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I {ALF) Core Services

(e) Resident Records and Reports. Each
| resident's records shall be current, organized and
. maintained in individual foiders which shall be
! made available to the resident, the Licensing
. Division, or designated representative upan
' fequest,

(1) Each folder shall include the following:

(A) Informaticn from the referring agent, if
applicable;

(B) History and physical performed by a
" physician or physician extender,

(¢} Individual admissicn form. The form
- shall, @ a minimum, contain the following
Linformation:

(1) Full name of resident and former
. address;

(1) Date of admission,

(I1) Sex, race, date of birth, social
» security number, and former occupation,
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LABORATORY DIRECTOR'S OR PROVIDW

FAPLIER REPRESENTATIVE'S SIGNATURE

Em/vimaf;\

STATEMENT OF DEFIGIENCIES ({1} PROVIDER/SUPPLIER/GLIA (X2AMULTIPLE coﬁé’ﬂﬁiu&fgﬁwwlb (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION MUMBER: A SUILDING: COMPLETED
Heanticars Ticensing -
ALFD0B B. o . 05/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4010 NORTH COLLEGE DRIVE
ASPEN WIND ASSISTED LIVING COMMUNITY CHEYENNE, WY 82001
(X410 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION T e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH GORRECTIVE ACTION SHOULD BE i COMPLETE
TAG REGULATORY OR LEC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROFRIATE ;| DATE
; DEFICIENCY) ;
8 000' Opening Comments § 000 ‘
i ‘
' Rules and Regulations utilized for this survey are: j
: Rules and Regulations for Frogram
- Administration of Assisted Living Facilities, ;
- Chapter 12, effective 12/12/2007 ]
. Rules and Regulations for Licensure of Assisted :
' Living Facilities, Chapter 4, effective 06/28/2001 A, Starti . :
‘ , Lne | . . Startin tod
Follow up survey to Nov 2014 complaint survey g ltoday and  going
forward all Resident incidents ]
(55054} Ch 12 Sec 7 (e)(i)(A-K} Assisted Living Facility | {S5054} that result in injuries,ilinesses, '

and/ or allegations of abuse,
neglect or exploitation shall be
reported to Resident’s family or |
responsibie Party, Physician and
Reporting Agency.
The  Executive
designee will Report to the
appropriate entity within one
business day, and
resclution within 5 business days
in accordance with state guide
lines.

Any report affecting the health,
safety and welfare of a resident
will be reported to Licensing
Division immediately. Anytime a
resident is seen at an emergency

|
Director or i
]

follow-up

room and receives treatment or
sustains injury  requiring
treatment a report will be filed.
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STATEMENT OF DEFICIENGIES {X1). PROVIDER/SUPPLIER/CLIA " (X2) MULTIFLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
. A, BUILDING:
o e L , R-C
- ALFDOS- U B. WING 05/22/2015
NAME QOF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE

4010 NORTH COLLEGE DRIVE
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(K410 | SUMMARY STATEMENT OF DEFICIENCIES ; o | PROVIDER'S PLAN OF CORRECTION I s
PREFIX : {EACH DEFICIENGY MUST BE PREGEDED BY FULL \ PREFIX {EACH CORRECTIVE ACTICN SHOULD BE ! COMPLETE
TAG ¢  REGULATORY CRLSC IDENTIFYING iNFORMATION) S TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
. - : DEFICIENGY)
{55054} Continued From page 1 {55054}

All incidents that occur on
(iV) Name, home gddress, and weekends will be reportEd the

i
i
|
——— ]
|
H
I
|
I
|
)
|
;

telephone number of relative, friend, Power of following business day. Al
Afttorney, or guardian; - - .
: incidents shall be reviewed
. (V) Name, address, and telephone through the community QA
. number of resident's personal physician, dentist, process

~ophthalmologist or optometrist;

(V1) Medicare number of other medical ' B.

