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Rules and Regulations utliized for this gurvey are:

Rules and Regulations for Program
Administration of Assisted Living Fecllities,
Chapter 12, effective 12/12/2007

Rules and Regulations for Licensurs of Assisted
Living Facliities, Chapter 4, effective 06/28/2001
A follow up survey was conducted by Healthcare
Licensing and Surveys on 11/16/15 - 11/18/16,
Tha survey was prompted by findinge from a
survay on 8/9/15 for complalnt Intakes
LIC-08-028, LIG-09-030, and LIC-08-032.

The following common abbraviations are used
throughout the document.

RN - Reglstered Nurse

LPN - Licensed Practical Nurse
CNA - Certiflad Nursing Assistant
CSD - Clinioal Service Diractor
mg- miligrams

Less commonly used abbraviations will be
annoted In each deficiency,

{86017} Ch 12 Sec 7 (a)(vIi) Assisted Living Facllity (ALF) | {86017}
Cora Services

The facility will identify each resident will be

(a) The assisted living facllity core services appropriate for the core services level of

include the following:
g care: D3/31/16
(vill) Cars of Individuals who requirs eny or all
of the fo"owlng eewtces: An assessmant was done on resident #3.
Resldent #3 was found to be nat appropriate
(A) Partial agslgtance with personal care; for this facliity. A 30 day letter was Issued on
e.g. bathing, shampoos, 11/20/15, Resident #3 moved to a higher
(B) Limited assistance with dressing; level of care.
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{86017} Continued From page 1 {s5017}
Clinical Services Director/Assistant Clinical
(C) Minor non-sterlle dressing changes; Setvices Director will do assessment of
rernaining residents. The assessment will
| akin care - skin integrity Intact;
i (D) Stage grity Intact, identify If a resident is appropriate for the
- (E) Infraquent assistance with mobillity, care services level of care.
The resident may use an assistlve device; e.g.,
: wheel chalr, walker, cane; Any resident that is not appropriate for the
(F) Culng guldance with ADLS for the core services level of care will be issued a 30
visually Impalred resident, or the Intermittantly day written notice and a meeting with
y Imp: ]
i confused and/for agitated resident requiring POA/family will be held to assure that the
occaslonal reminders to time, place and person; needs of the resident are met untll resident
| () Care of the resident who can can be placed to a higher level of care,
| independently managa his own catheter or Documentation of this meeting will be
ostomy, e.g., resident who can change his own placed in the nursing notes.
catheter bage, able to clean and cara for his
ostamy, Administrator and CSD reviewed regulations
(H) Care of the resident Incontinent of to ensure understanding,
bowel or bladder if the condition can be managed
Independently; Ongolng monitoring of assessments will be
, done annually o i
This State Rule and Regulation [s not met as e r when a slgnificant change
| evidenced by: of condition occurs.
| Based on medical record review and staff
interviaw, the facllity falled to ensure 1 of 12 (#3) Administrator and C5D will ensure
sample resldents was appropriate for the core assessments are completed and any lssues
services level of care. The findings were: will be noted in Quality Assurance Program
1. Medical record revisw showed resident #3 had which will be reviewed quarterly.
an ALF 102 assessmant completed on 4/1/16.
The resident wae determinad to be independent
with bathing, continent of howel and bladder,
Independent and appropriataly able to transfer,
and had appropriate behavior. Review of the
resident's care plan dated 5/20/15 showed the
resident wae alert and oriented to name, place,
time, date, and famlly. The following concerns
Fijoring Dapl of Health, Aging LINIaIon, Haalthcare Licenaing and Surveys
STATE FORM w w2zy12

Il contlnustion sheat 20f 17




03/07/2016 MON 1§:01 FAX 307 63§ 7919 Sierra Hills

@003/017

PRINTED: 12/03/2015
FORM APPROVED

STATEMENT QOF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

ALF008

B, WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X8) DATE SURVEY
COMPLETED

R-C

11/18/2015

NAME OF PROVIDER OR SUPPLIER
SIERRA HILLS ASSISTED LIVING COMMUNITY

STREET ADDRESS, CITY, STATE, 2If CODE

4606 NORTH COLLEGE DRIVE
CHEYENNE, WY 62008

SUMMARY STATEMENT OF REFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REQULATORY OR L&C IDENTIFYING INFORMATION)

{X4) ID
PREFIX
TAG

D
PREFIX
TAG

CROSE-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION {X5)
(EACH CORRECTIVE ACTION SHOULD BE Oﬂg:‘l_,EETE
DEFICIENCY)

