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Rules and Regulations utllized for this survey are;

Rules and Regulations for Program
Administration of Assisted Living Facilities,
Chapter 12, effective 12/1272007

Rulss and Regulations for Licansure of Assisted
Living Facllities, Chapter 4, effective 06/26/2001

An Initia licensure survey was conducted by
Healthcare Licensing and Survays on 6/4/18
through 6/5/18.

The foliowing common abbreviations are used
throughout the document:

CNA .- Certifled Nursing Assistant
EMR - Elestronic Med|cal Record
RN - Registered Nurss

Less commenly used abbraviations will be
annotated In each deficlency.

85010 Ch 12 Sac 8(e)(II{A-L) Personne| And Staffing 85010
Requirements

{e) Personnel Pollcies and Records.

(i) Arecord for the manager and each
amployae shall ba maintalned and contain at a
minimum the following information:

(A) Name, current address and telephone
number,

(B) Social Security Number,
(C) Education;
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86010 Continued From page 1 ] 85010
(D) Work experlence, documentation of
refarance checks;
(E) Date of employment
(F) Posltion in the assistad living facility
{job description);
(@) Documentation of tubarculin testing;
{H)} Orientation checklist,
() 1-8, (Employment Eligibility Verification);
(J) W-4 (Employes's Withholding
Allowance Certificate),
(K) Licensure, Cartification, or Credentials;
(e.g., RN, LPN, CNA; and
(L)} Doecumentation of all completed
background and Central Registry background
| check with no offenses.
: The facility will ensure the completeness
of the Personnel Policies and Records for
every empl by doi ing:
This State Ruls and Regulation ls not met as v employee by doing the following;
evidenced by: : ; s
Based an employee flle review, end staff bAé) Sgg #:; uggfn:ﬁt“’“ °h‘i°kh5t ;"2
interview the facility falled to ensure parsonnsl recsived the TB tesr. 8 ioh donirt st 1o
files contained all requirad elaments for 4 of 4 h" lthe i e st, & Joo description and
emplayees (CNA#1, CNA#2, CNA#3, RN #1) that the license was verified,
reviewad, The findings were;
B.) CNA #2, an orientation checklist will
!4, Reviaw of the employse fils for CNA #1 be used to verify the employee had
ghowed It falled to include a job description, roceived the TB test and a job deseription.
documentation of tubarculosls testing, an
oriantation checkilat, and verification of licansure, C.) CNA #3, an orientation checklist will
be used to verify the employee had
. 2. Review of mgﬁ%n%gl%ﬁme for CNA#2
Wyoming Dept of Health, Aging Division, Heaknhcars Licansing and Surveya
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85010 | Caontinued From page 2 85010 received the TB test, 2 job description and
showed it falled to include a job desoription, that the 1-9 has been verified.
documentation of tuberculosls testing, and an
orientation checkiist. 9 D.) RN #1, an orientation checklist will be
used to verify the employee had received
3, Review of the employee file for CNA #3 the TB test, a job description and that the
showed It falled to include a job description, license was verified,
documentation of tubsrculosis testing, the 1-9
(smployment eligibility verification), and an E.) An audit will be completed on all
orientation chackiist. remaining employee records to ensure all
required elements are present,
4. Review of the employee file for RN #1 showed a P
it falled to inciude a job description, 07/15/18
i documentation of tuberculosis testing, and
verification of licensure. Administrator or designee will receive
5. Interview with the administrstor on 8/4/18 at employee file training from an HR
2:40 PM verified the employee files did not certified individual and will use an
contain all the required Information. orientation checklist to audit the records
to ensure all required elements are pressnt
85020 Ch 12 Sec 7 (b)(1)(A) Asslsted Living Facility gepzp | for future Mountain Lodge employees.
(ALF) Care Sarvices An Accuracy and Completeness of P-files
(b) ResidentAssessment and Services. The PiP will be created to monitor new
staft/contract Registered Nurse (RN) shail employes files, The Administrator or
conduct initial and, at # minimum annually, an designee will audit all new employee files
accurate, standardized, reproducible agssssment and the results and cormrective actions
of each resident's functional capecity, physical taken to QAPl where necessary until
asgessment and medication raview. resolved.
(1) The completion of tha ALF 102.
(A) The current version of the ALF 102 ie
the designatad screening tool, The form may be
updated and/or revised periodicslly by the
Program Division. Providers will be notified of
changes In the form. The following guidelines
apply to the ALF 102;
() The ALF 102 is only valid i
Wyarning Dept of Haaith, Aging Division, Heallhoars Licansing and Survays
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£5020| Continued From page 3 86020
completed within forty-five (45) days prior to
admission and there is no change in the
residant’s condition,
(i} The ALF 102 must be completed
and signed by an RN,
(i) The ALF 102 may be completed
telephonically; however, It must be veriflad in
person by an RN. The facility will ensure the completeness
d » -
(V) Anew ALF 102 shall be completed ?:,- 2:2;:;2? I?if,gz ;ﬁﬁ?ﬁ:f&fﬁ&%
at [mast annually, and when there s a change In for every resident by doing the followire:
the resident's condition. Y Y doing g
This State Rule and Reguiation Is not met as 2\0;1 pﬁ:?;ﬁh 'f;é adA;;Ess lgfw z\’gl‘gh:;f
evidenced by: ! . ) )
Based on medical record review and staff social ~ security, ~ contact person
intarview, the facility falled to complete the information, ~ facility,  anticipated
Funotional Scraaning for Assisted Living Facilities admission date, referral source and the
(ALF 102) form for 6 of 7 sample residents (#1, credentials of the staff member who
| #R, #6, #6, 1, #8) reviewed, The findings were: completed the form.
1. Review of the ALF 102 for resident #1 failed to B.) Resident 42, LF 102 will be completed
show documantation for the following: rasident with the anticipated admit dats, referral
address, date of birth, social security number, source, and significant medical conditions
contact person information, facllity, anticipated including allergies
admisslon date, referral source and the :
facud;r;‘entlals of the staff member who filled out the C) Resident #5, ALF 102 will be
. com;_:le;ted to indicate the outside entities
2. Review of tha ALF 102 for rasident #2 failad to providing therapy.
show documentation for the following: anticipated ] ‘
admit date, referral gource, and significant D.) Resident #6, ALF 102 will be
medical conditions including allergies. completed with the address, contact
information, anticipated admission date,
3. Review of the madical racord for resident #6 teferral  source, allergies, and the
showed a note dated 6/4/18 that stated "...has credentials of the staff member who
home health vigits for therapy." Interview with the signed the form.
RN #1 on 6/4/18 at 5:456 PM revealed the resident
Wyoming Dept of Health, Aging Division, Helthoars Licanaing and Surveys
SYATE FORM o 7JUW1 If continuktion sheat « of 28
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86020 Continued From page 4 86020 E.) Resident #7, ALF 102 will be
leted with the resident address
celved therapy after surgery for a hip fracture. comp . cle et AcLress,
?ev'i:w of the R{F 102 faﬁlgedryto ahowp cont?ct person. mformatxox_x, significant
documentation that indicated the resident had medicel conditions, allergies, and the
outside entities providing therapy. credentials of the staff member who
signed the form.
4. Review of the ALF 102 for resident #6 falled to _ '
show documentation for the following: residant F.) Resident #8, ALF 102 will be
address, contact information, anticipated completed with the resident address,
admission date, refarral source, sliergles, and the contact person information, allergies, and
cradentials of the staff member who signed the the credentials of the staff member who
form. slgned the form.
B. Review of the ALF 102 for resident #7 failed to G) A .
show documantation for the fellowing: resident mgmin"mg“fg:i J:;lt] 1:2 o:g;"f;e:ﬁgg 5};
address, contect person Information, significant completlon of the ALF 102
medical conditions, allergies, and the credentials .
of the staff membser who signed the form. 07/10/18
8. Review of the ALF 102 for resident #8 falled to . ’ ) ‘
show documentation for the following: resident Administrator and RN(s) will review the
address, contact person information, allergies, provide education on the importance and
and the credentials of the staff member who necessity of accuraie documentation
signed the form. included on the ALF 102 for future
, Mountain Lodge residents.
7. Interview on 6/4/18 at 2:13 PM with the
administrator confirmed the ALF 102's were not An ALF 102 PiP will be created to
fully completed. monitor new resident files. The
Administrator or designee will audit all
$6021| Ch 12 Sac 7 (b)(il)(A) Assisted Living Facility (alf) | 886021 new resident files and the results and
Core Sarvices corrective actions taken to QAPI where
necessary until resolved.
(b) ResidentAssessment and Services. The
stafffeontract Regietered Nurae (RN) shall
conduet initial and, at a minimum annually, an
sccurate, standardized, reproducible assessment
of each rasident's functionel capacity, physical
assessment and medication review,
() Admisslon orders, A resident ghali be