All Residents which i
insurance idenfifying data; esidents which include,

Resident #11, #7,#8, #9,810

(Vi) Awritten inventory of all personal : will be monitored through the
possassions; however, this invantory need not .
include personal elothing. Community QA and care plan
process

{0} All accidents, injuries, incidents, _
linesses, and allegations of abuse, neglector | - .
explaitation shall be reported to the resident's C. Avery detailed in-service will be
family or responsible party and be documented in conducted with all nursing staff
the individual resident records. All such g

- oceurrences shall alsc be reported to the i by the CSD to include at the
appropriate entity for follow up and resalution. : minimum documentation on
Reports of all incidents affecting the heaith, incid hich fol _
welfare or safety of a resident shall be provided to incidents which are as follows: :
* the Licensing Divisicn immeadiately (within cne 1
business day). Reporting shall be done by : s Focus charting guidelines

telephane or fax. The faciiity's investigation of
. the incident shall ke reported to the Licensing
. Division and the lLong Term Cars Ombudsman e Supervisor's resident

within five (5) working days. Documentation to incidents follow up report
support the facility reporting the situation and

e Incident report completion

follow up must also be present in the resident  Resident physician fall
records; notification fax form
(E) An accounting of all personal funds »  Protacol for Reporting to

| deposited with and disbursed oy the facilty: E.D. or CSD. In-service
| completed by July 5, 2015.

{I) Upan written authorization of a

Wyoming Dept of Health, Aging Bivision, Heaslthcare Licensing and Surveys
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AND PLAN OF CORRECTION INENTIFICATION NUMBER: A, BUILDING: COMPLETEDR
R-C
_ _ ALF008 8. WING ... _ - 05/22/2015
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(55054} Continued From page 2 {86054} %
Co . ommittee will f
' client, the facility must hold, safeguard, manage D. The Safety.C ‘m it i
- and account for the perscnal funds of the cilent. review all incident reports !

thiy for 3 months then
: (1.} The facility must deposit any montaly
- personal funds in excess of $100 in an interest quarterly for 3 quarters to

* bearing account. review if the appropriate follow |

(2.) The facility must estabiish and up was completed and the
maintain a system that assures a full and appropriate agencies notified.
- complete and separate accounting according to . incidents
- generally accepted accounting principles of each the review of th‘?se !
resident’s personal funds entrusted to the facility. will be recorded in the monthly

afety meeting minutes.
(3.) Upon the death of a resident with saiety &

_a personal fund deposited with the facility, the E. Daily at the stand-up meetings .
{ facility must convey, within 30 days, the resident’ we will review any residents _
- g funds a final accounting of those funds, te the |
individual or probate jurisdiction administering the | that have been sent to the ER
resident ' s estate. i and ensure that a report has

iled. This review process
(4.) The facility must not impose a been filed. Thi p

charge against the personal funds of a resident will be documented for 3
for any item or service for which payment is made months. The documentation of !
under Medicaid or Medicare axcept for applicable ) ] h M be |
deductible and coinsurance amounts. this review (3 months) wi

kept on file until the end of ;

(F) A signed copy of the resident’s rights; 2015. After the 3 month period

: (@) The resident's assessment and starting October 1, 2015 this
| individualized assistance pian; review will still be done daily
(H) Copies cf all applicable resident and discussed but there will not t
assistance contracts, signad by both parties; be documentation of the
_ (1) Written acknowledgment of the receipt review. !
- and explanation of aif facility policies including
“admission/discharge policies; 5%, 2015
{J) Copy of alt ALF 102's; and
Wyaming D‘épt of Health, Aging Division, Healtheare Licansing and Surveys
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£

Ggg’u_[“((\)

PRINTED: 05/26/2015

o FORM APPROVED
Healthcare Licensing and Surveys
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X35 DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BUILDING: GCOMPLETED
R-C
ALF00B B. WING 05/22/2015
MNAME QF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
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(X4) ID . SUMMARY STATEMENT OF DEFICGIENCIES 10 } PROVIDER'S PLAN OF CORREGTION | %5)
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{55054} ' Continued From page 3 (55054}

(K) Copy of outside contractual
responsibilities, if applicable.

- This State Rule and Regulation is not met as

gvidenced by:
asad on medical record review, staff interview,

and State Survey Agency record raview, the
facility failed to ensure incidents that affected the

_health, welfare, or safety of a rasident were
reported to the Licensing Division in a timely
manner for 5 of 11 sampla residents. The findings
were;

1. Review of the nursing note dated 2/13/15 |
untimed showed resident #11 had an :
unwitnessed fall that resulted in visitle Injuries, |

- and was sent to the emergency room. Review of

'the 2/13/15 hospital discharge instructions

- showad the resident was diagnosed with a nasal

. fracture, head injury and abrasion. Review of the
2/14/15 nursing note timed at 6:45 AM showed
the resident was re-admiitad to the facility with a

- pasal fracture, bruising and abrasicns. Interview

with the administrator and the DON on 5/22/15 at

2 PM revealed the administrator was unaware the

“resident sustained a nasal fracture as a result of

_the fall, and confirmed the incident was rot

- reported to the Licansing Division.