{56017} | Continued From page 2

were [dentifled.

a. Review of the list of residents who neaded
asslstance, provided by the facllity on 11/16/15,
showed the resident requirad “full assist,
[asaistance].”

b. Review of a nursing/progress note dated
11/2/15 and timed 12:15 PM showed the resident
was alert and oriented times 2 with "periods of
confusion.* Further review showed the resident
requirad 1 person assist with ADLs and was
incontinent of howel and bladder.

c. Revlaw of an ALF 102 assessmeni
completed on 11/48/16 showed the resident was
occaslonally incontinent, completely dependent
for transfers, and had Intermittent confusion
and/or was agitated.

d. Interview with the CSD and executive
director on 11/108/15 at 2;07 PM revealed the
facility was pursuing long term care placement for
the resident, but there was no evidence of
i communication with the family. Further, the
i interview revealed the reeident required services
: that were no longer appropriate for the facility.

{S8020) Ch 12 Sec 7 (b)(i)(A) Asslsted Living Facility

(ALF) Core Services

{b) Resident Assessment and Services, The
staff/contract Reglstered Nurse (RN) shall
conduct initial and, at a minimum annually, an
gccurate, standardized, reproducible assessment
» of each resident's functional capacity, physical
assessment and medication review.

{l) The completion of the ALF 102,
(A) The current vetsion of the ALF 102 (s

the designated screening tool. The form may be
updated and/or ravised periodically by the

{85017}

{55020)

Wyoming Dept of Health, Aging Cavielon, FHealihcare Elceming and Survays
STATE FORM

wazyi2

If continuetion shawt Jof 17




03/07/2016 MON 18:01 FAX 307 638 7519 Sierra Hills

Zooa/o017

PRINTED: 12/03/2015

FORM APPROVED
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ' (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
R-C
ALFo08 B WING 11/18/2016

NAME OF PROVIDER QR SUPPLIER
SIERRA HILLS ASSISTED LIVING COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE

4808 NORTH COLLEGE DRIVE
CHEYENNE, WY 82009

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTION (xd)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IRENTIFYING INFORMATION) TAG GROBG-REFEREgggg'Egg%E APPROPRIATE DATE

{5020} ! Continued From page 3 {86020)

Program Division. Praviders will be notified of
changes In the form. The following guldalines
apply to the ALF 102,

(Iy The ALF 102 Is only valid If
compieted within forty-five (45) days prior to
admission and there 1& no change in the
resldent's cond)tion.

() The ALF 102 must be completed
and slgned by an RN,

(It) The ALF 102 may be campleted
telephonically; howaver, it must be verified in
. person by an RN,

(IV) Anew ALF 102 shall be completed
&t least annually, and when there Is a change in
lhe resident's candition.

This State Ruls and Regulation Is not met as
svidenced hy:

Based on medical record review and staff

{ interview, the facllity falled to snsure B new ALF
| 102 assessment was completed for 2 of 12

| sample resldents (#3, #16) who had a change In
I condltion. The findings were:

- 1. Medical record review showed resldent #15
had an ALF 102 assessment completed on
8/14/15. The resident was determined to be
independent and eppropriate with mobility and
medically stable af that time. The following
concerns wera idantified:

a. Review of facility Incident reports from
10/22/15 through 11/14/15 showed the resident
had 5 unwitnessed falls while attempting to
ambulate or transfer without assistance,

b. Raview of a nursing/progress note dated
10/22/15 and timed 12:50 AM showed tha

The facliity will complete an ALF 102 on each
resldent with a change of condition. 03/31/16

ALF 102 was completed for resident #3 and
resldent #15, Resident #3 and Resident #15
have been moved to a higher level of care,

An audit of remaining medical records was
completed to ensure any residents that had
a noted change of condition to ensure new
ALF 202 was campleted as needed,

Administrator and CSD reviewed regulations
to ensure understanding,

An audit or remaining resldents ALF 102 will
be completed with each resident’s
assessment to be completed.

