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5000 Opening Comments 000
Rules and Regulations utitizad for this survey are:
Rules and Regulations for Program
Adminigtration of Assigted Living Facliides,
Chapter 12, effective 12/12/2007

Rules and Regulations for Licensure of Assisted
Living Facllitios, Chapter 4, effectlve 0G/28/2001 : :

}\ gomplaint survey was conducted by Healtheare |
Licansing and Surveys on 12/30/14, The survey
was prompted by complaint Intake LIC-14-021,

The following commioh abbreviations are used
throughout this document;

CNA - Cerifled Nurse Alde
DON - Direetory of Nursing

Less commonly uged abbraviations will be
annotated in each deficlency.

ssooai Ch 12 Sec 6 (d){liy{A-F) Personnel and Staffing 85008
| Requirements

{d) Infection Control, Written palicles shatl be in
effect to ensure that newly hired and current
employsss do not sprewmd a communicable

| disease that could ba transmitted through usual
. job duties. These shall not be lmited to

(liy Tuberculin Testing.

|
|

I (A) Tuberoulin testing must be

| accomplished for each amployee prior to
! employment and annually thereafter.

! (B) Employees having known positive skin
 teats shall provide a cerlificate of
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56008 Continued From page 1 $5008

noninfectioushess, recommendations, If any, for
treatmeant, and avidencs they hava complied with
such recommandstions,

{) Individuals provide documentation of
" negafive skin lest administered within the last
twelve (12} meonths do not rexjulre & follow-up

. {D) Individuals who have not had a skin

| teat or who do not have writter proof of skin test
reaults, shalt have an intradarmal Mantoux using
5TV PPD. This shall be accomplished via the two
(2) step procedure. 1f the first test is negative and
the employee I3 agymptomaltic, the amployes
may engaga In resident conlact prior to the

! resuits of the seeond skin test,

{ly Anegative reaction requires no
follow-up.

|

!

| () A positive reaction (10mm In

| duration suing 5TU PPD) requives a referral to a
| physioian for x-ray and certification of

| noninfectiousness and eppropriale treatment If

' neadad, Folkow up shall ogmply with the

|' recomimetdations of the attending physiclan.
!

; (E) |f symptoms occur, & new certificate of
noninfectiousness s required.
(F} No peraon with an airborne, contaglous
or Infectious disease shall be employad until a
work releass is obtalned.

{1} The lzellity shall prohibit employess |
with a communicabla dizease or infeocted skin
lesions from direct contact with residents and
thelr food, If direct contact will tranamit a dlsease,
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$6008 Continved From page 2 85008
() The Faclity shall require staff to
follow universal pracautions when performing
direct resident care, i
1
This State Rule and Regulatlon |2 net met as
svidenced by:
 Based on observation, staff Interview and polley CNA was in-serviced on proper hand
; raview, the (aaility failed (o ensure the staff washing tecuique.
followed universal pracautiona when performing
patient care during one random absarvation, , )
‘which affectad resident #7. The findings were: All staff members were in-serviced op
' proper hand washing technique. 1915
Obesrvation on 12/30/14 at 12:30 PM showed
[ Certifled Nurse Assiatant (CNA) #1 assisted CNAs will be observed thres times i@
reddents piinastcare, Ao wibing 8 week for & month and then every thrde
resident's buttocks, the CNA did nat remove her E“:.’nths to e:}surg pro‘ger hand wash_nﬁg X
gloves, and proceeded to pull up the resident's emg completed. Any issmes will be
| brief and pante, touched the resident's hands and noted in the quality assurance program.
¢ blousa, ramoved the wet shux from the resident's
whesichair seal, placed & new chux on the seat Semi-annual hand washing in-service will
b e e o e o be done with all staff members.
inte the whae g the . ) .
glaves, but did not perform hand hygiene before ;%?é?’;;ﬁo‘:msﬁgg tE;T:iqL:':;lLr:gz;:]g
salsting tha resident out of the room, Y ) ‘
. Y followed and any issues will be noted in
. Interview at that time with GNA #1 revealed she the quality assurance program which s
- did not usually changa her gloves untll finished reviewed quarterly,

. providing care o the resident, She further stated
» her practice Is not to wash her hands until after

i leaving tha regident’s room.