Wyoming Dapt of Fiealth, Aging Division, Heakncare Licensing and Surveys
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55021 Continued From page 5 88021
admitted only If asccompanied by a history and
physical complatad by a physiclan extender within
ninety (90) days prior to admission. The facllity
shall canfirm the resident's medication regimen
and speclal treatment orders at the time of
admizsion.
(A} Admisalon orders shall include an
order for TB screening, influenza and
pneumococceal immunization status and others
for immunization if required, unless
contraindicated, The faeility must develop and
implement policies and procedurae to ensure the
foliowing:
| (1) Residents, or thalr legal
represantative are educated regarding the risks
and benefits of these immunizations.
(I} The immunizations are offerad
unless medically contraindicated or the resident ie
currently Immunized,
This facility will ensure receipt of
(1) if the resident is not vaccinated, the accurate and complete admission orders
medical record must reflect the reason, such as including tuberculosis screening by doing!
medical contraindication or refusal, the following:
Thig State Rulla and Regulation is not metas A Resident #1, admission orders that
evidenced by: include tuberculosi .
Based on medical record raview, policy and ide tuberculosis screening and the
procadure reviaw, resident handbook review, and medication regimen will be obtained. The
staff Interview, the facility falled to ensure medication regimen will then be
admission orders, Including orders for contirmed.
| tuberculosls screening, were recelved and .
 confirmed for € of 7 sample residents (#1, #2, #5, B.) Resident #2, admission orders that
#6, #7, #8) raviewsd. The findings were: include tuberculosis screening,
immunization(s), and the medication
1. Review of tha medical racord for reskient #1 regimen will be obtained. The medication
showed the resident tranaferred to the facility on regimen will then be confirmed,
4/30/18 from an assisted living faciiity in another
Wyarming Dept of Herlh, Aging Division, Heaithcars Licensing and Sunveys
STATE FORM " 7JuwWi i contimuation shee! ® of 25
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88021 | Continued From page 6 85021 C.) Resident #5, admission orders that
town. A history and physical was completed by a mchfcle the medlcat.ion. regimen will be
physician on 12/16/17 (136 days prior to obtained. The medication regimen will
admission). Further review of the medical record then be confirmed.
showed no evidence admiaslon orders had been )
racelved or the resident's medication regimen L) Resident #6, admission orders that
had hesn confirmed. include the medication regimen will be
obtained. The medication regimen will
2. Review of the medical record for resident #2 then be confirmed.
showed the resident was admitted to the facllity
on 4/26/18 and had diagnoses which included E.) Resident #7, admisston orders that
e prassion. A lstory and physicat s include the medication regimen will be
and de . Ahigtory and phys biained. Th L A .
completed on 4/25/18, howaver It falled to Include e be it en;edwmmn regimen will
admizsion orders for the resident or inciude '
orders for tubsrculosls screening or . . .
immunizations. There was ho evidence the ?‘.)1 Ic{iemg]om #8,‘ a@mxss:og ordcrs: that
resident's medication regimen had been nclude the medlcat.mn‘ regimen will be
obtained. The medication regimen will
confirmed. then b firmed
€Il De conirmed.
3. Review of the medical racord for resident #5
showed an admission date of 4/4/18. Further G.) An audit will be completed on all
review of the medical record showed no evidence remaining resident records to ensure all
admiasion orders were recelved or the resident's required elements of admission are
madication ragimen confirmed. present,
4, Review of the medical record for resident #5 This facility will obtain written admissi
showed an edmisslon dats of 4/4/18, Further orders tha‘fyinclude tug:a;:rulio:g as.crel:rs;;gn
g
raview of the medical record showed no evidence and a full medication regime th
gime that can be
admission orders were reoslved or the rasident's verified on all existin 4 futu
medication regimen confirmed. resident's g and  luture
6. Review of the medical racord for resldent #7
showed an admission date of 4/4/18. Further
raview of the medical record showed no avidence 07/15/18
admission ordars wera recelvad or the resident's
medication regiman confirmed.
6. Review of the medical record for resldent #8
showaed an admission date of 4/4/18. Further
raviaw of the medical record showed no evidence
Wyaming Dept of Health, Aging Division, Healthcare Licensing and Surveys
STATE FORM . 7IUWH IF continuntion sheet 7 of 28
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Continued From page 7