Administrator and CSD will ensure ALF 102 is
completed with each change of condition
and any Issues will be noted In the Quallty
Assurance program which is reviewed
fuarterly.

aming Depl of Heaith, Aging Divisian, HeallnGara Liceneing and Suveys

STATE FORM

Wazyiz It continuation sheat 4 of 17




03/07

/2016 MON 18:02

FAX 307 638 '{919 flerra Hille

@oos/0Ly

PRINTED: 12/03/2015

FORM APPROVED
vays
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION {X3) DATE 8URVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
ALFO0O8 B. WING 11/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE

SIERRA HILLS ASSISTED LIVING COMMUNITY

4608 NORTH COLLEGE DRIVE

CHEYENNE, WY 82009

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORREQTION 5)
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREPIX {EACH CORRECTIVE ACTION SHOULD 8E coigl"LETE
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBSB-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
{86020} | Gontinued From page 4 {86020}

incantinent of bowel and bladder.
yoming opt of Hea .Ag ng Slan, nealthcamm Licensing and urvays

resident "called [his/her] son at 12:30 AM and his
son brought him a bottle of Advil PM." Review of
' @ progrees note dated 10/22/15 and time 4 PM

showed the resident "fell in apartment and the
; daughter declded to taks the res|dent to the ER
| femergency room}..." The resident had contacted
staff by telephone to tell them "I want to throw
up...No position feels good...” Further review
showed "...the resident's daughter arrived and
wanted to know how many Advil PM the resident
took. This nurse counted the bottle with the
daughter, the total piil count was 107/120, 13 pllls
were not accountad for. Resldent laft with
daughter to the ER"

¢. Interview with the CSD and exacutive

director on 11/18/15 at 2:07 PM confirmed the
resldent had a physical and/or mental change in
. condition and a significant change assessment
was not complated.

| 2. Medical record review showed resident #3 had
B ALF 102 assessment completed on 4/1/16. The
resident was detarmined to be Independent with
bathing, continent of bawal and bladder,
independent and appropriately able to transfer,
and had appropriate bahavior. Review of the
residents care plan dated 5/20/15 showed the
resident was elert and orlented to name, place,
time, date, and famlly. The following concerns
were Identified:
a. Reviaw of the list of residents who needed

. asalstance, provided by the facllity on 11/16/15,
" showed the residant required "full assist.

[asslstance].”

b. Review of nursing/progress naote dated

: 11/2/15 and timed 12;15 PM showed the resident

- was alert and orlented times 2 with "perlods of

* confusion,” Further reviaw showed the resident
[ required 1 person assiat with ADLs and was

STATE FORM
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¢. Review of an ALF 102 assessment
completad on 11/18/15 showed the resident was
occaslonally Incontinent, completely depandent
for transfers, and had Intermittent confusion
and/or was agitated.

d. Interview with the CSD and Executive
Diractor on 11/18/16 at 2:07 PM revealed the
facility was pursuing long term care piacerment
but there was no evidence of communication with
the family. Further, the Intervlew revealed the
- resldent required services that were no longer
appropriate for the faclity.

3. Interview with the CSD and Executiva Director
on 11/18/186 at 2:07 PM confirmed a new ALF-102
: should have been completed because the
assessment In the residents’ charls were not
accurate,

{S5023)! Ch 12 Sac 7 (b){iv){A-C) Asslgted Living Facllity | {86023}
(ALF) Core Services

(b) Resldent Assessment and Services. The

: gtafficontract Reglstered Nurse (RN) ghall
conduct initlal and, at a minimum annually, an

acocurate, standardized, reproducible assessmeant

of each resldent's functional capegcity, physical

assessment and medication review.

(iv) Frequency of assessment. An
assessment must be conducted:

(A) No earlier than one (1) week prior to
gdmission;

(8) Immediately upon any significant
change in the regident’s mental or physical
condition; or

