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Reaul od . assessments and services that include
Rules and Regulations utiliz fcr this survey are: not limited to all residents rece
Rules and Regulations for Program Tuberculosis screening and that |all
Administration of Assisted Living Facllities, residents have admission orders
Chapter 12, effectiva 12/12/2007 medications confirmed at admission.
Rules and Regulations for Licensure of Assisted 7. An audit on all TB screenin
. g on
!.Mﬂg Facliities, Chapter 4, effective 08/268/2001 admissions will be brought to Qm
An ongita revisit to the 8/5/18 Initial licensure monthly until resolved.
survey was conducted by Healthcare Licensing
and Surveys on 7/31/18, 7. All new admissions will be audited to

ensure that there are admission orders gnd
{55021} Ch 12 Sec 7 (b)(iI)(A) Asslsted Living Facilly (alf) | {5021} | medications confirmed at admission. The
Core Services results from audits will be broughtto
(b) ResidentAssessment and Services. The QAP on 8 monfhly basis vatil resclved
staff/contract Registered Nurse (RN) shall
conduct Inftial and, st a minimum annually, an
accurate, standardized, reproducible assessment
of each resident's functional capacily, physical
assessment and medication review,

8/31/1l

() Admisslon orders. A resident shall be
admitted only if accompanied by a history and
physical complated by a physiclan extender within
ninety (80) days prior to admission. The facllity
shall confirm the resident's medication regimen
and speclal treatment orders at the time of
admission.

(A) Admisslon orders shall include an
order for TB screening, influenza and
pneumococeal Immunization status and others
for immunization If required, unless
contraindicated, The facility must develop and
implement policles and procedures to ensure the
following:
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‘ {1} Residents, or thelr legal
representative are educated regarding the risks
and benefits of these immunizations.
{llj The immunizations are offered
unless medically contraindicated or the resident is
currently immunized.
(M) If the resident Is not vaccinated, the :
medical record must reflect the reason, such as 8$5021: Core Services
medical contraindication or refusal.
‘ This State Rule and Regulation Is not metas 1. The facxkty will _ensyre
1 evidenced by: tuberculosis  screening will |be
e Based on medical record review and staft completed on all residents that reside
interview, the facllity falled to ensure tuberculosis at Mountain Lodge
1 screening was comipleted on admisslon for 6 of 8 :
1 sample residents reviewed (¥2, #5, #6, #5,#10) . _
‘ and in addition the facility falled to ensure - 2. Mountain Lodge (ML), will
admfsslgg ordersfwere ret':elvec;dand madm%ns that residents #2, 5, 6, 9 and 10 will have
confirmed for 2 of 8 sample residents revi Tuberculos .
(#2, #5), The findings were: " Is scrocuing complets.
1. Review of the medical record for resident #2 3. ML will ensure that all residents will
showed the resident was admitted to the faclllty have Tuberculosis screening completq at
on 4/26/18. A history and physical was compléted admission.
O?d 4!25;;1 B.SS;&VGW;;‘ It failed to In;lv[uga adgg‘tssian
orders. In addition, there was no evidence the 4, ML will ensure that resident #2 and| #6
residant's medication regimen had been P . %
confirmed or a tuberculosls screening had been hc:ve a@exsxssxon orders and medications
done prior to admission. nfirmed.
2. Review of the medical record for resident #5 5. ML will ensure that all residents hive
showed an admission date of 4/4/18, Further admission orders and medications
review of the medical record showed no evidence confirmed at admission,
tuberculosis screening had been done prior fo :
admission.
3. Review of the medical record for resident #8
) showed an admission date of 4/4/18, Further
Wyorming Dapt of Health. Aging Dvision, Healthicars Licensing end Surveys
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Continued From page 2

review of the medical record showed no evidence
admission orders wers recaived, the resident's
medication regimen had been reviewed, or
tuberculosis screening had been done prior fo
admission.

4. Review of the medical record for resident #9
showed the resldent was admitted to the facllity
on 7/5M8. Further review of the medical record
showed no evidence tuberculosis screening had
been done prior to admission.

5, Review of the medical record for resident #10
showed the resident was admitted to the facllity
on 7/5/18, Further review of the medical record
showed no evidance tuberculosls screening had
been done prior to admission.

6. interview with the interim administrator on
7/31118 at 11:10 AM revealed the previous
administrator was unable fo complete the
education, audits, and correct this deficlent
practice, which was previously cited on 8/5/18.