admission orders were racalved or the resident's
medication regimen confirmed.

7. Review of tha "L.eval 1 Admission and
Discharge Criterla® policy created 11/17 showed,
1 .written orders must be recaived from the
attending physician,.."

8. Review of the Mourntain Lodge Resident
Handbaok showed "...written orders must be
recaived from the attending physiclan,,."

2. Interview on 6/4/18 at 4:26 PM with the
administrator revealed she thought admission
orders warae part of the history and physical and
verified the facility did not have any further
doecumaentation.

Ch 12 Seo 7 (b)(lI}(A-B) Assisted Living Facillty
(ALF) Core Services

(b) Resident Assessment and Services. The
staff/contract Registerad Nurse (RN) shall
conduct initial and, at a minimum annually, an
accurate, standardized, reproducible assessment
of each residant's functional capacity, physical
assagsment and medication raview.

(i) The Registerad Nuraa shall make an
initial asseasment of the resident's needs, which
describes the resident's capability to perform
ADLs and notes all significant impalrments in

functlonal capabiiity.

(A) Initial assessment. A current
assessment shall be maintained in each
resident's file,

B) The assessment shall include at least

§6021

Administrator will in-service the RN(5) on
the regulation of written admission orders
to include tuberculosis screening and
medication regime for all future Mountain
Lodge residents.

An Admission Orders PiP will be created
to  monitor new resident files. The
Administrator or designee will audit all
new regident files and the results and
comrective actions taken to QAPI where
necessary until resolved.
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56022 Continued From page 8 85022
the following information:
{!) Medically defined conditions and
prior macical history,
(Il) Physical status;
(i) Sensory and physical Impairments;
{(IV) Nutritional status and
requiremesnts;
(V) Special treatmente and/or
procedures;
(V1) Mental and psychosoclal status;
(Vi) Discharge potantial;
{VIll) Dental condition;
(1X) Activities potential;
This facility will ensure completion of the
(X) Rehabilitation potential; and initial nursing assessment by an RN be
completed for resident #1, #2, #3, #5, #6,
{X1) Madication regimen, 47, ;’nd 48, siden #6
(1.) Documentation of resident's o .
abllly to self-medicats, An .au'du wgll be completed on all
remaining resident records to ensure the
Thie State Rule and Regulation is not met as completion of the nursing assessment.
evidenced by:
Based on medical record review and staff
Interview the facliity falled to ensure an intial 07/15/18
nursing assessment was completed by & RN en
admission for 7 of 7 sample resldents (#1, #2, #3 Administrator will in-service the RN(s) on
#5, #B, #7, #8) reviewed, The findings were: the regulatlon of initial nursing
assessments for all future Mountain Lodge
1. Review of the medica! records for residents #1, residents.
#2, #3, #5, #8, #7, ¥8 showed no evidencs an
Wyoming Dogt of Health, Aging Divizian, Healthcar Licensing ard Suveys
STATE FORM bree TIUW11 If sontinuetion sheat 9 of 28
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Continued From page 9

inttial nuraing assessment was conducted by a
RN. interview on 6/4/18 at 5:45 PM with RN #1
revegled she documented a physical assessment
on the back of the ALF 102 because no other
mesans far dooumentation was avallable, however
her agsssement did not include all the required
Information. Interview with the administrator on
B6//4/18 at 2:13 PM confirmed a comprehensive
nursing asssessment had not baen completed.
Further, she stated the faciiity's EMR was not
expscted to be avallable for use until sometime in
June.

Ch 12 Sec 7 ()(vi)(A-B) Aesisted Living Facility
(ALF) Core Services

(b) Resident Assessment and Services. The
stafficontract Registerad Nurse (RN) shell
conduct initlal and, at a minimum annually, an
acourate, standardlzod, reproducible assassment
of each resident's functional capacity, physical
aseesameant and madication review.

(v} Resident assistance plan.

(A) An RN shall develop an assistance
plan for each resident,

(B) Each facllity shall construct itw own
forms for such plans, which at @ minimum shall
contaln documentation of the following:

(1) Who will provide the care/services,
(1) What care/services will be provided;

(1) When will care/services be
provided;

85022

85028

An Initial RN Assessment PiP will be
created to monitor new resident files. The
Administrator or designee will audit all
new resident files and the results and
corrective actions taken to QAPI where
necessary until resolved.