Wyoming ﬁdpt of Realth, Aging Divialon, Healtheare Licansing and Surveys
STATE FORM uess Wwazy12 ifcontinuation shaat @ of 17
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{88023} | Continued From page 6 (85023}
! (C) No less than once every twalve (12)
months.
The facility will ensure a comprehensive
This State Rule and Regulation is not met as assessment will be completed on any
evidenced by: '
Based on medical record review and staff resident with a change of condition, 03/31/16
interview, the faclity failed to sneure a changs of
condition assesement was completed for 2 of 12 A comprehensive assessment was done on
sample residents (#3, #15) who had a change in resldent’s #3, #15, and #53. (resident #46
condition, In addition, the facliity falled to enaure has been discharged from faclllty on
assessments were accurate for 2 of 12 sample 12/3/15)
: residents (#46, #53) who were reviewed for
elopement risk. The findinge were:
Resldent’s #3, and #15 have been discharget
; 1. Medlcal record review showed resident #15 from the facility. Resident #53 has been
had an ALF 102 assessment completed on Issued a 30 day notice
B/14/16. The resldent was datermined to be Y '
Independent and appropriate with mobliity and
medically stable al that time. The following All remalning resident’s will have a
i concergs V\'IBI'B IS?nt:lfiltad': dont s o comprehensive assessment completed to
a. Review of facility Incl repo m
| 10122116 through 11/14/15 showed the resident identify any change of condition.
had 5 unwitnessed falls while attermpting fo
ambulate or transfer without assistance. Administrator and CSD reviewed regulationg
b. Review of a nursing/progress note dated to ensure understanding.
: 10/22/15 and timed 12:50 AM showed the
| resident "called [histher] son at 12:30 AM and ar sl of current ,
i [his/her] son brought him a bottle of Advil PM." n audit of current resident’s
Review of a progress note 10/22/15 and time 4 comprehensive assassments will be
PM showed the reaident "fall in apartment and the tampleted with each resident’s care plan
daughter decided to take the resident to the ER meeting to ensure compll
[emergency room)..." The resident had conlacted 8 mprance.
staff by telephone to tell them "l want to throw
 up...No position faels good..." Further review Administrator and CSD will ensure
shawed "...the resident's daughter arrived and assessments wilf be completed on any
wanted to know how many Advil PM the resident resident with a change of candition and any
look. This nurse counted the bottle with the
daughtar, the total pilf count was 107/120, 13 plils Issues will be nated In the Quallty Assuranc
ware nat accounted for, Resldent left with Program which will be reviewed quarterly,
‘ daughter to the ER."
Wyoming Dapt of Healin, AQing DIVialon, Heslthaare Licensing and SHrveys
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{88023} | Continued From page 7 {85028}

o. Interview with tha CSD and sxecutive
director on 11/168/15 at 2:07 PM confirmed the
resident had a physical and/or mental changs in
condition and a significant change assessment
was not completed,

2. Medical record review showed resident #3 had
an ALF 102 assessment completed on 4/1/15.
The resident was determined to be independent
with bathing, continent of bowel and bladder,
Independent and appropriately able to transfer,
and had appropriate behavior. Review of the
resident's care plan dated 5/20/15 showed the
resident was alart and orlented to name, place,
time, date, and famlly, The following concemns
were identified:

8. Review of the list of residents who needed
asslstance, provided by the facllity on 11/18/15,
showed the resident required "full assiet."

b, Revlew of a nursing/progress note dated
11/2/15 and timed 12:16 PM showed the resident
wae alert and oriented times 2 with "periods of
, confusion.” Further review showed the rasident
: requirad 1 person agsist with ADLs and was
incontinent of bowel and bladder.

c. Review of an ALF 102 assesament
completed on 11/18/15 showed the resident was
occasionally incontinent, completely dependent
for transfers, and had intermittent confusion
and/or was agitated.

d. Intarview with the C8D and executive
diractor on 11/18/156 at 2:07 PM revealed the
facliity was pursuing long term care placement
but there was no evidence of communication with
the family. Further, the Interview revealed the
| resident required servicas that ware no longer
% appropriate for the facility.

! 5. Medical record review showed residant #48

| had an elopament risk svaluation completed an
Wyoming ﬁupl of Haalin, Aging Diviglon, Healthcars Licansing and Surveys
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6/24/15 and had a scare of 4 indicating the
resident was a low elopement risk. Further review
of the elopement risk evaluetion showad the
resident received 4 polnts for being "fully
ambulatory.” The followlhg concerns were
identifted:

a. Review of the list of residents who needed
asslstance, provided by the faaility on 11/16/15,
showed the resident required "full assist.
[asslstance]"

b. Review of the elopement rigk evaluation
: dated 8/24/15 showed the resldent was not
marked for having dementia or any type of mental
liness and was not marked as being disoriented,
The points assoclated with each area was 2,
which would have Increased the averall score lo
8.

¢. Review of the resident's cara plan dated
B/24/16 showad diagnoses that Included
dementla,

d. Review of @ nursing/progress note dated
11/1/15 at 10:15 AM showad the resident is "slert
: and oriented to person. Neede to be cued to get
up and dressed."

¢. Review of a nursing/pragress note dated
! 11/46/15 and timed 6 PM showed the faclilty
i "gpoke with the son (n regard to resident belng
- transferred to [facility name] memary unit d/t [due
: to] decline in cagnition.”

l f. Interview with the CSD and executive

; director on 11/18/15 at 2:07 PM confirmed the
| elopement risk evaluation was not accurate.

