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A, The facilicy will ensure that the
nanager will be familiar with the Assisted
{iving  Licensure end  Program

On 10/7/43 through 10/8713 Healthcare Licensing Administration Rules

and Surveys (HLS) conductad & licensure survey

and a complaint survey at Tender heart Asslated Tho mansger will pass an 0pon book test

drministered by the Program Divlsion.

Living Faclilty.
wrent Manager has comploted the
Wyoming Departmant of Reallh Aging Divislon eating with a passing grade of 96%
Rules for Pragram Admintairation of Assisted , )
| Living Facllities : Owner will monitor for complince
Chapler 12 firough the Quality Asswance program.  10/30/13

Seclion &, Peraspnnel and Btaffing Requiraments,
() Management
{i) The manegar shall. ]
() Ba famillar with and follow the ‘
{ Stute's promulgated Assisted Living Facilly
Licanaure and Program Administration Rules;

‘ (H) Pass an open book task on the
| same. The apen hook lest shall be atrministared
by the Program Divislon, The passing score will
be 85% or greater. Those individuals who
sucesesiully complated the examinalion
administered by the Licansing Division hall have
thair test scores honored.

This rule Iz not met us evidenced by

Raged on review of parsonne! filas &nd staff
interview, the facllily falled to eneure the manager
had taken the lost adininigtarad by the Licensing
or Program Division, The findings were,

Raviaw of the parsonnel file for the managar,

hired as the manager on 77743, revealed no
evidence she had taken and passed (he aesisted
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| iving facility (ALF) rules opan book lest. Durlng
an intarview on 10/6/13 at 10:35 AM he mahager
confirmed she had net taken the test yel. She
stated "It is on My to-do list” : A, The fucility will ensure that-at least
])ne RN, LPN, or CNA is on duty svery
hift,
(b)-Sta)fflng hll bo ¢ (4) RN, LPN
(W) There shell be at least one , LPN, Ihe manager will . '
. ger will ensure that all CNA's
or GNA on duty svery shit, There shall be al lsast [ove completed fheir oertification

one (1} person on duly and awake at all times, Joquired and that no GNA'S ato working

This rule is not mat ae evidenced by: nione.

Basail on raview of the schedule, parsonnel file :

roview, and etaff Intorvigw, the facility fefled to 1BWne1' will monitor for compliance
ensure gvery shift had at least one RN, LPN, or {lrough the Quatity Assurauce program,

CNA o duty. The findings wera:
Review of the schedula for Oclober 2013 12/0672013
{through 10/8/13) revealed employea #1 was
listedt as the persan on duty for the 3 PM -11 PM
shift on the following dates: 1013, 102113,
10/3413, 107413, 1017113 and 10/6/13. Review of
the personne file for employee # revealsd she
had 2 temporary peremit from the Wyotning Beard
of Nuraling ae a graduate nurse alde (GNA). The
employea was not cerfified as a GNA. During 4
intarviaw on 10/8113 at 1 PM the owner confirmed
the GNA did work glone an the 3-11 PM shift. She
fu;ltharconﬂrmed the employea was nut yol 2

| CNA.

Section 7. Assisted Living Pacility (ALF) Gors
Services,

{d) Medicalions
{lv} Medleation agsistance,

(A) The staff shall ha responsible for
providing necessary assistance o reeldants
Wypming Depl of Health, Aging Division, Heallhicure leanslng and Surveys
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deemed capable of self-medicating, but are '

unable to do eo bacause of a functional disability,

in taking oral medications, Non-licansed staff can

ohly asslst with oral medlcations. Medication

asgistance may include:

mmﬁ“mm Reminding resklents lo take A. The facility will ensure CNA's only

’(") Removing medialion contalners vermind/aspist  residents  with  oral
from storage! medications.