Wyoming Liapt of Health, Aging Division, Healhoare Licansing and Surveys
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§5026| Continuad From page 10 85026
(IV) How the care/services will be This facility will ensure development of
provided: assistance plan be completed for
' residents #1, #2, #3, #5, #6, #7, and
{V) The expected autcome; #8.
(V1) Resident participation in An audit will be completed on all
| development of the assistance plan to the extent remaining resident records to ensure the
of his abillty to do so. A relative or other completion of the assistance plan
Interested party may also particlpate; and )
(Vi) Dated signature of the RN, the 07/15/18
faiclity manager, and the resident or the . . ,
Administrator and the RN(s) will receiv
ident's responsible party. - ¢
resident po party training from software company on the
This State Rule and Regulation Is not met as development of assistance plans for all
avidencad by:! future Mountain Lodge resicents.
Based on medical record review and staff i
interview, the facliity failed to develop an A Resident Assessment and Services PiP
asslstance plan of care for 7 of 7 sample will be created to monitor new resident
residents (#1, #2, #3, #5, #6, #7, 48) reviewsd, files. The Administrator or designee will
The findings ware: audit all new resident files and the results
and corrective actions take API
Raview of the medical record for residents #1, #2, where necessary until reso;ve; ©Q
#3, #5, #8, #7, #8 showed no evidence an ’
asslistance plan of care had been developed.
Interview with the administrator on 8/4/18 at 6:16
PM verifled care plans had not been created,
$5084) Ch 12 Sec 7 (e)()/(A-K) Assisted Living Facillly | S6084
(ALF) Core Services
(&) Resident Records and Reports. Each
resident's records shall be current, arganized and
maintained In individual foldere which shall be
made avallable fo the resident, the Licansing
Divislon, or designated representative upon
raquest.
() Each folder shall Include the following:
Wyaming Dept of Health, Aging Livision, Healthcare Licensing ana Surveys

STATE FORM

7JUWIH

if continumtion ahast 11 of 26

3;_({0“8’ &




07/05/2018 21:17 FAX

ETATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

o013

PRINTED: 06/18/2018
FORM APPROVED

(¥1) PROVIDER/SUPPLIERUGLIA
IDENTIFICATION NUMBER:

WYso1s

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

18/06/2018

NAME OF PROVIDER OR SUFPLIER
MOUNTAIN LODGE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
110 BIRCH 8TREET

DOUGLAS, WY 82633

(44) IO
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR L8C IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION )
PREFIX {BACH CORRECTIVE ACTION BHOULD BE COMPLETE
TAG CROSE-REFERENCED TO THE APPROPRIATE DATE

85064

Continued From page 11

(A) Information from tha referring agent, if
applicable;

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

(C) Individual admission form. The form
shall, at a minimum, contaln the following
Information:

) Full name of ragident and former

address;

(Ily Date of admission;

(ill) Sex, race, date of birth, soctal
security number, and former occupation;

(IV) Name, homae addreass, and
telaphone number of relative, friand, Power of
Aftornay, or guardian;

(V) Nama, address, and telephons
number of resident’s personal physician, dentist,

| ophthaimologist or optometrist;

(V1) Medioara number of other medical
Insurance identifying data;

(VIl) Awrittan inventory of ali personal

. posgesaions; howaver, this inventory nesd not

include persanal clothing.

(D) All accidents, injuries, incidents,
linesses, and allegations of abuse, neglect or
exploitation shall be reported to the resident's

; family or rasponsible party and be documented In

the individugi resident records. All such

&§5054
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86054

Continued From page 12

oecurrances shail also be reported to the
appropriate entity for follow up and resolution,
Raperts of all incidents affecting the haalth,

| walfara or safety of a residant shall be provided to

the Licensing Division immadiately (within one
business day). Reporting shall be done by
telaphona or fax. ‘The facility's investigation of
the Incidant shalil ba reported to the Licensing
Division and the Long Term Cara Ombudsman
withln five (5) working days. Docurnentation to
support the facility reporting the situation and
follow up must also ba present In the resident
records;

(E) An aceounting of all parsona! funds
deposlited with and disbursed by the facllity;

() Upon written authorization of a

. ghient, the facility must hold, safeguard, manage

and account for the personal funds of the client.

(1.) The facility must depoalt any
parsonal funds in excess of $100 in an interest
bearing account.

(2)) The facllity must establish and
maintaln a system that assures a full and
compiste and separate accounting acconding to
generally accapted accounting principles of each
resident's personal funds entrusted to the facliity.

(3.) Upon the death of a resident with
a personal fund deposlied with the facillty, the
facliity must convey, within 30 days, the resident’
s funds a final accounting of those funds, 1o the
Individua! or probate jurisdiction administering the
resident ' & estats. :

(4.) The facllity must not impose &

85054
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§5054 | Continued From page 13 85054
charge against the personat funds of a resident
for any itam or sarvice for which payment is mada
under Medicaid or Medicare except for applicable
deductible and coinsurance amounts,
(F) A signed copy of the resident's rights;
(G) The resident's asasssment and
individualized assistance plan;
(H) Coples of all applicable resident
ansistance contracte, signed by beth parties;
{1} Written acknowledgment of the receipt
and explanation of all facility policles including
admisslon/discharge policies;
(J) Copy of all ALF 102's; and
(K) Copy of outsida contractual
rasponalbilities, if applicable.
This facility will maintain current and
organized resident records by doing the
following:
This State Rule and Regulation 1a not met as
avidenced by: A ; f
Based on medical record review, and staff m‘g . s‘;nsy a:gc;ﬁ:nts,‘ injuries, incidents,
s gations of abuse, neglect
Intarview the facliity falled to maintain @ complete or exploitation will be reported to. the
resldent record for 7 of 7 residents (#1, #2, #3, XD A P
#5, 48, #7, #8) raviewsd and further, falled to resident’s family or responsible party and
ensure incidents ware raported to the office of be documented in the resident file,
Healthcara Licensing and Survay for 1 of 1 (#5)
residant with a major injury. The findings were: B.) Any fall repotted to a staff member
will be documented and a nursing
1. Interview with the administrator on 6/5/18 at assessment completed. The family or
8:45 AM revaaled she had transporied resldent responsible person  will bs notified
#1 to the emergency departrment for an acuts immediately.
linsse on 5/26/18, The rasident was then
hospitalized. Review of the medical record
Wyoiming Dapt of Heeith, Aging Diviaion, Healhoare Licansing #nd Survays
STATE FORM L THUW1 1 continuation sheel 14 of 28
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showed no documentation of the resident's liness
or notification of the resident's family or
responsible party.