[

4. Medical record review showed rasident #53
had an elopement risk evaluation completed on
©/1/15 and had a score of 4 indicating the
resident was a low alopement rigk. Furthar reviaw
of the elopement risk evaluation showed the
resident received 4 points for belng “fully
ambulatory. Tha following concems were

Wyarming Depl of Health, Aging Livisian, Heallncare Licansing and Surveys
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)
(EACH CORRECTIVE ACTION SHOULD BE F

QOMPLETE
QATE

DEFICIENCY)

{85023)

§5053

Continued From page 9

Identifiad:

a, Review of the {ist of residents who needed
assistance, provided by the facility on 11/16/15,
gshowed the resldent required "full asslst."

b. Review of the elopament risk evaluation
dated 6/1/15 showed the resident was niot
marked as being disorlented. The poinis
assoclated with this area was 2, which would
have increased the overall score to 6.

¢. Review of the care plan dated 6/1/15
showed the resldent was alert and oylented to
peraon, place, and time. The resldent has lo be
reminded of the date,

d. Review of a nursing/progress note dated
10/24/16 showed the resident wase alert and
oriented times 2.

o. Interview with the CSD and exacutive
diractor on 11/18/15 at 2:07 PM confirmed the
resident was confused and the elopament risk
evaluation was not accurate,

5. Interviaw with the CSD and executive director
on 11/18/156 at 2:07 PM confirmed a new RN

; agsesament should have been completed

because the aggesaments In the resident's charts
were not agcurate.

Ch 12 Sac 7 (d)(v)(A) Assisted Living Facility
(ALF) Core Services

(d) Medications.
(v) Medication Adminigtration
(A) An RN shall be responsibls for the

* supervision and management of all medication

administration as required by the Wyoming Nurse
Practice Act, and the Wyoming Board of Nursing
Rules and Regulations.

{85023}

55083
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FORM APPROVED
Mealthoara Licensing and Surveys
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%% DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
ALF008 8. WiNa 11/18/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
4808 NORTH COLLEGE DRIVE
BIERRA HILLS ABSISTED LIVING COMMUNITY CHEYENNE, WY 82000
(X4) 10 | SUMMARY STATEMBNT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION a)
PREFIX | (EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coMPLETR
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)
S6083 Continued From page 10 55032 The facillty will ensure medications will be
adminlstered according to the physiclan
This State Rule and Regulation 1s not met as orders during medication pass. 03/31/16
evidenced by:
Based on observation, staff Interview, and Resident #31 .
medical recard review the facility falled to ensure esident #31 physician was hotified on
medlcations were administered according to the 11/18/16. Resldent #31 was sent to the
physician orders during one medlcation pass. The CRMC Coumadin clinic on 11/19/16. An
practice affected resident #31, The findings were: Elevated INR was noted and It was
1. Observation of medication administration on recommended to hold her Coumain dose
| 1118/16 at 4:04 PM showed LPN #1 obtalned for 11/19/16.
’ Coumnadin (anticoagulant) 2 mg tablets and
" removed 3 tabs from :he container, Ho tgl‘::ets A medication error report was written on
were placed in @ medication cup and the 3r .
tablet was placed In s pill splitting device and cut the nurse that administered the Incorrect
in half. Helf of the 3rd tablet was placed In the medication.
medication cup, for a total of 6 mg of coumadin,
| and the other half was returned to the ma'dic?tion All nursing staff will be trained/retrained
container. The LPN added the other medications
ordered to the cup at that time and approached regarding medication errars.
resident #31. The LPN told the resident what
medications were in the cup and explained that All resident’s on anticoagulants will be
the half tablet was part of (he residents coum:din audited to ensure that they will have
that had to be cut in half eo the resident would get anticoaulant protocol 1
4.5 mg. The resident took the medications and e protocalin place for nursing
the nurse returnad to the madication cart, Review )
the physician orders dated 11/11/16 showed the
resident had an order for coumadin 4.5 mg on Any resident receiving anticoagulants wiil
N{gﬂdﬂdyo W?dt';eslda% ait?idL'g:‘?;)"l andﬁ ITBQI‘%. at“ have a second signature at time of
other days. Interview wi on a
4:12 PM revealed the resident should have administratlon to ensure proper dosage Is
raceived 4.5 mg and confirmed the dose glven.
administered was 5 myg.
Administrator and CSD will ensure all
{85084} Ch 12 Sac 7 (e)(I)(A-K) Assisted Living Facllty ' | {S6054} medication errors will be discussed and take
(ALF) Core Servicee proper action. Any Issues will be noted In
(¢) Resldent Records and Reports. Each the Quallty Assurance Program which is
resident's recards shall ba current, organized and reviewed quarterly.
Wyominn Dapt of Realth, Aging Divialon, Haalihcare LicBnsing and Survays
STATE FORM L W2azyi2 if confinuation shosl 110117
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FORM APPROVED
Health nd Surveys
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/OLIA (X2) MULTIPLE CONSTRUCTION {%3) DATR SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
R-C
ALF008 5. WiNG 11118/2015
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZIP CODE
46808 NORTH COLLEGE DRIVE
SIERRA HILLS ABSISTED LIVING COMMUNITY CHEYENNE, WY 82000
(xa) ID SUMMARY STATEMENT OF DEFICIENGIES i) PROVIDER'E PLAN OF CORRECTION )
FREFIX {EACH DEPICIENGY MUSY B8 PRECEDED BY FULL BREFIX {BACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LYC IDENTIFYING INEORMATION) TAG CRDSB'REFERESS,E,E,ERJ%E APPROPRIATE DATE
{56054) | Conlinued From page 11 (55054} The facility will ensure all incidents involvl

