MAY~@5-2011 14:38 From:AK-MEDRMPRNT Te:TTTT1ET

Pagei2”6

PRINTED: Od/22/2011

This State Rules and Regulations is nof met as
svidenced by:

WYOMING DEPARTMENT OF HEALTH AGING
DIVISION RULES FOR PROGRAM
ADMINISTRATION OF ASSISTED LIVING
FACILITIES

Chapter 12 : #9 and #10.
Section 7. (B)(DAN1) The ALF 102 is only valid if -

complated within forty-five. (45) days prior to
{ admission and there 1§ no change in the

? The RULE was not met as evidencad by:

| Basad on medical record. review and staff
interview, the facility faited to ensure 3 of 16
medical records {#7, #9, #10) contained a
completed ALF 102 within 45 days of admission, program.
The findings were;

| During survey on 47919711 at 11:21 AM, interview
with licensed practicat nurge (LPN #2) ravealed
some residents had transferred from another
facility owned by the same gorparation, and
located in the same city, Review of the medical
records showed some lacked the required ALF
102 within 45 days prior to admission., The
following were found:

a. Resident #7 was admitted to the Tacility on
1191, hut the ALF 102 assessment was datad
9/8M10.

b. Resident #3 was admitted to the facility on
i 341 1 but the ALF 102 assessment was dated
DAL
1

An audit was completed of the
remaining medical records to ensure
completion of ALF 102 within 45
I‘E‘Eidﬁm's condition. days of move-in.

RN will ensure ALF 102 is completed
for all move~ins and any issues will'be

poted in the quality assurance

ALF 102 completed for residents #7,

. o FORM APPROVED
WRH - Office of Healthcare Licensing and Surveys
STATEMENT OF DEFIGIENCIES  {0t1) PROVIOER/SURPLIERIGLIA : (X3} DATE SURV
AND PLAN OF CORRECTION D T oL (K2} MULTIPLE CONSTRUGTION cowpLETED |\
A BUILDING \
B WIRG %
ALFO0B 04119/2043
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, CITY. SYATE, ZIM QOLE
SIERRA HILLS ASSISTED LIVING COMMUNITY | So0 MORTH GOLLEGE DRIVE
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES i) FROVIOER'S PLAN OF CORRECTION ; |¥5)
PREFIX (EACH DEFICIENGY MUSTY BE PRECEDRED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE + COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE |  DATE
DEFICIENGY) !
SALF| LIC REGS FOR ASSISTED LIVING SALF
FAGILITIES

5/3/24

5/3/24

Wytiming Depl of Heaith, Wifice of Hea|théars Litensing and Surveys
TITLE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SICNATURE,

(6] DATE

STATE FORM (G 420011

SO AL ”’{ fal I’\Jfé‘féllmn P 5/ /i ‘9’ 030
W

5 /{ﬁ e M/w ,W,q} y/%w,._. e ST

ot LA Sian

'RECEER™ '

WyormingDeptofHealth

MAY ¢ & 2

OfficeofHaaithoare
.. censingand Surveve



MAY-BS-2811 14:38 From:AW-MEDRMPRNT

WPDH - Office of Haalihcare

icensing and Survays

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

To: TTT7127

Paee: 376

PRINTED: 04/22/2011
FORM APPROVED

1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBEER:

ALFQ04

{(¥2} MULTIPLE GONSTRUCTION

A, BUILDING
B, WING

{¥3) DATE SURVI
COMPLETED

04/19/2011

N

X

P4

NAME OF PROVIDER OR SUPFLIER

SIERRA HILLS ASSISTED LIVING COMMURITY

BTRERT ADDRESS, (ITY, §TAYE, 2 CODE

46116 NORTH COLLEGE DRIVE
CHEYENNE, WY 22008

SALF

¢, Resident #10 was admitted to the Tacility on
3/3/11, but the ALF 102 assessment was dated
a/18M0,

Saction 7, (b)) Admission crders. A resident
shall be admitted only if accompaniad by a history
and physicat completed by 2 physician or
physician extender within ninsty (90) days prior to
admission, The facility shall confinm the regident's
medication regimen and special reatmant orders
atl the time: of admission.

The RULE was not met as evidenced by:

Basad an mediost record review and siaff

medical records (#7, #8, #8, #1011, and #12)
gontaingd the required admission documentation,
The findings were:

s [INterview an 4/19/11 at 11:21 AM with ficensed

» practical nurse (LPN #2) revealed some residents
had transferted from another-facility awned by the
same corporation. Review of the medical records
for residents #7, #8, #0, #10, #11, and #12
showed the records were co-mingled with the
 reanrds from the other facility. None of the
residents had been "discharged" from the other
facility and "admitted” as & new admissions for
this facility. interview with the administrator on
4119/11 &t 11:49 AM confirmed the
aforementionad residents as having transferred
from the other facility. The administrator stated
since sha was in charge at both facilities, and
each was awnaill by the same comgany, the idea

; that the two faciliies were actually separate

i entities had not been considered, 8he conflirmed

interview, the facilily fulled to ensure 8 of 13 open |
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Ly

Admission ordets will be obtained for
residents #7, #8, #9, #10, #11 and #12.