2. Raview of the medical record for resident #3
showed a note completed by CNA#1 which
documented a 4/18/18 fall in the dining room.
Further raview showed no evidence a nursing
assassment had besn complated.

3. Reviaw of the madical record for resident #5
showad a fall event document dated 4/23/18 that
datailad a rasident fail and transfar to the hospital
via ambulance, Further revisw falled to show
avidence of famlly notification, Interview with RN
#1 on 6/4/18 at 5:45 PM revealad the resident
had fallen in the facllity and sustained a hip
fracture. Interview with the adminietrator on
B/4/18 at 8:12 PM confirmed the raskiant had
sustained a hip fracture, and the injury was not
reported to the Licensing Divislon. She stated she
was unawsare she was raquired to raport major
Injuries to the offica of Mealthcare Licensing and
Surveys.

4, Review of the medical record for rasidents #1,
#2, #3, #5, #6, #7, #8 showed no evidence an
inventory of parsonal property had besn
completed,

5. Interview with the administrator on 6/5/18 at
8:45 AM ravealed Inventory logs had not baen
completed and there was no system in place for
documenting progress netes in individual records.
in addition, she stated the facillty's FMR system
woulkd not be avaliable for use until sometime In
Juna,

health, welfare or safety of a resident shal
be provided to the Licensing Division
within one business day.

This facility will complets an audit of al
resident record to ensure the medica
record is complete with all required
information,

07/151

Administrator will in-service the staff o
their requiroments (duties) the residen
records and reports regulation for all
future Mountain Lodge residents.

A Resident Record and Reports PiP will
be created to monitor new resident files.
The Administrator or designee will audit
all new resident files and the results and
cotrective actions taken to QAPI where
necessary until resolved,
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85054 | Continued From page 14 550854 C.) Any reports of incidents affecting the
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£5087 | Continued From page 15 85087
55087 Ch 12 Sec 7 (g) Assisted Living Facllity (ALF) . 55087 . . )
| Core Servicas This fecility will post the written
grievance procedure in a conspicuous
(g) Grisvance Procedure. The writlen grievance location and notify the residents of its
procadure shall be posted In a conspicuous place location,
within the facility. 06/30/18
T\':ilga?‘t:;: f;;lﬂ and Regulation i not mat as Administrator will in-service the staff and
i : residents on the location of the grievance
Based on observation, policy and procedure for all fu :
review, and staff intarview, tha faciilly falled to fgc;eei(ge or all future Mountain Ladge
post the grievance procedurs, The census was B, '
The findings were: A Grievance Procedure PiP will be
Obsarvation of tha facllity on 6/4/18 from 10:30 created to monitor ‘ﬂ}e posting 0? the
AM to 2:55 PM falled to show the posted procedure. The Administrator or designee
grievance procedure, Interview with the will complete a random audit twice
administrator on 8/4/18 at 4:50 PM confirmed the monthly; the results and corrective actions
griavance procedure was not poated. Review of taken to QAPL where necessary until
the griavance procedure and policy created 11/17 resofved,
showed, "The written grievance procedure shall
be posted In a conspicuous place within the
facllity.”
5607BT Ch 12 Sec 7 (j)(Il) Assisted Living Facility (ALF) 88073
Core Services
() Food Sarvice and Nutrition.
() There must be organizad distetic service
that meets the daily nuiritional neads of resldents
and sneures that food is stored, prepared,
distributed, and served in a manner that is safe,
wholesome and sanitary in accordance with tha
rules. The distatic service must ensure that food
prepared is nutritionslly adequate in accordance
with the Dietary Referance Intakes (DRI) for
adults.
\Wyoming dptaﬁnﬂh. Aging Division, Hesltheara Licensing and Surveys
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85073 | Continued From page 16 86073 | This facility will ensure that food is
This State Rule and Regulation I8 not met as stored, prepared, distributed, and served in
avidenced by: a manner that is safs and samitary in
Based on observation, staff interviaw, and review accordance with the rules. It will do this
of the FDA 2017 food code regulations, the facility by:
failed to ensure food was stored in & manner that
was safe for consumption In 1 of 1 kitchen and 2 A) An immediate audit of the
of 2 resldent common areas. The census wae 8, refrigerators and freezers was completed
The following concerns were identified: to ensure only packaged, labeled, and
dated it ined,
1. Obaervation on 6/4/18 at 10:30 AM showed the ated items remained
refrigerator in the main kitchen had a plastic B.) Any food items will be packaged,
storage bag of peeled sliced bananas and a labeled. and dated before st X
plastic storage bag of meat roll-ups which were frioar re slorage m any
unlabeled and undated. In addition the rofrigerator or freezer within Mountain
refrigerator contained a vegetable tray; a fruit Lodge.
tray; containers of macaroni salad, egg salad, ) )
and an unidentifled white substance which ware C.) All refrigerators and freezers will have
undated and unlabeled, Observation of the thermometers and a log to record
freezer at that time showed a plestic storage bag temperatures.
of mixed vegetables, a plastic storage bag of
carrots, and & plastic storage bag of broccoll D.} Administrator and Dietary staff will
which were unlabsled and undatad. Interview on receive education on the importance of
6/4/18 at 10:40 AM with the dletary alde revealed discarding any unlabeled and/or undated
he was going to discard the food, but had not had food items.
tme. 07/10/18
2. Obaervation of the facliity on 6/4/18 showed . o .
refrigerator/freazers were avallabla for resident gdngm?m}or X‘u d;p—servme all staff on
use In the activity room and the theatre room. e aﬁlcshf”' andling Food Safely from
Neither appliance had a thermometer or a log USDA; which will include storage and
sheet to monitor the temperatures. The freezer in temperatures.
the activity room: had two containers of single .
serve los cream and a frozen dinner, The A Food Services & Nutrition PiP will be
refrigerator in the theater room contalned a ¢reated to monitor food safety procedures
; stainless steal bowl of potato salad, and temperature logs. The Administrator
_ or designee will complete a monthly audit
3. ObSBNaﬂoef}:,?g "'f:f:g’gm theegl?éary and take the results and corrective actions
unlabsled food was sl In the Kitcher's Q ty vl resolved
refrigerator and freezer. The dletary manager
oing apt of Hearnh, Aging Dvision, Fimakiicars Licensing and urvays
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86074