() Assisting with removal of cap; e ,

(V) Asslating with the removal of the The nusse at the facility will asswrl_narmncl
medicatlon from a container for residents with 4 any vesident’s with any other medications
disability which prevents Independence in this aot; pther than oral medications,

(V) Oheerving the regident take the
medication; and . _ If the facility nurse is not able to complsto

(Vi) Documentation of chservation thess tasks then the wesident will be

. : " placed with home health services to come

This rule s not mt &g evidenced by: and remind/assist residents with their

Basad an observatlon and stalf inlerviow, the medioations  other  thun  orally

facliity falled fo ensure only ficensed staff assisted sdministered,

‘with non-oral maedications for 2 of 2 sample .

recldants {5, #13) and 1 non-sample residsnt Tn the event that home health, facility

{#14) who wais nhserved to take hon-oral mursing, and/or vesident abillty provents

medioation, The findings were; thege from ocemring the resident will be

1, Observatlon on 10/7/43 a1 5:15 PM revealad E;;:ﬂ ,feél(;:’dﬁ%“ ;?[tl[ G?,,f uel::geffv?i G:;

graduale nurse aide (GNA) #1 removed an different facility within 30 dﬂp "

inhaler frem the madication cart and braught I to ' Y&

resldent #14. Sha handed it to the resident, and _ ,

gave himiar varbal cues on how to usa lt, The Repident #3‘ and #13 ‘wull have home

resiclant was unable o get the inhaler to work. At henlth agensies, of thefr cholce, provide

that point, the- manager (alsc 4 CNA) same ovar asslstance with medications thet are not

and reminded the resident that s/he needed to orally administored.

"suck WY while prassing the butten on the Inhaler.

Review of the medization administration ragord

{MAR) showed the resident was ordered Tadorza Manager will momitor for lianc

1 puff. Review of the 10M/13 medication th:ol?gglflﬂl: (l)uaiﬁyljﬁssurazim :?:?gl::';ml o

administration assessnent revealed the rasident - '
i was assessed as noeding "yuailled staff' lo IO
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aesiat the resident with madlsalions.

2, Observatlon on 10/8/13 at 7:52 AM revealad
CNA#T want ta the reom of resident #13. Bhe
told the resident sha was there [o-agais the
rasident with hisfer Ingulin, She remeved &
plaglic bag from the resident's refrigarator which
sontained some pra-filled ayrnges of Humalog
Inaulln, The regident gave himfherssif an injection
of 15 unlts of Humalog insuiin. The GNA(eft the
room and raturned wiih a Lantug insulin pen, The
ragldent asked what "number’ (amount of nswlin)
today was. The CNA laft the room to look at the
MAH, and then returmed and told the resident
"47 today...s0 T3 this moming." (Review of the
record showed the regidant wes ordered "Lantus
90 unlts, Inorease by 1 unit per day” and the dose
wasg 1o be aplit between the arn and pm). The
regidant diated the pen and then gave lhe
Injaclion himtherself, The CNA ratumad the
fnsuiin fo the refrigerator, The GCNA then
documented the smount of Insukin given in the
MA, flaview of the 101113 medicalion

1 adminiglrallon assessment revealed the resident
1 wag not able to identify medications taken, nor

abla o take mediations at the correct times, The
assessment result was that the residont would
have "quelified staf’ asslat with the medicationg,

3. Observation on 10/8/13 at 8,05 AM revealbd
CNA#1 entered the room of resident #3, The
CNA removed the Lantus ingulin pen from the
refiigerator. The realdent took histher blood
gugar, which was 127, The GNA louked atthe
pozled sliding scale instructions, and told the
resident sfhe did not need any additional Insulin
lls morning. The CNA handed the resiient the
Lanius pan and cuad the resident to diat up he
dose, Tha rasident dizled the pen, and then
stated " think that is 80." The CNA looked at the
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madications wers given in ascordance with
phyeician's ordars for 1 of 4 sample residents
{#3). The findings were:

Obsrivation on 107813 at 8:05 AM revealad CNA
i assisted resldent #3 with the adrinistration of
Lantus ingulin by veitfying the amaunt of insulin
givan, and documanting on the MAR, The
rasident Injacted himMersell with 50 unite of
Lantus insulin, Reviaw of & white erasa board In
the GNA office showad & note which stated [he
realdants insulln dose was "50." However, review
of the MAR showed "Lantus SoloStar 36 unlls
daily. Raview of the resiteht record revealed &

(04} 1D SUMMARY BTATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORREGTION e
PREFIX {GAGH DEPICIENCY MUST 8E PRECEDED BY FULL PREFIY EACH GORREGTIVE ACTION SHOULD BE LOMPLETE
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pon and verified it wae sef to 50. The residant

then gave him/herzalf tha Injection with cues, The

CNA then documented on the MAR, Roview nf
“the 10/1/13 madication administratien

gosessmant enowed the resident needad

"qualifiad slaff” to agslst with medications,

4, During an Interview on 10/HHS &t 1 PM the

ownar staled CNAs did essiat residents wilh

ln'aullnéhwmcth-tu?:’ua]lli Eﬁll}!]d?d l'?;mntdéfg al;l'd A, The faeility will ensure that the RN ig
"?NAarglu:gi;“ﬁtr“h oral medications, butnol manggement  of  all  medication

on-o! cations. administration.
(d) Medications. (v) Medication Administration The facility nursing staff will ensure that
(A) An RN shaili be respansiole for the all physician okdets are prosont in the

aupervision and management of all medicztion medical Yecord before changes are made
admiistiation as required by the Wyomlag Nurse o the patient medication administration

Practice Act, and the Wyorning Board of Nuraing recard and plan of cars.

Rules and Regulations,

This rule is not met a8 avidenged by: The RN will monitor for compliance

Based on observation, medical resord review, through the Quality Assurance progran.

and staff inferview, the facility failed to snaure

12/06/2013
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physician's order dated 9/22/13 for "l.antus
BoloStar 35 units dally," Furthermore, the 8¢ day
madication review, signed by he phyeician on
8124113, showed the resident was to racelve 35
units of Lantus inaulin, On 10/8/13 at 1:46 PM the
lleensad practical nurgs (LPN) stated she
ramembered the physiclan changing the order for
insulin, but was unable to find the order, She
stated the physician was also unable to find an
order, so he wrote a new one that day (aRer the
suryeyor asked about it).

According to the Wyoming Nursing Praclice Act
of July 2006 and the Administrative Rules and
Regulations of November 2003, page 3-6,

| nursing must functlon under the diraction of &
| phiygician.

() Food Bervice and Nutritlon

{iii) Food Sarvice suparvision:

(A Day to dey responyibitilles for food
production and managrmexit of the digtary
servicas shall be assigned o & peraon with
nutrition and food Aarvics managsmant
experfence equivalent to that of a Certifisd
Digtary Manager.

Thils rule i not met as evidenced by:

Baead on ataff intarview, the facility falled to
ensure a staff parson who was a cerlified diatary
managear {COM), or the equlvalent, was essigned
to manage diatary services. The fndings were:

Durling an intzrview an 10/7/13 al 4 PM, the
ownar statsd the facility currently did nnthave a
GOM or the equivalenl. She atated the previous
manager was taking the couras, but sha ne

() 1D SUMMAIY BTATEMENT OF DEFICIENCIES 4] PROVIDER'S PLAN QOF CORRECTIUN {%6)
PREFY {(EACH DEFICIENCY MUST BE PREGEDED BY FULL PHEFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG AREGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CRGSS-REFERENCED TO THE APPRUPRIATE DATE
DEFIGIENGY)
SALF| Continued From page & SALF

Al, The facility will epsure that & Gertiﬁ'qd
Tietary Manager, or the squivalent is
signed to manage dietary services,

o5

Ylae facility will enxoll another employoe
gto the COM program,

e

he facility will submit wmonthly progrese
rpposts to the Wyoming Departmont of

ealth Office of Survey’s, to track the

aployes's progress in tho gourse

“he manager will monitor for compliance
hrough the Quality Asgurance program.