An audit was completed of the
remaining medical records to ensure
admission orders were obtained. |

BN will ensure admission orders ére
obtained prior to move-in and any
Issues will be noted in the quality
A3$UTAVCE Prograim.

5/30/2p11

5/30/72D11
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the trémsfers did not include a forma! admission
in accordance with these rules. She stated the ;
practica had been occurring since mid-January f
201 Interview with the nursing director on ;
4/19H1 ot 11:68 AM confirmed that upon transfer
helween facilities, this facility did not treat the j
residenis as new admissions. Sha stated none of
the records woudd have the required elaments :
BUCH 84 seperate nurses' notes, history &
hysicat jsgi 21,
| Prysicas, and admission orders Medical records for residents #7, #8
#9, #10, #11, #12 and #15 will spht
and the fecards returned to the nt}ier
) . living facili
‘ Seotion 7. {#) Resident Records and Repons. assisted living . S/IB/ZbH
: Each resident's records shall be current, . .. .
: organized snd maintained in individual folders Axn audit of remaining medical records
! which shall e made available to the resident, the was completed te ensure there were no
| icensing Division, or designated reprasentative s
' upon request co-nungled records. 5/1 3/2'Pl 1
| The RULE was nol met as evidenced by, RN will ensure medical records will
: ) not be co-mingled betwee i
Based on medical record review and staff livi 111%1 b d Il aSSISﬂE':d
interview, the facility falled to keep resident 1ving communities and any 1ssues will
records organized and maintained in individual be noted in the quality assurance
folders for 1 of 3 closed records (#15) and 5 of 14 program. '
open records (#7, #8, #9, #10, #11, and #12),
! The facitity co-ringled resident records with the
| records of a seperately licensed fagilty whaen
| residents transferred betwean these particular
faciiities. Tha findings were:
Rewview of the closed racord for resident #15
revegled the record contained current information
about the rasidant's lifis it another facility where
he was currently living. Interview with LPN #2 on
41611 at 1127 AM revealed when & resident
transferred between this faciiity and the other
fatility lacated down the sireet, the medical
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1
i record followed the resident, The LPN identified
! five other residents, residents #7, #9, #10, #11,
and #12, who were admittad to this facility from
the facility dowr the streset. Review of these
i madical records showad decumentation was
co-mingled including nurses’ notes, history &
physicals, admission/discharge onders, and the
raguired ALF 102 assessments. Interview with
the administrator on 4759741 at 11:49 AM
confirmed the aforementioned residents ant an
acitionsl resident, resident #8, transferred
between the facilities. The administrater stated
since she was in charge at both facitities, and :
each was owned by the same company thay : : : e
hadn't thought of these as two seperate facilities. A signed release of information will
& formal discharge from one fagility or admission #10, #11, #12 and #15. : 5/30/2'01 1
o the acaepting facility. She stated the practic
had been occurting since mid-January 2011, due

. " . i
fo a construction project at the other facilty. . An aundit of remaining resxdcnts‘ was
Interview with the nursing direcior on 4/19/11 at completed and a signed release will be
11:58 AM confirmed that upon transfer between | obtained as needed. 5/30/2011

facilties, the only iteris not co-mingled at the

Accapting facility was the admission assessment . . 1.
i and new admission service plan. RN will ensure medical release: is
‘ obtained priox to the sharing [of
information with another community
and any issues will be noted in the

Seation 7, (e}(il The resident shall ba assured of qualify assurance program.
confidential treatment of all information in the
record, and the resident’s written consent (or the

t congent of the guardian) shalt be required for the -
3 { release of infordiation o persons not otherwise

. authorized fo receive it (

' The RULE was not met as evidented by:
Basad on madical record review and staff
! interview, the faclity failed to ensure weitien
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| authorization by the resident/guardian when
transferming a resident's medical record between
this facilty arl another facility for 1 of 3 closed
racords (#15) and 6 of 14 opan records (#7, #8,
#9, #10, #11, and #12 ). The findings were;

| | Review of the medical racards for residents #7,
|48, %9, #10, #11, #12, and #15 revealed the
i | records were co-rn ingted between this facility and
| another facility at a separate address. Eagh
| contained all the information and docurmentation
! of each resident's life at both faciitiss, kterview
! with LPN-#2 on 4/19/11 at 11:21 AM confirmed
| when residents transferred between the two
{acllities, the accapting facility received the entire
medical record from the discharging facility,
Interview with the administrator on 4/19/11 at
11:48 AM cenfinned the practice and stated the
facility had heen doing this since mid-January,
She identified resident #15 as a discharge to the
other Racility and residents #7, #8, #9, #10, #11,
and #12 as admhssions from the other facitity.
When asked about resident authorization for
transfer of their entire medical recard, the
administrator confirmed neither facility had
ablained written authorization, The administrator
 confirmed she was awars that each facility had a
| separate state licensure number and were
: considerad separate healthcare facilitivs.
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