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(A) Name of resident; B. Starting today and going

forward all MD orders that come

(B) Name and telephone number of in will be doubie checked by two

' primary physloian; separate nurses and noted off
(C) Name and telephone number of the ] that transfer into medication
* primary pharmacy, record s correct. i
©) N nd description of the C. Al medication records will be
ame a -
medication, including prescribed dosage; thoroughly checked by two
nurses evary month, !
i {E) Dosage administerad; D, Avery detalled in-service wilt be

conducted with all nursing staff

% {F) Quantity, by the CSD to  include

(G) Times aad dates administered: me;ﬂcatmn admlinistration  of ;
oral, topical, gtts, patches, |
j {H) Method of adminisiralion, inhalants, immediately and
guarterly thereafter,
e dlca(z‘t)ia:’ny adversa reactions to the E. Each nurse will be evaluated by
' ! means of CSD using corporate
{(J) Slgnature of licensed staff competency form by December
administering medication; and 11, 2014.
. . : F. Each nurse will be audited
() RN review date and sigheture, ' during & med pass weekly until i
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. evidenced by: guarterly times two  then

Basad on medical record review and staff

nnually.
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meadical record was maintained for 2 of 9 sample
residents (#42 and #54) selected for review of
medigations. The findings were,

1. Medical record review revealed resident #42

had diagnoses that Included dementia with

hehavlors. Raview of the hospial's "Prier to

Admission medications" fist dated 10/28/14

showed a physleian order for an Exslon patch 8.5

mgf24 hour to be applled once a day. Raview of i
the hospital history and physical dated 10/29/14 |
showed the resident was admitted to the hospital

- with diagnoses that included syncope {lcss of

: conscipusnass). Review of the Emergency

. Depariment nurse's note dated 1072914 showed
the resident was founc "to have 3 axelon pafches

. in place.” ‘

(nberview on 11/25/14 at 9:45 AM with LPN 31
- revealsd the facility was Informed about the !
medication error on 1028114 by the physlician.

Review of facility memo dated 10/30/14 revealed
the facility provided aducalion 1o e nurses about
the medication error In the form of a printed
website from Novarils thal explained the
' symptoms of a drug overdose. These symptoms
included bradycardia, hypotension and seizures.
Further review revealed "Mistakes in using
Exelon patch have resulted In serious side
eflects; some ¢ases have requlred
hospitalization., Most mistakes hava ihvolved not
. removing the old paich when pulling on a new
“one and the use of multiple palches at one time. .
Only ona Exelon Patch should be worn at & time.”
The following concerns wers nated: i

a, Review of the November 2014 MAR
ravealed documenlation was lacking for removal
: of the patches on 1148, 11/8, 1110, ana 11111, |
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6. The €SD  wil check the Z’/fhﬁ/
medicatlon record for proper
sign off and documentation
three times a week for one
month then weekly times eight .
weeks then twice a month times
two  months  then monthly

; thereafter. {Mpn, Joled ,H..reyvﬂ“t
Lecoly's oA prces.
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i b, Review of the hospltal discharge .

| summary datee 11/7/14 revealed the resident i
"was admitted 1o the hospital on 11/4/14 with
| disghoses that Included syncope (loss of !
consciougness), and "The cause of syncope was
 llkely secondary to medications. The patient was o i

; found to have multiple Exglon patches on,..” i

: ¢. Review of the Emargency Depammem
nurslng noles dated 11/5/14 at 5;25 AM showed
"t was noted that Pt [patient] had on 2 Exelon |
patches. One patch was dated for 10731714 and |
the ather pateh was dated for 11/4/14...spoke with;
[pharmacist]...Jwhom] stated that a side effect of

" the Exsion palch [overdose] is syncopal episadss

- of fainting.*

d. Interview on 11/25/14 at B:30 AM with

, the DON revealed that after the facility was
infarmed of the second medication artor,

+ aducation was again provided to the nurses and a
naw system for a doubte sign off was
lmplemanled

? 2. Medical record review revealad resident #54

" had diagnoses that included dementia and had a |
physician arder dated 11/12/12 for &n Exelon
patch 4.6 mg/24 hour to te applled once a day,

' Review of the Novembar 2014 MAR revealpd

. documentation was lacking for a double slgn off

“for the removal of the pateh on 1112, 1113, ;

CHME, A8, 118, 11720, 1721, and 11722 :

Intarview on 11/25/14 at 2:10 PM with the DON
confirmesd the above documentation was lacking
in the medical record.

