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Opening Commants
Rules and Regulationg utiiized for this survey are:

Rules and Regulations for Program
Administration of Asslsted Living Facliitles,
Chapter 12, effective 12/12/2007

Rules and Regulations for Licensure of Asslsted
Living Facliities, Chapter 4, effective 06/28/2001
i Afollow up survey was conducted by Healthcare
i Licensing and Surveys on 11/16/15 - 11/18/18.
The survey was prompted by findings from a
survey on 7/15/15 for complaint intake
LIC~15-048.

| The following common abbreviations are used
% throughout the document:

RN - Reglstered Nurse

LPN - Licensed Practical Nurge
CNA- Cerlified Nursing Assistant
CSD - Clinical Service Director
‘mg-  milligrama

Less commonly used ebbreviations will be
annoted in each deficlency.

{86023} Ch 12 Sec 7 (b){iv)(A-C) Assisled Living Facllity

{ALF) Core Services

(b) ResidentAssessment and Services. The
staff/contract Registered Nurse (RN) shall
conduct initial end, at 2 minimum annually, an
accurate, standardized, reproducible assessment
of each resident's functional capacity, physical
assesament and medicatlon review.

{lv) Frequency of asgegsment, An
assessment must be conducted:

{S 000}

{86023}

The facility will ensure a change of condition
assessment wlil be done Immedlately upon
any significant change In the resident’s
mental or physical condition:
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{55023} Continued From page 1 {85023} An assessment was done on resident #3.
! (A) No earller than one (1) week prior to Resldent #3 was found to be not approprlara
i admisslon: for this facllity, A 30 day letter was Issued on
11/20/15, Resident #3 moved to a higher
(B) immediately upon any significant level of care. 12426715
| change in the resident's mental or physical :
i condition; or
) An assessment was done on resident #15.
(C) No less than once avery twelve (12) Resldent #15 was found to be nat
months. appropriate for this facllity. Resident #15
This Stata Ruls and Regulation is not mat as Wa's moved to the Cheyenne VA hospice
evidenced by: unit, At 11161
Based on medical record review and staff
Intarview, the faclity falled to enslura dafchazngacg Resident #46 was determined to be nat
condition assessment was complated for 2 o {ate for facility.
sample residents (#3, #15) who had a change in aparopria : °; adlity fp:" Winds did
condition. In addition, the facility falled to ansure assessment and accepted when room
assessments were accurate for 2 of 12 sample becomes avallable. Resldent #46 moved to
, residents (#46, #53) who were reviewed for Aspen Winds. 12/04f25
| elapement risk. Tha findings were:
1. Medlcal record review showed resident #16
had an ALF 102 aseessmant completed on
8/14/16. The resldent was determined to be An assessment was done on resident 453,
! independent and appropriate 1\:vlth mobllilty and Resident #53 was found to be not
&z&ﬂz :::g? daetr:t?f?égma‘ he following appropriate for facillty. A care meeting wlt!
a. Review of facllity Incident reports from resident and famlly was done on 01/12/16 at
1 10/22/15 through 11/14/15 showed the resident which time & 30 day letter was issued.
hadbs'utnwitnteasse(fi fa"?“‘:’h“ta attf't“apﬂng to Resident fives with spouse at facllity. Family
; ambulate or transfer without asslstance.
: b. Review of a nursing/prograss note dated wants resldent to go to Life Care Center of
1022115 and timed 1250 AM showad the Cheyenne and spouse will go to Painte
resident "called [his/her] son at 12:30 AM and Frontier, Resldent is on top of waiting list,
[his/har] son brought him a bottle of Advil PM.” but family still has not secured a bed. OHLME
1 Review of a progress note 10/22/15 and time 4
PM showed the resldent "fell In apartment and the :
daughter decided fo take the resident to the ER 3 /31/16
[emergency room)..." The resident had contacted
i staff by telephone to tell them "l want to throw
Wyoming ﬁpl of Healih, Aging Division, Healthcare Licaneing and §urveys
STATE FORM o ZLMN12
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{56023} | Continued From page 2 {85023} Clinlcal Services Director/Assistant Clinlcal
up...No position feels good..” Further review Services Director will do an assessment of
ghowed ",..tha rasldent's daughter arrived and remalning residents. The assessment will
wanted to know how many Advii PM the resident identlfy any significant change of candition.