?

!
i
1
3
]

|

H

malntained in individual folders which shall be
mads avalilable to the resident, the Licensing
Divislon, or designatad representative upon
request.

(I) Each tolder shall include the following:

{A) Information from tha referring agent, if
epplicable;

(8) History and physical performed by a
physiclan or physician extender;

(C) Individual sdmission form. The form
shall, at & minimum, contain the following
information:

(1) Full name of resident and former
address;

(1) Date of admission;

() Sex, race, date of birth, soclal
sacurity number, and former occupation;

(V) Name, home address, and
telephone number of relalive, friend, Power of
Attorney, or guardian;

(V) Name, address, and telephane
number of resident's personal physiclan, dentist,
ophthaimologiet or optometrist,

(V) Medicare number of other medical
Insurance Identifying data;

(VIl) Awrltten Inventory of all personal
posseeslons; howaver, this Inventory need not
include personal clathing.

the health, safety, or welfare of residents t
the Licensing Division, 03/31/16
Incldent report for resident #15 from
incident on 10/22/15 was sent to the State
of Wyoming Licensing Divislon.

Adminlstrator and CSD reviewed regulations
pertaining to incident reporting to ensure
understanding.

All future incidents meeting the state
regulations criterla will be reported to the
State Licensing Division,

All Incldent reports will be reviewed at dally
department head meetings. (M-F) and
Incldent reports meeting criterla wil] be
sent/faxed to the state.

Adminlstrator and CSD will ensure Incldent
reports are being reparted and any Issues
will be noted in the Quallty Assurance
Program which is revlewed quarterly,
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICUIA (%2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETEO
R-C
ALFOOR B. WING 11/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE
4608 NORTH COLLEGE DRIVE
Ci
SIERRA HILLS ASSISTED LIVING COMMUNITY CHEYENNE, WY 82008
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETR
TAQ REGULATORY Of L8C (DENTIFYING INFORMATION} TAG CRO83-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{95054} | Continued From page 12 {85064}

(D) All sccidents, Injuries, Incidents,
llinesses, and allagations of abuse, neglect or
exploitation shall be reported to the resident's
family or responsible party and be documented in
| the individual resldent records. All such
occurrences shall also be reported to the
appropriate entity for follow up and resolution,
Reporte of all incidents affecting the health,
welfare or safety of a resident shall be provided to
the Licensing Division Immediately (within one
business day). Reporting shall be done by
- telephone or fax. The facllity's investigation of
the incldent shall be reported to the Licensing
Divislon and the Long Term Cere Ombudsman
within five (5) working days. Documentation to
support the tacllity reporting the situation and
foliow up must algo be presant in the resident
records,

(E) An accounting of all personal funds
deposited with and disbursed by the facllity;

() Upon written autherization of a
client, the facllity must hold, safeguard, manage
and account for the parsonal funds of the client,

———are

! (1.) The facility must deposit any
_ personal funds In excess of $100 In an interest
. bearing acaourit.