55052 Ch 12 Sec 7 (d){iv}{A) Assisled Living Fasiity 85052
" {ALF) Core Bervicas

. (d) Medications. i
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(iv) Medication assistance,

; {A) The staff shall be responsibla for

; providing necessary assistance to residents
deemad capable of self-medinating, but sre

: unable to do so hecause of a funclional disability, ;
in taking oral medications. Non-licensed staff can,
only assist with oral medications. Medication
asslstance may include:

(1) Reminding resident to take
medications;

{1y Removing medication containers
from storage;

(1) Assisting with removal of cap,

(V) Asaisting with the removai of @
medication from a container for resldents with &
disability which pravents independenca in this act;

{V} Observing tha régident take the
medication; and

(Vl) Documentation of ohservalion.

This State Rule and Regulation is not met as !
T evidenced by:
, Based on ohservation, medical record review,
vand stalf interview, the fagilty failed (o ensure the
| nurse supervisad the administration of
i medications for 4 of & sample residents (#11, :
#1418, #21, and #28) chserved dwring & medication |
pass, The findings were,

1, Observation on 11/25/14 at 11:55 AM showad
"LPN #1 administered glacosamine chondroitin
one tabiet and Combivent Respimat (an inhaler)

A. in-service with all nurses on
medication safety to include
nurses will wateh all residents. 7 MEWORSY
while taking all medications -
unless they are deemed safe by
self-administration assessment
and a doctors order.

B, n-service will also include
keeping residents  safe by
locking med carts and rooms
that store medication to be
dona by January 15, 2015

fromto)ed 4&’5%&‘ p@i% 5
02):’!' PyoCeSS,

E?’/f/fs’
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« to resident #28. During the observation the LPN

: left the madications with the resident ang did not

. chserve the medications being iaken. Review of

* tha medical record revealad the resident was not

. assesgsed for safe self-administration of
medication.

2. Observation on 11/28/14 at 12 PM showed
v LPMN 1 administered Centrumn Silvar one tablet,
*Tylenol 500 mg, Calgiumivitamin D 600 mg/400

+ mg, and oxycodona 5§ mg to resident #21, During .

the observation the LPN left the medications wih

the resident and did not observe the medications |

being taken, Review of the madical record
ravealed the resident was oot assessed for safe
self-administration of medication,

3, Observation on 11/25/14 at 12:05 PM showed
. LPN #1 adminlstered Tylenal 650 mg to resident
i #11. During the observation the LPN Jeft the
| medication with the resident and did not obsarve
; the medication being taken. Review of the
: medical record revesled the resident was not
| assessed for safe self-administration of
i medication,

4, Observation on 11/25/14 al 12:10 PM showsd
LPN #1 administered Tylensl 500 mg to resident
#18. During the observation the LPN left the

 medications with the resident and did not chserve

the medications being taken. Review of the
medical record revealed the resident was not
" assessed for safe self-administraiion of

i 5, Interview with LPN #1 on 11/25/14 at 11.55 AM
- revaaiad the nurse routinely fefl medications with

; the residents, and did not ensure the medications

i were swallowed,
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§ . Ohservallon on 11/25/14 from 11.55 AM to

1215 PM also revesled the nurse did not lock the
cart between resident madication adminisiralion,
at fimes her bark was to the unlocked cart, and

, residants were wandering In the meln dining
room.

=7, Interview with the DON on 11/28/14 at 12:15
PM revealed the facility expectation was for the
nurae {o stay by the resident untll the medication
is {aken. Interview with the DON on 11/268/14 at
4:30 PM revealed the facility expsctation was for
the nurse to lock the medication cart belween

s rasidants.

8. Wyoming State Board of Nursing Advisary
Oplnion *LPN and RN Scope of Practice” dated
July 2014 "In participating in the nursing process
and imptementing client care across the lfespan,
a LPHN shall. .4, Implemeant aspacis of a client's

. care consistent with the LPN scepe of practice in

« a timely and accurate manner including. ...