" taok. This nurse counted the bottle with the
! %i‘:g}::{ ‘atggo?rtlg g lf"ciul::tsm?\tl‘lgzlavzlt% 13 plls Any resident Identifled with a significant
| daughter to the ER." change of conditlon will have an ALF 102 and
! c. Interview with the CSD and executive care plan updated within 24 hours.
! director on 11/18/16 at 2:07 PM confirmed the
! resident had a physical and/or mental change in Administrator/Cilnical Services
: conditlon and a significant change assessmaent
" was not completsd. Director/Assistant Clinical Services Director
reviewed regulations to ensure
2. Medical record revisw showed resident #3 had understanding,
an ALF LOZ asseszmem forgplegadiog 4I1I1d5. t
The resident was determined to be independen ’ .
with bathing, continent of buwel and bladder, Administrator/Clinical Services
independent and appropriately able to transfer, Director/Asslstant Clinical Services Director
and had appropriats behavior, Raview of the will ensure any change of conditions are
residents care plan dated 5/20/15 showed the completed as per state regulations and any
% :;Brﬁfeé:g a:n?!‘efgrﬁl?f gg:nft;m;: ':;.;g?:: ' Issues will be noted In the Quality Assurance
| we,-e' idant'iﬂad: ' Program which will be reviewed quarterly.
! a, Review of the llst of residents who needed
i agsistance, provided by the facillty on 11/16/15,
showed the resident requirad "full assist"
b. Review of a hurging/progress note dated
11/2/16 and timed 12:15 PM showed the resident
was alert and orlented times 2 with "periods of
confusian.” Further review showed the resident
| raguired 1 pergon aasist with ADLs and was
! Incontinent of bowel and bladder.
¢. Review of an ALF 102 agsesgmsnt
completed on 11/18/16 showed the residanl was
occaslonally incontinent, completely dependent
for tranafers, and had intermittent confusion
" and/or was agltaled,
: d. Interview with the CSD and executive
! director on 11/18/15 at 2,07 PM revealed the
_ | facllity was pursulng long term care placement
Wyorring Dapt of Hagih, Aging BiVislon, Heallhcara Licansing and Surveys
STATE FORM ’ 400 ZLMN12 I contlnuation sheet 3 of 11
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{85023} | Continued From page 3 {36023}

but there was no evidence of communication with
the famlly. Further, the interview ravealed the
resident required services that were no longer
appropriate for the facllity.

3. Medical record review showed resident #46
had an elopement rigk eveluation completed on
6/24/15 and had a score of 4 indlcating the
resident was a low elopement risk. Further review
| of the elopement risk evaluation showed the

i resident received 4 points for baing "fully

| ambulatary." Tha following concerns were

. Identifiad:

! a. Raview of the list of resldents who needed
_pesistance, provided by tha facility on 11/16/15,

| showed the resident required "full assist.
[assistance]."

b. Review of the slopament risk avaluation
j dated 6/24/16 showed the resident was not
: marked for having dementia or any type of mental
finess and was not marked as belng disoriented.
The points assoclated with each ares was 2,
which would have increased the overall score to
B.

c. Review of the resldent's care plan dated
6/24/15 showed dlagnoses that included
dementia.

d. Review of a nursing/prograss nole dated
1171115 at 10:15 AM showed the resident Is "alert
. and oriented to person. Naeds to be cued to get
up and dressed."

e, Review of a nursing/progress note dated
11/16/15 and timed 8 PM showed the facliity
"spoke with the son In regard to resident belng
transforred to [facllity name] marmory unit dA [due
- to] decline In cognilion.”