* Interview on 12/30/14 at 1 PM with the DON

| showed the faciilty sxpectation was that universal
| precautions be followad, Also, the CNA should

| have removed her golled gloves, sanitized her

. hands, and replaced her gloves If needed,

i
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§5008} Continuad From page 3 56000
Review of the faclllty policy fitled "Handwashing :
Gulde" dated February 2012 showed: ... Hand
washing should be done.. After working with
+ anything soiled, Before putting on gloves, Aftar
' removing gloves..."
$5053] Ch 12 Sec 7 (d)(v)(A) Assisted Living Facillty 86053
| {ALF) Core Services
'{d) Medications.
I (v) Medication Administration
| , Medication was received for resident ang
{A) An RN ahall be responsible for the a discontinue order was received fo*'
supervision and management of all medioation | medication on the same day.
administration a8 required by the Wyoming Nurse - . L“
Practice Act, and the Wyoming Board of Nuralng Nu;s.es . wer:.:i m sorviced on  prope
Rules and Regulations, medication ordering process, |
This State Rule and Regulation is nat met ag An audit was completed of the remainin
evidenoad hy medications  to  ensure  admissio
Bazed on medical recnrd review, staff interview medications were avatlable. i 1/8/15
and policy review, the facilily falled lo ensure l
! medications were given as ordered for 1 of 6 . . e
| sample residents (#5) with mediostion orders. DON will ensure medicetions
| The findings were: available by reviewing the MARs eve
61 days and reviewing all ne
Revlew of the nursing notes for resldent #5 dated medications orders. Any issues will b
11221114 timed at 3 "M showad the resident noted in the quality assurance progral
presented with a "rash”, and had a "standing which is reviewed quanterly.
order for acyclovir for outbreaks [of shingles).” }
Review of the physiclan orders dated 8/6/14
showed an ordar for acyclovir 800 my to be given
5 thnes & day; tha order did nat identify how many L
days the medicalion was io ba given. Raview of !
the medication administration record showed
acyolovir was started on 12/21/14, but was not
. | given on 12/28/14 and 12{30/14.
| !
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DA
DEFICIENCY)

1
Saﬂﬁsl Continued From page 4

| Interview with LPN #1 on 12/30/14 at 3:30 PM
‘ revealed the resldent waz not receiving the
medication because the facliity was unable to
refill the prescription. Also, the doctor had not
| responded to the communication from the facllity
I for another prescription and refill. Finally, the
rurse had not contacted the physician after the
firat attempt,

| interviaw with the DON on 12£30/14 at 3:45
showed she was unaware the resldent was not

| receiving the orderad madication, She said the

' facllity expeclation was for the nurse to call the

physician in order to faclitate medication

reordering, and to document when the physician

| was opniacted in the nursing progress noles.

' Review of the policy titled "Documentation” dated
Qotober 2014 showad"... The resident record

{ includes., medicatlons Including.., The reason, if

1 medications are not given as ordered..." The

5 reason the acyckovir was not glven for two days

Wl tacking in the medical record.

' Review of tha policy ttiad "Medication System

l Summaiy" dated October 2014 showed “...Ba
timely to provide medication

i administrationfassislance according to physician
orders,."

55056?- Ch 12 Sec 7 (@)(lil) Assisted Living Facillty (ALF)

: Core Sarvices

f

! (&) Resident Records and Reperts. Each
" resldent's records shall be current, organized and
, maintained In individual folders which shall be
- made available to the resident, the Licensing
' Division, or destgnated represenlatlve upan
reguest,