" promote a safe clent environment.”

35053 Ch 12 Seo 7 (d)(V)(A} Asslsted Living Facility
| (ALF} Core Services
i
() Medications.

' (v) Medication Administration

{A} An RN shail be responsible for the
sipervision and management of all medication
administration as raquired by the Wyoming Nurss
Rutes and Regulations.

This State Rule and Regulation s not mel as
evidenced by:

Practice Act, and the Wyoming Board of Nursing |

88052

S6053
A. Each individual medication

racord will be cross chacked by
; nursing staff with all MD orders
' in chart to assure proper
transfer has taken place to bwﬁv‘aw
completed by January 30 2035.% - g 1*’
Starting today and going
forward all MD orders that come
in will be double checked by two
separate nurses and noted off
that transfer into medication

record is correct.

4L,
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#47. Review of the madica! record showed a
physlchan order datad 10/16/14 for the resideni to
be given Combivent Raspimat 18 moegl/103 meg

| two puffs info the lungs every 6 hours as needed.
: Reviaw of the MAR for the month of November
, 2014 showed the medisation was te be

i administered as one puff,

| Interview on 11/26/14 af 3:40 PM with the
DON showed there was confusion and she was

"seeking clarification for the physician order.

i Documentation provided to the Stale Burvey

't Agency on 11/26{14 at 10 AM showed the

oo 1D SUMMARY BIATEMENT OF DEFICIENCIES o PROVIDE'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENGY MUST BF PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIOM SHOULD BE LOMPLEYE
TAG REGULATORY OR LEC IDENTIEYING INFORMATION) TAG CROSSAEFERENCED T THE APPROPRIATE GATE

» DEFIGIENGY)
$5083 Continued From page 6 88053
Based . ptig dal o ! C. Al medication records will ba
ased on observation, medlcal record raview, ' :
and staff interview the faclity failed to ansure thoroughly ChECk:d by two
medications were administerad correctly for 2 of nurses every month, ,
9 sample residents (#44 and #47) during k D. Avery detalled in-service will be ,&z y;
{ observations of a medication pass. Twa conducted with all nursing staff | { I“
medication errors out of 20 opportunities were by the 50 to  include ;
[ i .
! iisrzfved, with an arror rate of 10%. The findings medication administration of
oral, topical, ptts, patches,
1. Dbservation on 14/26/14 at 8:15 AM showed Inhalants, immediately and
RN #1 atministered madication Dulera 120 {an quarterly thereafter, )
inhaler) wo puffs in quick succession to resident E. Each nurse will be evaluated hy
“#44. Tha nursa did nof walt one minute between _
puffs. Interview on 11/26/14 &t 1:15 PM with RN means of CSD using corporate
#1 showad she was unaware of the requirement competency form by December
to walt ong minute between puffs of an inhaler 31, 2014, )
, medication. F. Each nurse will be audited
i Clinicat Murging Skills, Smith, Duell and during a med anss weekly until |
[ Martin, 7th Edition, page 596 "Instruct client to competency is proven then
wait ghe or two minutes between inhalations and | quarterly times two then
to shake canister before each puff. Rationale: annually,
Walting between doses helps prevent paroxysmal G. The €SO will check the |
bronchospasm.” _— i
medication record for proper |
. 2. Observation on 11/26/14 al 11:57 AM showed sign off and documentation
- LPM #1 administered Combivent Respimat 20 three times a week for one
megH00 meg (an inhaler) one puff to resident month then weekly times eight

weeks then twice @ month times
two months then monthly
thereafter,

Moadped A0V
szc:],%,‘) oA PWLD’.
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regidant was to be given two puffs of the i
medication, !