Continued From page 17

confirmed the food was uniabalad and undated.
in addition, the dietary manager confirmed the
temperature of the refrigerator/freezer appllances
outside of the kitchen were not monitorad.

According to Food Code 2017, U.S. Public Health
Sorvice: 3-501.17 “(A) Except when PACKAGING
FOOD using 8 REDUCED OXYGEN
PACKAGING mathod as specified under §
3.502,12, and axcapt as specified in (D) and (E)
of this section, refrigerated, READY-TQ

| .EAT, POTENTIALLY HAZARDOUS FOQD

(TIME/TEMPERATURE CONTROL FOR
SAFETY FOOD) prepared and held in a FOOD
ESTABLISHMENT for more than 24 hours shall
be clearly marked to indicate the date or day by
which the FOOD shall be consumed on the
PREMISES, sold, or discarded when held ata
temparaturs of 6°C (417F) or less for a maximum
of 7 days.”

Ch 12 Sac 7 ()(1)(A) Assisted Living Facllity
(ALF) Core Services

() Food Sarvice and Nutrition.
() Food service supervision:

(A) Day to day responsibilities for food
production and management of the dletary

i services shall be assigned to a person with

nutrition and food service managemant
experience aequivalent to that of a Certified
Dietary Manager,

Thig State Rule and Regulation s not met as
evidenced by:

Based on staff Intsrview the facllity failed to
employ a quslified dietary manager, The findings

85073

55074
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- 85074 | Continued From page 18 85074 This facility will employ a Dietary
wera: Manager who is currently enrolled in th
‘ “Nutriti 3 i i
interview with the dietary manager on 6/4/18 at ’I‘rauinin;’?cm:mdsemw Profession
1:40 PM revealad she was enrolled in a class to
become a certified dietary manager. Intervisw The contracted Registered Dietitian (RD!
Wlt:lﬁme %d{l?lnl?ltr?aw on 6/4/1 "3:; 426 PN}) will oversee and ensure the clinical an
| anrollad In the "Nutrion snd Foodsarvion wdmialatrative functions are performe
Professional Training” coursa through the adequately and timely. The RD will als
University of North Dakota. Review of the oo L staff training in and follow saf
enroliment documents showed an snrollment 00d handling practices. A progress repo
date of 3/23/18. The completion of the course will be sent to the office of Healthcar
was set for 3/30/18. Licensing and Surveys monthly.
A Food Service Supervision PiP will b
55075 g&g ggfjg@;ﬁ}g&?’ Assisted Living Facity 8076 ¢reated to monitor monthly progress an
staff training. The RD or Dietary Manag
(j) Food Service and Nutrition. will complete 2 monthly progress repo
and take the results and corrective actiond
(v) A minimum of thrse meals in a twanty-four to QAPI where necessary until resolved.
(24) hour period shall be provided to sach
resident during normal dining hours. In addition, 04/1/2019
' meals and betwsen meal snacks shall be
palatable, attractive in appearance, consist of a
variaty of foods, and shall be served at the proper
temperature,
(A) Menus shall be planned based on
recognized national dietary standards
recommended by 8 Registered Dietitian. Menus
shall be prepared at [sast two weeks in advanca
and posted In the kitchen. Reasonable
substitutions of similar nutritive value must be
avallable to residents who refuse or/are unable to
| eat the food served. The dally menus shall be
corrected to show the food actually served, and
the corractad copy kept on file and available for
inspaction for one (1) yaar. A ourrent distary
manual shall be approved by the Reglstered
\Wyorming Dapt of Fiealth, Aging Division, Healthcare Licenaing and Surveys
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§65080

Continued From page 18

Dietitian, and sufficlent coples of the approved
manual must be avallable to dletary and nursing
staff in the assisted living facliity.

This Stats Rule and Regulstion is not met ag
avidenced by:

Basad on observation and staff interview the
facliity falled to prepare menus at least two weeks
in advance and post them In 1 of 1 kiichans. The
census was 8. The findings were:

Obaervation and interview with the dietary
manager on 6/4/18 at 2:10 PM revealed she
recelved § weeks of guldance from the dietitian
and used that information to prepare the facliity
menus, however she only planned for 1 week ata
time. The menus were kept Ih a drawer in the
main kltchen.

Ch 12 Sec 7 (m)(i)(A-R) Assisted Living Facillty
(ALF) Coro Servicas

(m) Facility Policies and Procedures,

() Management shall develop policies and
pracadures that are available to residents and
staff, inchuding but not limited to:

{(A) Residant rights;

(3) Disclplinary procedures surrounding
subistantiated cases of rasident abuse;

{C) Admissian, transfer, bed hold days,
and discharge of residents;

(D) Medication management;
(E) Emergency are of rasidents (Including

56075

86080

This facility will keep two weeks of1
menus prepared and posted,
06/30/18

Administrator will in-service the dietary|

staff on the posted two weeks’ worth of
menus.