(2.) The facllity must establish and
maintain 8 system that assures a full and
| complete and separate accounting according to
generally accapted accounting princlples of each
resident's personal funds entrustad to the faclllty.

(3.) Upon the death of a resldent with
a personal fund deposlted with the facility, the

Wyoming Dapt of Haalth, Aging Oivision, Healihcars Licenaing &nd Surveya
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SUMMARY ETATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(X4) 1D
PREFIX
TAG

10
PREFIX
TAG

CRO28-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

X
(EACH CORRECTIVE ACTION SHOULD BY GD&AP?EITG

DEFICIENCY)

{56054} | Continued From page 13

i facility must convey, within 30 days, the resident’
; 8 funds a final accounting of thosa funds, to the

. Individual or probate jurisdiction administering the
resident ' & estate.

(4.) The facility must not impose a
charge against the personal funds of a resident
for any item or service for which payment is made
under Medicald or Medicare except for applicable
deductible and coinsurance amounts,

(F) A signed copy of the resident's rights;

1 (G) The rasident's assessment and
I Individualized assistance plan;

(H) Copies of all applicable resident
assistance contracts, signed by both parties;

; (Iy Written acknowledgment of the recelpt
| and explanation of all facility policles Including
admisslon/discharge policies,

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

(K) Copy of outelde contractual
responsibilities, If applicable.

This State Rule and Regulation (s not met as

. evidenced by:

| Based on medlcal record raview, etaff interview,

. and State Survey Agency (Licensing Division)
record review, the facllity failad to report incidents
involving the health, safely, or welfare of
rasidents to the Licensing Division for 1 of 1

I sample residents (#15) with reportable incidents,

|

The findings were:

{58054}
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FORM APPROVED

STATEMENT QF DEFICIENCIES
AND PLAN OF CORRECTION

{¥1) PROVIDER/BUPPLIER/CLIA
IDENTIFICATION NUMBER;

ALFQ08

B. WING

{X2) MULTIPLE CONSTRUCTION {t3) DATE BURVEY
A, BUILDING:

COMPLETED

R-C

11118/2016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4606 NORTH COLLEGE DRIVE
CHEYENNE,; WY 82000

SIERRA HILLS ASSBISTED LIVING COMMUNITY

{%4) ID SUMMARY STATEMENT OF DEFIGIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

)
PREFIX
TAG

L)
(EACH CORRECTIVE AGTION SHOULD BH GOB(APL)ETE
CROS2-REFERENCED TO THE APPROPRIATE RATR

PROVIDER'S PLAN OF GORREGTION

DEFICIENCY)

{56084} | Conlinued From page 14

1. Madical record raview showed resident #16
had an ALF 102 agsessment completed on
9/14/15. The resldent was determined to be
independent and appropriate with moblility and
medically stable at that time. The following
1 concerns were identified:
i 2, Review of a nursing/prograss note dated
: 10/22/18 and timed 12;50 AM showed the
resident “called [his/her] son at 12:30 AM and
| [his/her] son brought him 2 boltle of Advii PM."
|

Review of & progress note 10/22/15 and time 4

' PM showed the resident "fell in apartment and the

i daughter decided to take the resident to the ER

i [emargency room]...” The resident had contacted

| staff by telephone to tell them "l want to throw

' up...No positlon feels good..." Further review
showad “...the resident's daughter arrived and
wanted to know how many Advii PM the resident
took. This nurse counted tha bottle with the
daughter, the total plll count was 107/120. 13 pllls
were not accounted for. Resident left with

l daughter to the ER."

i b. Review of Licensing Division records

! showed the facllity did not report the incident.

i ¢. Interview with the CSD and executive

i director on 11/18/16 at 2:07 PM confirmed the

- incldent report should have been reported to the

| Licensing Divislon.

86088) Ch 12 Sac 7 (I)i)(A-D) Asslsted Living Facliity
(ALF) Gors Services

() Quality improvement.
(I) The facllity shall have an active quallty

Improvement program to ensure effective
utilization and delivery of resident care services,

; (A) Amember of the facility's staff shall be

(85054)

85088

| : _
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/BUFPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
R-C
| ALFopa B. WiNG 11/18/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
48506 NORTH COLLEGE DRIVE
SIERRA HILLS ASSISTED LIVING COMMUNITY CHEYENNE, WY 82008
T SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PRERPIX (EACH DEFMICIENCY MUST BE PRECEDED 8BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG |  REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
85088 | Continued From page 15 $5088 A Quality Assurance state binder will be
i' designated to coordinate the quality improvement specifically created with tabs for each state
, program, tag that the facility was out of correction. | 03/31/16

(B) The quality improvement program shall Under each tab will be the supporting
encompass a review of all services and programs

provided for all residents. The program shall documents to show what the facllity states
have: will be done Is In fact being done.