Based on medical record review and staff
interview the facility feiled to prevent two .

significant medication errare for 1 of 10 sample
residents (#42) reviewed for medication arrors,
The findings were,

1. Review of the medical record showed resident
#42 was admitted to the facility on 8/18/13 with
dlagnoses that included dementia, depression,
ymphoma, and anxisty. Review of the hosplal
cardiology consult nole dated 10/29/14 showad ‘
. the resident had & heart attack on 10/17/14, and : :
. was admitted {o the hospital on 10/26/14 with i
| diagnoses that included syncope (loss of
| cons¢lousness), Review of the hospital "Frior to
Admission Medications Hist" showed a physician
order for Exelon paich 9.5 mg/24 hour; place one
patch onto the skin daily. The following concerns
were noted:

a. Review of the Emergency departimeant
- murging nofe dated 10/28/14 timed 5:45 PM
showed the resident was "noted fo have 3 exslon ]
palches in plase, ane on L {left] abdoman whish |
was removad dit [dus to] past date for ramoval,
one on L [left] shoulder with date of today, and
. ane on L {lefl] shoulder with am old date, so this
| ohe was also removed.”
b, Interviaw on 11/25/14 at §:45 AM with LPN
: #1 revealed the facility was informed about the
" medication error on 10/29/14 by the physician.

|
2. Review of Nursing Physical Assessment dated |
1111414 showed resident #42 was re-admilled lo
the facility from the hosplial with 2 Exelon ‘
patches dated 1072814 and 10/30/14.

intsrview on 11/26/14 at 9.45 AM with LEN #{ - |
Wyorning Dapl of Heallth, Aging Division, Haalihcare Licensing and Surveys
STATE FORM ey 280714 If continuation shoal &of 14
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revealed she removed the cld Exelon patchas :
- and placed a paich dated 11/1/14, during a .
i head-to-toe assessment, and no other patches :
were seen af this time,

. 3. Review of the haspital discharge summary
dated 11/7/14 revealed the rasident was admitted
16 the hospital on 11/4/14 with diagnoses that
ingluded unresponsiveness and syncope.
Review of the Emergenay deparimant nursing
nole dated 11/5/14 fimed 5:25 AM revealsd Pt i
" [patient] had on 2 Exelon patches, One patch was !
- dated for 10/31/14 and the other patch was daled ‘
for 11/4/14. The pateh dated 10/31/14 was
removed, When this pt [patient] was admitted in
Octobar with a syncopal episade, agmitting RN
staled that [patient] had more than one Exelon
- patch on al that time as wall. Spake with. .
[pharmacist]... fwhom] stated that a side effect of
the Exelon palch [overdose] Is syncopal eplsodes
or falnting."

4. Roview of the physician discharge summary
" dated 11110/14 timad 12:10 AM revealsd the
resident "came inwith complaint of
: gnrssponsiveness/syncoepe., . The cause of
| syncope was likefy sacondary te medications.
The patlent was found to have multiple Exslon
" patches on,

[nterview on 11/26/14 at 9:30 AM with the DON
revealed after the facility wss informed of the
 second medication error, education was provided ;
“{o the nurges and the Exelon patches wera being .
saved on all the resident's MAR's when the
. patches were removed from the resident, and
- raquired a slgneoff by a second nurse,

Wyoming Lapt of Healll, Aging Olvision, blealihcare Licensing and Suneys
STATE FORM 636% 28024 It contiruaslon sheel 8 of 14
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85054 Ch 12 Sec 7 (8)()(A-K) Assisted Living Facilty | 95054
L {ALF) Cors Services .
_ A Al staff in-service done on ’
(&) . Resident Records and F{EPGR&. Each reporting any staff vs staff staff ’Z l kl;
resident'’s records shall be current, arganized and i dent. resid JE d ;
maintained In individua! folders which shall be vs resident, resident vs resldent |
made avallable to the resident, the Licensing aftercation immediately to your
Divislon, ar designated representativa upon supervisor.  Supervisars  will
request. 3 review state and corporate
i) Each folder shall indlude the following: regulations on reporting with
the administrator. This will be
(A) Information from the referring agent, if done by January 1% and
| Applicable; quarterly thereafter times one
; (B} History and physical performed by & \’(?ar the annually and upon new
' physiclan of physlcian extander, hire. .
‘ T - 3»—"&
(C) individual 2dmission form. The form | MM WUL
shall, at & minfrmum, contain the foliowing ‘W M()\)F'\
b ] 3 ‘L
Information; & “’"9 POk " :
Ve G MDA
(1) Eull name of resident and former _G-OH'. H ? @ \?
address; |
(1} Dale of admission; ! !
(1) Sex, race, date of birth, social | :
| security number, and former oacupation;
. (V) Mame, home address, and i
; telephone number of relalive, friend, Power of !
| Attorney, or guardian: :
(V) Name, address, and telephone
number of resident's personal physician, dentist,
ophthaimolegist or optomelrist;
(V1} Medicare number of other medical
Wyeming Dopt of Maalth, Aging Divislon, Meatheare Licensing and Surveys
STATE FORM B 280741 W eontinugiion sheed 10 of 14
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(X2} MULTIPLE CONSTRUGTION
A BUILDING.