A Posted Menu PiP will be created to
monitor the posted menus. The
Administrator or designee will complete a
weekly audit and the results and
corrective actions taken to QAPI where
necessary until resolved,
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missing resident, blizzard, water outage, stc.)
(F) Fire/digaster plan;
(@) Departure and retum;
(H) Smoking;
(1) Vistting hours;
(J) Activitios;

(K) Management of resident trust
Bacaunts;

(L) Personnel policies
(M) Grisvance procedures;

(N) Per Diem rate/charges/fams, to include

| @ listing of what [ Included in the estabiished

charges;
(0) Incident reports;

(P) Nofification of changs in established
per dism rates/charges/fees;

(Q) Outslde contractual responsibilities;
and

(R) Identification and notification of change
In resident's condition.

This State Rule and Regulation is not met as
evidenced by:

Based on policy and procadure ravisw and staff
interview, the facliity falled to snsure all required
policias and procedures were avallable to
rasidents and staff, The findings were:

This facility will develop and make
available 10 resident’s a bed-hold or
transfer policy.

06/30/18

Administrator will in-service the current
residents on the creation and
implementation of the bed-hold and
transfer policies. Both policies will be
added to the Resident Handbook to be
provided to all current and future residents
of Mountain Lodge.

A Bed-hold and Transfer Policy PiP will
be created to monitor the implementation
of and addition to the handbook. The
Administrator or designee will complete
the audit and the results and corrective
actions taken to QAPI where necessary
until resolved.
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Continued From page 21

Review of the facllity policies failed to show
avidence of a bed-hold or transfer policy.
interview with the administrator on 6/4/18 at 6:16
PM revealed the facility did not have policles for

' bad-haid or transfars,

Ch 12 8ec 7 (o)(l){A) Assisted Living Facilty
(ALF) Core Services

(o) Evacuation Capablity, Emargency
Procadures, and Fire Safaty.

(i) Emsrgency Proceduras.

(A) Disaster and Emergency
Preparedness.

(1) The facility shall have detalled
written plans and proceduraes to meet all potential
emergencles and disasters, such as fire, severe
weather, and missing residents. A copy ofthe
plans shall be avallable at ali times within the
facliity,

(1,) Emergency plans in the event of
a fire shall be In accordance to tha Life Safety
Code Operating Feature sections.

(1) The facitity shall train ail employees
in the smargency procedures. New staff shall be
trained within the first wesk of amployment. The
faciiity shall mview the procedures with all staff at
least every twelve (12) monthe. A training record
shall be kept in each parsonnel flle.

This State Rule and Regulation is not met as
svidenced by.
Based on policy raview, resident handbook

55089

88009
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86093 Continuad From page 22 85083 This facility will develop plans and
raview, and ataff Interview the facility falled to procedures to meet all potential
provide detalled written plans and procedures to emergencies Hkely for Mountain Lodge,
mast all potential emergencies, The findings
wera. 07/15/18
Intervisw on 8/4/18 at 5:15 PM with the Administrator or designee will in-service
administrator revealed the faclity did not have current residents and staff on the plans
written plans or pracedures to prepara for end procedures to meet all potential
smergenoy situations. emergencies for Mountain Lodge (ML).

Review of the Emergency Preparadness Palicy o
created 11/17 ehowed, ".., The facllity shall have An Emergency .P“’Pt;’ed;essl PiP will be
detailed writtan plans and procedures to mest all created to monitor the development an
potantial emergencies and disasters...A copy of in-services for any likely emergencies.
the plans shall be avallable at all times within the The Administrator or designee will
faciliy..." complete & monthly audit and the results
and corrective actions taken to QAPI
Review of the Mountain Lodge Resident where necessary until resolved.
Handbook stated "...the facility shall have detailed
written plang and procadures to meet all potential
wmargencies and disasters...A copy of the plans
shall be available at all times within the facliity..."
5004 Ch 12 Seo 7 (0){ili)(A-E) Asgisted Living facility 86084
(ALF) Cora Barvices
(o) Evacuation Capability, Emergency
Procadures, and Fire Safaty.
{l} Fire Safety.
(A) Portable fire extinguishers shall be
Installed, inspacted, and maintained according
with NFPA 10, Standard for Portable Fire
Extinguishers.
(i) Stata of Wyoming certified

Individuals shall ingpect and service tha
extinguishars. All extinguishars shall have & tag
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56084 | Continued From page 23 85004

or iabel securely attached that indicate the month
and year the maintenance was parformed and
that identifies the person performing the service.

(B) Readily available and olearly readable
telephone numbers for emergancy contacts shall
ba located near all talaphones.

(C) Clearly readable floar diagrams
reflacting the actual floor arrangement showing
the exit locations and evacuation routes shail be
postad In consplcuous places. Each resident
shail be instructed with its use on the first day of
adrmiasion,

{D) Resident training for the fire
amergency plan shall be in accordance with the
Life Safety Cade Operating Features sactions.

(1} On the first day of admission, each
rasident shall be Instructed in the proper action of
the fire emergency plan, including the location of
all the exits, A record of this Instruction shall ba
In each rasident file.

(E) Fire exit drills shall be conducted in
accordance to the Life safety Code Operating
Featuras sactions. The minimum number of
drills, as amendex, shall be held at least tweive
(12) timas par year on a monthly basis with a
minimum of one drill conducted each quarter on
each shift. Flre exit drill records over a two-year
period shall be available upon request at the
faciity.