(1) Awrltten description; Every Wednesday for 3 months the
Administrator will bring the state binder to
review with the department heads as to the
() Monitor Identification; progress of what Is needed.

() Problem areas (dentiflad;

[ (IV) Frequency of monitoring; Quality assurance Implemented on 11/30/15

!. (V) A provision requiring the faciity to a comprehensive checkoff list that will be
compleie annually a self assessment survey of placed In the quality assurance bindar

i i .

’ (V1) Asatisfaction survey shall be compliance
provided to the resident, resident's familly, or
resident's responsible party at least annually. Administrator will ensure all documentation

Is completed iIn the quallty assurance state
(€) Problams identified durlng the annual binder.

survey or the quallty Improvement process shall
be addresaad with appropriate written corrective
actions,

(D) The quality improvement program shall
be re-avaluated at least annually,

' This State Rule end Regulation Is not met as
evidenced by:

Based oh record review and staff Interview the
facllity falled to effectively utllize the quality
Improvement program to address problerns
identiflad during pravious surveys conductad by
\Wyoming Dept of Heallh, Aging Divislon, Healihcare Licansing and Surveys
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R-C
ALFQD8 6. WING 11/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, BTATE, ZIP CODE
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55088 | Continued From page 16 56088

the Healthcare Licensing and Surveys. The
findings were,

i 1, Review of the Healthcare Licensing and

+ Surveys statements of deficlencles for a surveys
i conducted on 6/9/15, 7/16/15, and 11/18/15

1 showed the facility had continued non-compliance
with atate regulations in the areas of core
services provided by the facillty, completion of an
ALF 102 assessment with change In conditlon of
residents, completion of a change of condition
assessment and/or accuracy of assessments for
residents, and reporting incidents that affected
resident health, safety, and welfare to the
Licensing Division.

2. Review of the facliity Quality Improvement

| program showed the facility falled to follow the
plan of correction developed to correct previous
survey deficiencles. The plan included audits and
educatlon to improve the quality of care.

| 8. Interview with CSD and executive dirsctor on

i 11/18/M5 at 2:07 PM confirmed the facility did not
. follow the plan of carrection developed for the

, previous surveys and was not manitoring the

! results in the quality improvement program.

Wyoming Dapt of Heallh, Aging Livision, Heallhcare Licansing and Surveys
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STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

ALF008

Y1

MULTIPLE CONSTRUCTION
A. Building
B. Wing

DATE OF REVISIT

11/18/2015

Y2 Y3

NAME OF FACILITY

SIERRA HILLS ASSISTED LIVING COMMUNITY

STREETADDRESS, CITY, STATE, ZIP CODE

4606 NORTH COLLEGE DRIVE
CHEYENNE, WY 82009

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected 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).
ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix S5007 Correction ID Prefix S5012 Correction ID Prefix S5024 Correction
Ch 12 Sec 6 (d)(i Ch128Sec7 ii Ch 12 Sec 7 (b){(v)(A
Reg. # ec 6 (d)() Completed |Reg.# se 7 (@)i) Completed | Reg. # se 7 (BIIA) Completed
LSC 07/25/2015 LSC 09/11/2015 LSC 09/11/2015
ID Prefix S5028 Correction ID Prefix S$5050 Correction ID Prefix S5052 Correction
Ch12Sec7 i Ch 12 Sec 7 (d)(ii)(A-B Ch 12 Sec 7 (d)(iv)(A
Reg. # ec 7(e)i) Completed |Reg.# ec 7 (d)iA-B) Completed | Reg. # ee 7 (M)A Completed
p p
LSC 09/11/2015 LSC 09/11/2015 LSC 09/11/2015
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY 5} DATE SIGNATURE OE SURVE DATE
STATEAGENCY []| (INITIAL /
i‘% 4l Jine i /255
REVIEWED BY REVIEWEDBY ' |'DATE TITLE DAFE
CMS RO [ | (INITIALS)
FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FORANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [Jves [ NO
Page 1 of 1 EVENT ID: W22Y12

STATE FORM: REVISIT REPORT (11/06)



