of

i the resident rooms lacked adequate heating
during the winter; window blinds in need of repair,
| food preferences; and incidents when one

Chapter 8, Section 8, (a), (i) Resident’s
i Rights to present grievances

Corrective Action: %

1. Residents’ right to “present grievancés
on his/her own behalf” shall be
preserved by implementation by the
director of the “Communication,
Complaint and Grievance Policy” |
presented in the Mondell Heights |
Policies and Procedures including an 5
orientation to residents at a first
meeting which will occur no later than
July 1, 2011 and subsequently sach
month thereafier,

2. Arecord of concerns discussed by the,
Resident Council will be maintained | m 8
manner determined by the Council,

t
i
i

i | resident did not like another resident's behavior. ‘

 Interview on 5/4/11 at 2:15 PM with the manager i
revealed she was aware of the policy regarding & |
resident council, but it had not been established.

Section 8. Residents’ Rights
() A copy of the residents’ rights shall be keptin |

rasident,

|
the resident's record, signed and dated by the i i

Wyoming Dept of Health, Office of Healthcare Licensing and Surveys
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S8 Continued From page 5 ; 5BH Chapter 8, Section 8, {d) Resident’s Rights
This regulation was not met as evidenced by: : - Signed, dated copy in file ;
| . . |
i Based on record review and staff intervisw the Corrective Action: !
faciity falled to ensure coples of resident rights :
. were signed and dated by 3 of 10 sample 2. The director shall review the file of edch
residents (2, #4, #5). The findings were: current resident for required content as
| Review of the record for residents #2, #4, and #5 | described in the Section 5, (f} and
o e a1 oo Secton 3, (¢) and f
resident rights. Interview on at 2: .
, with the manager confirmed the signed and dated a. Create and complete a F'lfe }
. copy for the three residents was lacking. Contents Checklist (Including the |
e . N Residents Rights) for each resident
Section 14, Evacuation Capability, Emergency | ts Rights) !
- Procedures and Fire Safety. by June 15, 2011.
| (b) Ermergency Procedures. b. Create and complete a master list
prepargéngiasmr and Emergency of required information and related 7/ / /"
: (B) The facility shall train al dates for all residents by June 15/
employees in emergency procedures when they 2011. .
l begin work in the facility. The facifity shall review | . Fth !
 the procedures with existing staff at least once in ¢ Assure that signatures of the
each 12 month peried. residents andfor guardians are
Do x and dated on all pertinent
- This requlation was nol met as evidenced by, present and‘d ) p_ | x{
| documents including the Statemgnt ~ §
z Based on rﬁview of efmglgyeﬁ files and staff of Resident Rights no later than fuly
L interview, the facility failed to ensure current , N Qs £
smployees reviewed emergency procedures at 1,201, “{W all Ty & ’f, %
lensi once in each 12-month period. The findings d. Use the File Contents Checklist with ‘
were! each new admission to assure
Review of thirteen employee files revealed the compliance with required signed:
i smployees did not receive training on emergency copy of Resident Rights in each file,
procedures after they received the initial training
during origntation. Interview on 5/4/11 at 1:04 PM
with the manager confirmed the lack of a system .
for ensuring all employees received annua! :
emergency procedure training. Review of the i
emeargency procedures showed no evidence of g
Wyorning Depl of Heaiih, Office of Healihcare Licensing ard Surveys
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bad Chapter 8, Section 14, {b), {I}, {B} Disaster

_system for providing annual employee training. and Emergency Preparedness Staff

Training Corrective Actlon: ‘

b

; / In the Evacuation Capability, Emergenty 5

: ' Procedures and Fire Safety section of the |
Mandel Helghts Pollcles and Procedums,%
on page 10, can be found the facility's |
holicy regarding recurrent training: “The |
facility shall review the procedures with
existing stoff at least once in each 12 month

period”, : %‘ /!
f : /

This recurrent training will be documented

by the director in each employae’s file ang P P
in the master flle which will include other |
; Hsts of annual or time sensitive employee
; training requirements.

i
b
i
|

As Mondell Helghts has not passed its one
year anniversary, this re-training has not yéet
happened for the first time, however, all
employees will hava this emergency :
procedure training before July 1, 2011, This
_ training will be documented in the

; employee file and In the master file at the
time of the training.
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