* 2. Review of the nursing notes dated 3/19/18

- timed at 1:30 PM showed resident #7 was found
at 7:30 AM that morning lying in bed with an

“injury, and was sent fo the emergency raom.
Review of the nursing note dated 3/20/15 timed at
3 PM showed the resident was admitted to the
hospital for a hip fracture. Interview with the

“administrator and the DON on 5§/22/15 at 2 PM
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“ confirmed the incident was not reported to the
i Licensing Division.

. 3. Review of the nursing notes dated 3/18/15

- timed at 7:45 AM showed resident #8 was found
: with an approximately 3 inch long laceration on

" his/her head, the resident stated s/he had a fall,
" and was sent to the emergancy room., Interview

with the administrator and the DON on 5/22/15 at

-2 PM revealed the scalp laceration required

steri-strips in the emergency room, and foilow up
care by facility nursing staff. Further, the

: administrator cenfirmed the incident was not
" reported to the Licensing Division.

4. Review of the nursing notes dated 4/6/15 timed
: B:40 PM showed resident #9 had an unwittnessed

fall, was unresponsive, and was sent to the

i emergency room. Review of the nursing note

from that day timed at 8:30 PM showed the
resident was diagnosed with a Urinary Tract

" Infection, and returned to the faciiity, but hac

additional episodes of emesls and dry heaving
that evening. Interview with the administrator and
the DON on 5/22/15 at 2 PM confirmed the
incident was not reported to the Licensing
Division.

5. Review of the nursing notes dated 4/20/15
untimed showed resident #10 had an
unwitnessed fall that resulted in visible bruising.
Review of the nursing note from that day timed 2
to 10 PM showed the resident was taken to the
emergency room by a family mamber. Review of
the nursing note dated 4/21/15 timed 2:30 AM
showed the resident was admitted to the hospital.
Interview with the administrator and the DON on
5122115 at 2 PM confirmad the incident was not

reported to the Licensing Division.
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! 6. Review of the Licensing Division reporting
i recards showed the above incidents were not

Surveys.

- reported to the Office of Healthcara Licensing and

!
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State Form: Revisit Report
(Y1) Provider/Supplier / CLIA/ ‘ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number ! g %li]ding 05/22/2015
ALF006 o o Ming . . e
Name of Facility | Street Address, City, State, Zip Code
ASPEN WIND ASSISTED LIVING COMMUNITY i 4010 NORTH COLLEGE DRIVE

‘ CHEYENNE, WY 82001

This report is completed by a State surveyor to show those deficiencies previously reported that have been correeted and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement
on the survey report form).

(Y4)  Item (Y5) Date (Y4 Item (Y5) Date  (Y4) [Item (Y5)  Date
Correction | Correction Correction
Completed Completed Completed
ID Prefix 85049 02/01/2015 ID Prefix  g5052 02/01/2015 1D Prefix  §5053 02/01/2015
Reg # cn 12 See 7 (@NAK) Reg- 4 Ch 12 See 7 (dMivi(A) Reg. # Ch 12 Sec 7 (@)Y
LSC LsC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix | ID Prefix
Reg. # Reg. # Reg, #
LsC B ! LSC i j : LsC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg, # ' Reg. # Reg. #
LSC - i LSC ' LSC B
Correction Correction : Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # ‘ Reg. # Reg. #
LSC - - e Lsc L
Correction Correction Correction
Completed Completed ! Completed
ID Prefix 1D Prefix ¢ 1D Prefix
Reg. # i Reg, # ! Reg. #
Lsc LSC - B : LSC
Reviewed By | Reviewed B Date: Signature of Surveyor: | Date:
State Ageacy r% f/zk/é{ ‘
o L] L] = - - : " " —
Reviewed By Reviewed By Date: Signature of Surveyor: ‘
CMS RO - . ‘
5 /Z(a //5 |
1
] B — B - 1 _
Follownp to Survey Completed on: . Checl for any Uncorrected Deficiencies. Was a Summary of Uncorrected
11/25/2014 Deficiencics (CMS-2567) Sent to the Facility?  ypg NO
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