B, WING

i

(X3) DATE SURVEY
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c

NAME OF PROVIDER QR BURPLIER STREETADDRESS, GITY, STATE, ZIP CODE

4010 NORTH COLLEGE DRIVE
ABPEN WIND Af :
SEISTED LIVING COMMUNITY GHEYENNE, WY 82001

1/2512014

i SUMMARY STATEMENT OF DEFICIENCIES
PREF {EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY QR LSC IDENTIFYING INFORMATION)

[{n] PROVIDER'S PLAN OF CORRECTION : x5

PREFIX [EACH CORREGTIVE ACTION SHOULD BE
TAG GROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

(X8)
COMPLETE
DATE

85084 Contlnued From page 10
insurance identifying data;

(Vi) Avwritten inveritory of alt parsonal
possessions; however, this inventory need not
include personal clothing,

i (0} All accidenis, injuries, incidents,

i linesses, and allegations of abuse, neglect or

i exploitation shall be reported o the resident's

i family or responsible party and be documented in

| the indlvidual resident records. Al such

: atturrenices shall also be reported to the
appropriate entity for follow up and reselution,
Reports of 8l Incldents affecting the health,
waelfare or safety of a resident shall be provided to
the Licensing Divisian immediataly (within one
business day), Reporting shali be done by
telephone or fax. Tha facility's Investigation of

: the ingldent shall be reported o the Licensing

I Division and the Long Term Care Ombudsman

T within five (8) working dayvs. Decumentation to

» support the facllity reporting the situation and

- follow up must also be prasent in the resident

| racords;

(B} An aecouniing of all personal funds
deposited with and disbursed by the facllity;

: {1} Upon written authorization ¢f a
- cllant, the facility must hold, safeguard, manage
and agcount for the perscnal funds of the client.

. {1.) The facility must depostt any
parsonal funds inexcess of §100 In an Interest
bearing account.

; {2.) The facllity must establish and
. maintain a system that assures a full and
. complete and separate accounting according to

55054

Wyoming Depl of Health, Aging Division, Haesitheare Licensing and Survays
STATE FORM

ohes 28021
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85054; Continued From page 11 56054 i

; generally accepted accounting principles of each !
: resldent's personal funds entrusted to the facility.

(3.) Upan the death of a resident with
a personal fund deposited with the facility, the
facility must convay, within 30 days, the resident*
s funds a fing! accounting of those funds, o the
Individual or probate jurlsdiction sdministering the
resident ' s estate,

(4.} The facility must netimpose & |
charge against the personal funds of a resident
for any item or servica for which payment is made
under Medicaid or Madicare except for applicable
deductible and coinsurance amounts,

(F) A signed copy of the resident's righls,

, {G) The resident's assessment and i
individuslized assistance plan,
{H) Copies of all applicable resident
. agslstance contracts, signed by both parties;

(1} Wrilten acknowledgmant of the receipt
and explanation of all facllity policies Including
admission/dischargs policies;

(J) Copy of all ALF 102's; and

(K) Copy of outside contractual
responsiilities, i applicable,

This State Rule and Reguiation 15 not met as
: avidenced by:
Based on madical record review, staff interview |
and State Survey Agenicy racord review, the -
. facility falled to report Incidents invelving the
Wyoming Depl of Haulth, Aging Division, Haalthcare Licansing and Sutveys
STATE FORM Bhen 280711 Hoontinuation ahael 12 of 14
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85054: Continued From page 12

| health, welfare or safety of a rasident to the
Llcensing Division In a timely manner for 2 of 21
sample residents (#42, #72) selected for review
of incidents. The findings were:

' 1. Review of the madical record revealed resldent
T H72 was admitted to the facillty 8/25/12 with

 diagnoses that incfuded damentia, The following
_soncerns were noted:

a, Review of the nursing notes dated
10/25/14 revealed the resldent wag Invelved in a
| physleal altercation with another reslderd, that
resulted in visible infuries to both residents,

I b. Review of physiclan notlflcation fax dated
1026114 revealed resident #72 had a right
swolleh chesk over histher cheskbone, and
resident #55 had 3 skin tears on histher right
forsarm, and the residents ware separated unti
further notice,

¢. Review of Licensing Division records
revealed the facility did not reporl the incident
until 1142514,

2. Review of the medioal record showed resident

#42 was admiftad to the facifity on /1813 with

- diagnoses that inciuded dementia, depression,

¢ lymphoma, and anxiely. Review of the hospital

, cardiology consult note dated 10/29/14 showed

' the resident was diagriosed with a heart attack on
10117114, and was admitted to the hospital with
dlagnoses that included syncope {loss of
consciousness), Review of the hospital "Pricr o
Admission medications" Hat showed a physician

- order for Exelon patch 9.5 mg/24 hour; place one

" patch onto the skin dally. The following concerns

“were noted:

a. Review of the Emaerganicy Depariment

nurse's note dated 10/29/14 showed the resident :
_wag "noted lo have 3 exelon palches n plage,”

55064

!

H

]

Wyoaming Dapl of Haalth, Aging Divigion, Healthcare Licensing and Surveys
STATE FORM

eau 280214

It contirsagion shest 13 of 14



PRINTED: 1211072014

Haalihcare Licensing and Surveys \// FORM APPROVED
STATEMENT OF DEFIGIENCIES %1} PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION \ X3
OF 0 / : ) DATE SURVEY
ANG PLAN OF CORRECTION IDENTIFICATION MUMBER: A SUILDING:' COMPLETED
C
ALFO08 B, WAING 1112612014

HAME OF PROVIDER OR SUPPLIER ETREET ADRRESS, GHTY. STATE, 2IP CODE

4010 NORTH COLLEGE DRIVE
ASPEN WIND ASSISTED
b:] LIVING COMMUNITY CHEYENNE, WY 22001

{X4) 1D SUMMAR'Y STATEMENT OF DEFICIENCIES ] o PROVIDER'S PLAN OF CORRECTION *5)
PREFIX {EACH I_DEFIGIE&CY MUST BE PREGEDED BY FULL PREFIK (EAGH CORRECTIVE ACTION SHOULD fir COMPLETE
Wy REGULATORY OR LSC IDENTIFYING INFORMATION} TAG : GROSE-REFERENCED TO THE APFROP RIATE DATE.

| OEFICIENCY)
58054 . Continued From page 13 56084 !

f b. Interview on 11/25/14 a1 9:48 AM with LFN '

“#1 revealed the facilily was informed abiout the

- medication error on 10/29/14 by the physiclan.

' . Roview of Nursing Physical Assessment

 dated 11/1/14 showed the resident was ;
re-admitted to the faciity from the hospital with 2 ,
" Exelon patches dated 10/29/14 and 10/30/14,

d. Review of the hospltal physlcian discharge |

summary dated 11/7/14 revealad the resident i

- was admitted to the hospital an 1144794 and '
"came in with complaint of
unresponsiveness/syncope... The cause of
syncope was likely secondary lo medications,
The patient was found to have multiple Exelon
palches on..."

&. Review of the Emargency Dapartment
. pursing notes dated 11/5/14 at 5,25 AM showed

» "it was noted that Pt [patient] had on 2 Exelon

i palches, One pateh was datad for 10/31/44 and
the other pateh was dated for 11/4/44. spoke wi ith’

i [pharmacist]... [whom] stated that a side effect of i

* the Exelon palch [overdose] is syncopal smsades

= or falnting”

f. Review of Licensing Division records
revealed the facllity did not report the twe
medications errors that affected the heallh of the :

. tesident. !

b

Interview on 11/25/44 at 4,30 PM with the
administratar confirmed the above incidents had
not baen reported to the Licensing Divislon,

Wyeming Dagt of Health, J\gingbivlsinn. Haaltheare Licensimg and Survays
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