f. Interview with the CSD and executive
director on 11/18/15 at 2:07 PM conflrmad the

‘ elopemeant risk evaluation was not acourate.
yaming Lapt of Healih, Aging Divisian, Fealihcare Licensing And Gurveys
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{55023}} Continued From page 4

| 4. Medical record review showed resident #53

* had an elopement risk evaluation complsted on

* 8/1/15 and had a scora of 4 indicating the

| resident was a low elopament risk. Further review
| of the elopement risk evaluation showed the

| resident received 4 pointa for being "fully

i ambulatory.” The following concerns ware

" Identifled:

a. Review of the list of residents who neaded
asslgtance, provided by the facility on 11/16/15,
showed the resident required "full asslst."

b. Review of the alopement risk evaluation
dated 6/1/15 showed the resident was not
marked as being disoriented, The polnis
associated with this area was 2, which would
have Increased the overall score o 6.
| ¢ Review of the care plan dated 8/1/15
. showed the resident was alert and orlented to
; person, place, and time. Tha resident has to be
| reminded of the dale.

* d. Review of a nursing/progress note dated
. 10/24/16 showed the resldent was alert and
" oriented timas 2.

e. Interview with the CSD and executive
director on 11/18/15 at 2:07 PM confirmed the
resident was confused and the elopament risk
evaluation was not accurata.

5. Intervisw with the CSD and executive diractor
on 11/18/15 at 2:07 PM confirmed a new RN
assessment should have been completed
because the assessments in the residents' charts
wera not accuratse,

{56064} Ch 12 Sec 7 (e){I)}(A-K) Assisted Living Faclllty
(ALF) Core Services

1
| (8) Resldent Records and Reports. Each
! resident's racards shall be current, organized and

{86023)

{55064}
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{55054} . Continued From page 5 {55054)

' maintalned in individual folders which shall ba
made avaliable to the resident, the Licensing
Diviston, or deslgnatad rapresentative upon
reguest,

(I) Each folder shall Include the following:

(A) Information from the referring agent, If
applicable;

i (B) History and physical parformed by &
i phyeician or physician extender,

| (C) Individual admission form. The form
| shall, at a minimum, contain tha following

| information:

! (1) Full name of resident and former
address,

(1)) Date of admission;
! (1ll) Sex, race, date of birth, social
: security number, and former occupation;

; (V) Name, home address, and
, talephone number of relative, friend, Power of
. Attarney, or guardlan;

; (V) Name, address, and telephone
number of resident's personal physiclan, dentiat,
pphthalimologlst or optometrist;

1 (V) Medicare number of other medical
! Ingurance ldantifying data;

(VIl) Awrittan inventory of all personal
posssssions; however, this inventory need not
includa personal clothing.

H
#Ryoming Dapl of Heailh, Aging Livislon, Haalihcare Licensing and Surveys
STATE FORM " ZLMN12 if continualion shee! & of 19
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{56064} | Continued From page 6 (56054}

i

, (D) All accldents, Injurles, incldents,

_ilingsses, and allagations of abuse, neglect or
exploitation shall be reported to the residents

| family or responegible party and ba documented in

, the individual resident records, All such
occurrencea shall also be reported lo the
appropﬂate entity for foliow up and rasolution.
Repons of all incidents affecting the health,

q welfare or safety of a resident shall be provldud to

| the Licensing Divislon Immediately (within one

i business day). Reporting shall be done by

 telephone or fax. The facliity's Investigation of

i the incldent shall be reported to the Licensing

1 Division and the Long Term Care Ombudsman
+ within flve (5) working days, Documentation to

i support the facllity raporting the situation and
. follow up mugt also be present in the resident

[ racords;

i (E) An accounting of all parsonal funds
deposited with and disbursad by the facliity;

(1) Upon written authorization of a
client, the facllity must hold, safeguard, manage
and account for the personal fundes of the client.