{) The faclity shali be responsible for
recarding fire extt drills on an evaluation form that
include at jsast the following;
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$5084 | Continued From page 24 S6084
(1.} Date of grlll;

(2.) Time of day;

(3.) Type of drili (Practics,
Announced, Surprise);

(4.) Residents who partisipated
including ataff and famlly members,

{6.) Time required (minutes and
saconds) to evacuate all resldents (including
staff) from the occupled areas to a point of
assembly a5 defined in the Life Bafety Code;

(6.) List of anyone, including staff
and family membars, who did not evacuate In the
raquired ime allowed bty the evacuation capabliity
rating of the facility. Evacuation capability rating
for each facllity shall be listed on the form;

{7.) Comments on the factors that
contributed to each Individual's inabiiity to
evacuate succassfully and ny corrective actions
recommended; and

(8.} Signature and dats of the
| parson completing the form.

This State Rule and Reguiation 18 not met as
avidenced by.

Based on medical record raview, policy and
procadure raview, realdent handbook raview, and
staff interview, the facility failed to provide written
dooumentation of sducation on tha fira
emargency plan for 7 of 7 sample realdents (#1,
#2, #3, #5, #6, #7, #8) reviewed. The findings
were;
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88094 | Continued From page 25 56084 This facility will develop, in-service, an{t
provide drills on the fire emergency pla
Reviaw of the madical record for residents #1, #2, to residents #1, #2, #3, #5, #6, #7, and #4;
#3, 45, #8, #7, #8 showed no evidence the a r?cord of completion will be kept in th
residants had been educated on the fire resident file.
emergency plan. Interview with the administrator
on 8/4/18 at 4:25 PM revealed she had Instructed This facility will provide training on th
the residents upon admission, howaver she did fire emergency plan and drill to all current
not have any documentation for tha reeident's resident's, Training will be provided t¢
files. new residents the first day of admission,
A record of completion will be kept in the
Review of the Emergency Preparedness resident fils,
Procadure policy dated 11/17 showed “...On the
; firat day of admisaion sach resident shall be 06/30/2018
instructed in the proper actions of the fire
ggllﬂnfge:f;gyrggggh‘; g?:"f,d of this instruction shall Administrator or designee will in-servicé
current residents and staff on fire
Review of the Mountain Lodge Resident emergency plan for Mountain Lodgd
Mandbook showed "...On the first day of (ML).
admission, sach resident shall be instructed in ‘
the proper action of the firs emergency plan... a A Fire Safety PiP will be created tg
racord of this instruction shall be in each resident monitor the drills and in-services for al
flle..." current and future residents and staff, The
Administrator or designes will complete g
$E108 Ch 12 Sec 8 (b){l) Contracting Sves Provided 88108 monthly audit and the results and
Outside ALF Auth corrective actions taken to QAPT whers
necessary until resolved,
Contractual Servicas Provided Qutsids Assisted
i Living Facllity Authority.  Residents In an
assisted Iiving facility may recalve services from
an outside entity for care beyond that provided for
or specified In the Assisted Living Program
Administration Rules. These services must be
arranged by the appropriate professional and be
i incorporated Into the resident's assiatance plan.
The resident's cholce of providers must be
honored.
(b) Life Safety Code Responaibliities for
Wyoming Dapt of Heallh, Aging Division, Healthcare Licansing and Surveys
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Continued From pege 26

Outside Contractual Services. A contract
batwaen tha resident, the ALF, and all outside
service providers in tha ALF must be in plgce
prior to the time of service delivery. This coniract
must Identify the clear delineation of services.

{h The contract must specifically articulate
the rasponsibilities of the resident, the ALF, and
all service providers to comply with the
Evacuetian Capablity, Emergency Procsdures
and Fire Ssfaly requirements In these rules.

Thig $tata Rule and Regulation is not met as

avidenced by:

Basad on medical record review and staff
interview the facliity failed to ensure outalde
service contracts wers In place with all required
camponants for 3 of 3 resldents (#1, #5, #7) with
outside servicas. The findings ware:

1. Ravisw of the medical record showad resident
#1 was admitted to the facillty on 4/30/18. Review
of the discharge orders from the transferring
assisted living facllity showad tha realdent had
diagnoses which included chronic obstructive
pulmanary disease and required assistance with
oxygen supplies. intarview with the administrator
on 6/4/18 st 4;25 PM revesled the resident used
3 fiters of oxygen via nasal cannula and an
oxygen supply service was used, however no
contract was avallable,

2. Reviaw of the medical record for resident #5
showed & note dated 8/4/18 that stated "...has
home health visits for therapy.” interviaw with the
RN #1 on 8/4/18 at 545 PM revealed the rasident
recsivad therapy for a hip fracture. Interview with
the adminstrator on 6/4/18 at 4:25 PM ravesiad

§5108

This facility will require contracts from
any provider offering services q
Mountain Lodge resident's,

A) Resident #1, a contract will be
prepared for the resident to receiv
services from the oxygen supply. 1

B) Resident #5, a contract will bg

prepated for the resident to receive homel
health services.

C.) Resident #7, a contract will be
prepared for the resident to receivel
services from the oxygen supply,
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NAME OF FROVIDER OR SUPPLIER STREET ADDREBS, CITY, STATE, ZIP CODE
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¥ STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (X8)
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85108 Continuad From page 27 86108 Administrator or designee will requin
the resldent used home hmaith for therapy, contracts fro!n all outside provider
however no cantract was avallabls, offering services to any resident o
Mountain Lodge.
3, Observation of resident #7 on 8/4/18 at 10:30 07/15/2018
AM showed the resident using supplemental
oxygen. interview with the resident at that ime Administrator or designee will conduct an
revealed a/ha wore oxygen In order to breathe audit of current residents to ensure
better. interview on 6/4/18 at 5:45 PM revealad contracts are prepared if necessary.
the resident received supplamental oxygen Administrator will in-service any outside
through an outside source, howaver no contract service providers on resident contract
was avallable. requirements.
An Qutside Contractual Services PiP will
be created to monitor the outside services
received for all current and future
residents. The Administrator or designee
will complete a monthly audit and the
results and corrective actions taken to
QAPI where necessary until resolved,
Wyormiing Dapt of Health, Aging Division, HeaRhsane L.icansing and Suiveys
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