-

12/31/2014
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longer warked In the facllity, She atated nona of
the current staff were enrolled in a CDM course,

(k) Tranefer and Discharge _
(iv) Rosidents transferred to another heallh

care facility shall be glven written
transferkllscharge nofice which Includes:

(A) The nama of the resident;

(B) The reason for the
transfgrfdlscharge;

() The effectiva date of the
tranafar/discharge;

(D} The Jocation to which tha resident is
transterradfdischavged,

(E) The name, addrass, and telephone
rumber of the Qimbudeman; and

(F) Allsting of all outside contraotet
BaIVICes,

This Rulé 18 not met as evidanced by.

Based on staff interview, the facllty falled to
ansure  written transfer notice with the required
alaments was given (o 1 of 1 regident (#15)
iransfarrad 16 gnoller health care facility, Yhe
findings were:

Review of the closed record for resident #15

revealed sfhe was lransferred to another

healthcare facility on 7/99/13. Reviow of the
*Mansfer/Diacharge/Death Information Form”

| showed all of the required elements axcapt Lhe
| contact information for the Ombudsman and a
{iisting of cutskis contractod services. Further

review of the record showad the resldent had
receivad home health services. During an
inlerviaw on 10/8/13 st 11:10 AM, the manager
gtaled the “Trangfer/Discharge/Death nformation
Form™was the form used to provide wiilteh

A. The facility will ensure that transfer
bnd dlischarge of residents inoludos all of
he proper informetion in the veriften
teanafor/discharge notice,

The faclllty will add the name, addvess,
ind telophone number of the Ombudsman
and the listing of all outside contracted
gervices fo the eywrent fonn,

I'he manager will monitor for complinee
{hrough the Quality Assurance program,

12/06/2013
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notice. She confirmed tha form did not contaln all

the requlred elaments.

Section 9. Contraciugl Services Provided Oulside
Assisted Living Fagility Authority.

(a) Components of the outside service(s)
contract:

(i Who will providie the service(s);

(i} What service(s) will he provided,

(iiiy When the service(s} will be provided,

{Iv) Whera the sarvice(s) will the
provided,

(v) How he service{s) will be provided,
and
(b) Lifs Bafely Code Respensibiiities for
Outside Contractual Secvices,

Acontract batween the resident, the ALF,
und all outglde sevice providers In the ALF riust
18 in plage prior to the time of sarvige delivary.
This contract must identlly tha clear defineafion af
services.

(iy Tha contract must specifically
ariculate tha respenyibliities of tha resident, the
ALF, and all service providera to comply with the
Evacuation Cepabilly, Emergency Procedures
ang Fire Safely requirementa in thaae rulps.

This rule ts not met as evidencad by,

Basad on review of realdent records and staff
intervlew, Ihe facllity falted to ensure & contract
wilh all required elemants was signed by the
rasitent, the ALF, and the outgide gervice
nrevider for 1 of 1 sample resident (#43) who
recavad outside services, The findings were;

Review of the record showed resldent #13
racelved home hoallh services, Fuithar review
ravealed no evidence of & coniract batwaan the

BALF

facility suthovity,

regident record,

A. The facility will ensure that a contract
exists i the medicat record for any
patient receiving ocontractual services
provided outside of the assisted [living

Resident #13 home health plan of care /
contract will be updated and kept in the

The manager will monifor for compliance
throupt: the Quality Assvrance program.

12/06/2013 |
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home health agency, the facility, and tha regldent,
During &n inferview on 10/8/M3 at 8:16 AM the
menager steled the contract was sent to the
home haalth agency for signature, but had not
baen relumed yal.
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