(1.) The facility must deposit any
I peraonal funds In excess of $100 in an interest
bearing account,

, (2.) The faclity must establish and

. maintain a system that assures a full and

j complete and separate accounting according to

- generally accepted accounting principles of each
resldent's peraonal funde entrusted to the fachiity,

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

Wyoming Dapl of Haailh, Aging Civision, Healthcere Licensing and Survays
STATE FORM

u ZLMN12 1l cantinuation ahest 7 of 14
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(85054} Continued From page 7 {86054} The facllity will report all future incidents
faclity must convey, within 30 days, the resident’ meeting state regulations criterla wilt be
s funds a final accounting of those funds, to the reported to the state of Wyoming licensing
Individual or probate Jurisdiction administering the division. 03/31/36-
| resident ' § estate.
(4.) The facliity must not Impose a J
| charge against the parsonal funds of a resident Incident report for resident #15 for inclden
i for any item or servhl;:edt"or which PatY;ﬂﬂﬂt 'E;Imi?e on 10/22/15 was sent to the state of
: under Medicald or Medlcare except jor applicable Wyoming licensing division.
| deductible and colnsurance amounts. yoming flcensing H/6-
1 (F) A signed copy of the resident's rights; Administrater/Clinical Services
Director/Assistant Clinlcal Services Director 3
(G) The "’ﬁmem’s aalsa?smant and reviewed regulations pertaining ta Incident 3 // (4
Individualized asslatanca plan; reporting to ensure understanding.
(H) Copies of all applicable resident
assistance contracts, signed by both parties; incldent reports will be reviewed at dally
(1) Written acknowledgment of the recelpt department head meetings (M-F). Any
riten acknowledgme
| and explanation of all faclity policles including Incident report meeting state criterla will bg
! admisglon/discharge policles; sent to the state of Wyoming licensing
i division.
(J) Copy of all ALF 102's; and
. Administrator and CS
(K) Copy of outside contractual ministrator and CSD will ensure all
! responaibilities, if applicabla. reportable events are completed and any
' issues will be noted in the Quallty Assuranc
Program binder which Is reviewed quarterly
‘This State Rule and Regulation I8 not met as
ierencadby:
| Based on medical record review, staff interview,
i and State Survey Agency record review, the
| tacllity feiled to report Incidents Involving the
. health, safety, or welfare of residents to Licensing
Division for 1 of 1 sample resident (#18) with
! reportable Incidents. The findings were:
|
: 1, Medical record review showed resident #156
Wyoming Dept of Health, Aging Division, Haalhcsre Licansing and Survays
BTATE FORM e ZLMNA2 If continuation sheat 8 of 11
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{86064} | Continued From page 8 {56054}

had an ALF 102 azsessment complated on
§/14/15. The residant was determined to be
i Independent and appropriate with mobillly and
i madically stable at that ime. The following
! congerns were |dentifled:
| a. Review of a nursing/progress note dated
10/22!15 end timed 12:60 AM showed the
| resident "called [hisfher] son at 12:30 AM and
[histher) son brought him @ bottle of Advil PM."
Review of a progrees note 10/22/15 and time 4
{ PM showed the resident “fell in apartment and the
| daughter decided to take the resident to the ER
! {emergency room)..." The resident had contacted
. staff by telaphone to talt them "l 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 regident
l took. This nurae counted the bottie with the
+ daughter, the total pill count was 1071120, 13 plils
! were not accounted for, Resident left with
; daughter fo the ER "
b. Revlew of Licensing Divigion records
showad the facliity did not report the incldent,
¢. Interview with the CSD and executive
director on 11/18/15 at 2:07 PM confirmed the
| incident report should have been reported to the
i Licensing Division.