86083

55056

1
]
|
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§6066 | Continued From page B - SA058
{il) All residents' records shail be retained In a
physically secure area for & minimum of six (6)
years after the resldent hes left the facillty and
rmay be disposed of, by shredding or burning,
after that time,
This State Rule and Regulation Is pot met as
gvidenced by;
Bazed an medical record review, staff interview
and facility policy review, the facility falled to
: ensure medlcal records ware retained for six
years for all rasldents in the facility, The resident
census was 72, The findings were: 7
Reviaw of the GNA communication book showed i
rasident showers wera documented dally.
Howaver, the book enly Ineluded documantation
for November 2014 and December 2014, CNAs were in-serviced on prop
Interview Wwith tha DON on 12/30/14 at 2:56 PM fl°f°“me“,ta'“°“ regarding  medicq]
showed the medical record documentation was information
 not kept by the facility. |
E A shower log will be put in place for all
i Review of the policy titled “Docurpentatlon" dated residents receiving shower assistane
| Octaber 2014 showed",., The resident record from staff. Completed logs will be store
! mcludas...Actfviltles ofldazly living (ADUSt)) o i1 the residents’ charts and reviews
including ambulation, level of gelf-care, bathing, '
and drassing..." monthly by DON. s
Review of tha poliay titled "Chiart Thinning” dated DON  will ensure shower logs a
Gotober 2014 showed™.,.All records romoved completed by auditing thenn monthly. Th
from the Resident's record shall be retained in calendars will then be filed in the residen
aceordance with state regulations and/or chart; and any issues will be noted in the
company policy.. Records will be maintalnad for . ] . ;
the following, after death/discharge... Wyoming-6 quality assurance program which i
years..." reviewed quarterly.
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STREET AGDRESS, CITY, STATE, ZIP QODE

4606 NORTH GOLLEGE DRIVE
CHEYENNE, WY 082009

| {ALF) Core Servigse
! (k) Transfer and Dischargs.

(iv} Residents transfarred to anather heaith
care facllity shall be givan written
trensferfdischarge notica which includas:

(A) The name of the resident;
{B) The reason for tha transfer/discharge;

(C) The effective date of the
transfer/discharge;

(D) The iocation to which resident is

|
1
I
I
l
|
j
| transfarredidischarged;

(E} The name, address, and lelephone
number of the Ombudsman; and

! {F) Alisting of all putslde contracted
é BVICES.

"1 This State Rule and Regulation is not rriel as

| avidenced by:

Based onh medical revord review and staff
inlerview, the facility failed to ensure dlscharped
| regidents received a complets 30 day writtan

i notice prior ta any facllity initiated transfer or

- discharge for 1 of 2 sample residents (#1)
raviewad as a closed record, The findings wera;

Interview with the DON on 12/30/14 at 4 PM
ravealsd the family was sent an ermail regarding
the discharge of resident #1.

o 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETR
TAG REGULATORY OR L0 IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

QEFICIENCY)
§5085| Continued From page 6 55085
6088 Ch 12 Sec 7 (K)(IV)(A-F) Assisted Living Faclity | 55085

Wyoming Depl of Heallh, Aging DIvision, Healthears Licensing and Surveys

STATE FORM

shue WDGQ 1

M aontinustion sheel 7 of B




¢3/92/2015 MON 10:11 Fax 307 639 7919 Bierra Hills

@oos/c09

PRINTED: 01/14/2015

FORM APPROVED
Healthcars Licensing and Surveys
STATEMENT OF DERICIENCIES {X1) PROVIDER/BUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NIUMBER: A BUILDING: COMPLETED
C
ALFOQS B.WiNG 121302014
NAME OF PROVIDER OR SUPELIER STREET ADDRESS, GITY, STATE, ZIP CODE

SIERRA HILLS ASBISTED LIVING COMMUNITY

4606 NORTH COLLEGE DRIVE
CHEYENNE, WY 82009

Review of tha undated email showed"., The
timetable we are looking at [s in the next 30 days
to transiion [resldent] to a skilled nursing
facility...” Mowever, the email failed to specify the
following: the effective date of dischargs; the

' spaciflo location to which thé resident was to be
 transferred/discharged, the hame, address, and
i telephone number of the Ombudsman; end a
 ligting of all putside contracted services,

[LOLN SUMMARY STATEMENT OF DEFICIENQIES [+} FROVIDER'S PLAN OF CORREGTION {45}
PREFIX (EACH DEFICIENCY MUST RE PREGEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATDRY OR LEQ IDENTIFYING INFORMATION) TAG DROBS-REFERENCED T0O THE APFROPRIATE DATE

DEFICIENCY)
$5085 | Gonlinued From page 7 55085

All future discharges will receive a letter
with the name of the resident, reason for
discharge or transfer, effective date of
discharge or trahsfer, location to which
resident is  being discharged, then
Ombudsman’s contact information, list of
all outside contracts and list of current
medications. . P 12/31/14
1 ]
RN will ensure discharged residen]
receive a letter with required informatio
any issues will be poted in the qualif
assurance program which is reviewe
quarterly.
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