S5088) Ch 12 Sec 7 (I)(I)(A-D) Assisted Living Facility s56088
(ALF) Core Services

{1} Quallty Improvement.
i {I) The facllity shall have an active quality

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

(A) Amember of the facllity's staff shall be
dasngnated to coordinate the quality Improvement

Wyomlng Dept of Heallh, ﬂging DBivision, Heallncare flcansing and Surveys
STATE FORM e ZLMNT2 If continuation sheet 8 of 11
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55088 | Continued From page 8 56088
program. A Quallty Assurance state binder will be
specifically created with tabs for each state
(B) The quality improvemeant program shall tag that the facility was out of correction. | Q1/31/16-

encompass a review of all services and programs
i pravided for all residents. The program shall

: have:

() Awritten description;

(1) Problem aress dentifiad;

(I Monitor Identlfication;

(IV) Freguency of menitoring;

(V) A proviglon requiring the facility to

| complete annually a self assessment survey of
compliance with regulations; and

; (V1) Asatisfaction survey shall be
| provided to the resident, residents family, or
| resident's responsible party at least annually.
§ (C) Problems identifled during the annual
' survey or the quality improvement procass shall
| be addressed with appropriate written corrective
actions.

(D) The quallty improvement program shall
be re-evaluated et least annually.

This State Rule and Regulation i not met as

| evidenced by:

| Based on record reviaw and etaff interview the

. facility falled to effectively utilize the quallty
improvement program to addreee problems
jdentified durlng previous surveys conducted by

| the Haalthcare Licensing and Surveys. The

Under each tab wlil be the supporting
documents to show what the facllity states 73% é
will be done Is In fact being done.

Every Wednesday for 3 months the
Administrator will bring the state binder to
review with the department heads as to tha
progress of what Is needed,

Quality assurance implemented on 11/30/11
a cormnprehensive checkoff list that will be
placed in the quallty assurance binder
weekly under appropriate tag supporting
compliance.

Administrator will ensure all documentation
is completed In the quality assurance state
binder.

Wyaming Oapt of Heallh, Aging Livisian, Healihcara Licenaing and Surveys
STATE FORM
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ETATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
R-C
ALF008 8 WING 11/18/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4808 NORTH COLLEGE DRIVE
SIERRA HILLS ASSISTED LIVING COMMUNITY CHEYENNE, WY 82009
044) 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 68 compLETE
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
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findings were:

1. Revlew of the Healthcare Licensing and
Surveys statements of deficlencies for a surveys
conducted on 6/9/15, 7115/15, and 11/18/15
showed the facillty had continued non-compliance
with state regulations In the areas of core
eervices provided by the facility, completion of an
ALF 102 agsessment with change in condition of
residents, completion of a change of condition
pssessment and/or accuracy of assessments for
: residents, and reporting incidents that affected

, resident health, safety, and welfare o the

; Licensing Division.

' 2, Revlew of the facility Quality improvement

| program showed the faclilty falled to follow the

i plan of corraction devaloped to correct previous

[ survey deficiencles, The plan included audits and
‘ education to improve the quality of care,

¢ 3. Intarview with CSD and execulive director on

1 11/18/15 at 2:07 PM confirmed the facllity did not

| fallow the plan of correction developed far the

\ pravious surveys and was not monitoring the
results in the quality Improvement program.

|

Nyoming Dept of Heallh, Aging DIvision, Healthoare Licensing and Surveys
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STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building

ALF008 vt |B. Wing « 111812015
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

SIERRA HILLS ASSISTED LIVING COMMUNITY 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 S5100 Correction ID Prefix Correction ID Prefix Correction
Ch 12 Sec 8 i

Reg. # ec 8 (@)vi) Completed |Reg.# Completed | Reg. # Completed
LSC 09/01/2015 LSC LSC
ID Prefix Correction 1D 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 LsSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC L.SC LSC

1D Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC

s

REVIEWED BY REVIEWED BY 5 DATE S URE OE.SURVEYO DATE

STATEAGENCY [ | (INITIALS / ’%ﬂ : / /
T2y, - S/t

REVIEWED BY REVIEWED BY DATE TITLE (/ / DATE

CMS RO 1| (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

7/15/2015 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [ —Jvyes [J NO

Page 1 of 1 EVENT ID: ZLMN12
STATE FORM: REVISIT REPORT (11/06)