Ch 12 Sec 7 (b)(il)(A-B) Assisted Living Facility
(ALF) Core Services

(b) ResidentAssessment and Services. The
stafficontract Registared Nurse (RN) shall
conduct initlal and, at a minimum annually, an
accurate, standardized, reproducible assessment
of each resident's functional capacity, physical
assessment and medication review,

{il) The Registered Nurse shall make an
initial assessment of the resident's needs, which
describes the resident’s capability to perform
ADLs and notes alf significant impalrments in
funictional capability,

{85021}

{85022}
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{56022} Continued From page 3 {88022} LR
/ 1. The facility will ensure an inifial
{A) Initial assessment. Acurrent . A
assessment shall be maintalned in each nursing W 1B oompletedby an
resident's flle. RN on admission.
(B) The assessment shall Include at least 2. Mountain Lodge will in ensure
the following Information: the stafficontracted RN will
(1) Medically defined conditions and initial and at a minim amnually, jan
prior medical history; accurate standardized, reproducible

assessment of each resident’s

(i) Physical status, functional ity, physi
(ll) Sensory and physical Impairments; assessment and medication review.
; (N)tw Nutritional status and 3. An initial nursing assessment ‘{_ﬂl
requirement: be completed by an RN on for
(V) Spacial treatments and/or residents #2, #5, #7, and #8.
procadures;

4. All residents will have an initial

(Vi) Mental and psychosoclal status; nursing assessment' conducted by |an

(VII) Discharge potential; RN at admission.
(Vill) Dental condition; 5. The Administrator or designee
. educate nursing staff on
m ' 4 | - ‘Ib l
{IX) Activitiss potential of an o
(X) Rehabilitation potential; and assessment be conducted by an RN at
(XI) Medication regimen. admission.
(1) Documentation of resident's 6. An audit of new admissions willlbe
ability to self-medicata. done to ensure that the initial nursing
assessment is done and conducted
mgem E;;ie and Regulation |s not met as an RN at admission. The Its of
Based on medical record review and staff andit will be bmught 10 QAPI X
interview the facllity falled to ensure an Initial resolved. 8/31 /ig

Wyoming Dept of Haalh, Aging Lwision, Heakncara Ticensing and Burveys o
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nursing assessment was completed by a RN op
admission for 4 of 8 sample residents (#2, #5, #7,
#8) reviewed. The findings were:

Review of the medical record for residents #2, #5,
1§ #7, and #8 showed no evidence an initial nursing
ot assessment was conducted by a RN. Interview

: with the interim administrator on 7/31/18 at 11:10
' AM revealsd the previous administrator was
o unable to complate the education, audits, and
1 cormrect this deficlent practice, which was
g praviously cited on 6/5/18.

“J {ss054) Gh 12 Sec 7 (e)()(A-K) Assisted Living Faclity | (85054}
; (ALF) Core Services .

(e) Resident Records and Reports. Each

» rasident's records shall bs current, orgenized and
i 8 malntained In individual folders which shall be

A made avallable to the resident, the Licensing
Division, or designated reprasentative upon
request.

{I) Each folder shall inciude the following:

{A) Information from the referring agent, it
applicable;

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

(C) Individual admisslon form. The form
shall, at @ minimum, contain ths following
lnformaﬁon.

() Full name of resident and former
address;

{1y Date of admission;

STATE FORM b TJUW12 ¥ contiustion sheet 8 of 12
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() Sex, race, date of birth, social S5054:
security number, and former ocoupation; . ..
1. The facility will maintain complgete
tolaph (V) we‘; h?rrtll: adfgges;. ;nd . residents records for all residepts
ephone number of relative, friend, Powsr o . 1 .
Attomey, or guardian; residing at Mountain Lodge.
(V) Name, address, and teleptione 2. Resident #1 will have a completed
‘ number of resident's personal physician, dentist, resident record.
ophthalmologist or optometrist;
(V1) Medicare number of other medical 3. All residents will have compl
¢ insurance identifying data; resident records including but sot
(Vil) Awritten Inventory of all personal imi fo  resi that
I en Inventory o .
| possesslons; however, this inventory need not discharged.
Al Include personal clathing. . . vinll
; 4. The Administrator or designee
0 (D) All acl:ggeggs. tnjgﬁgs, lnclder[tts, educate staff on the importance |of
Inesses, and allegations of abuse, naglect or : s '
exploltation shall ba reported to the resident's residents having completed records. | 29’ s
famlly o responlbls party and be documented In o PP, ;%g
the individual resident records. All such 5. An audit will be done on all agw— "<\
occurrences shall also be reported to the _admissions to ensure that there t a{/
appropriate entity for follow up and resolution. completed records
Reporis of all Incidents affecting the health, - M 4
welfare or safety of a resident shall be provided to -admissions. The results of the auflit
tha Licensling Divislon immediately (within one will be taken to QAPI until resolved,  8/31/1B
business day). Reporting shall be done by
telephone or fax, The facliity's Investigation of
the incldent shall be reported to the Licensing
Divislon and the Long Term Care Ombudsman
within five (6) working days. Documentation to
support the facllity reporting the situation and
follow up must also be present in the resident
records; .
(E) An accounting of all personal funds
- Wybriing Dept of Health, Aging Divislon, Healthcare Licansing 8nd Surveys ‘
STATE FORM L TIUWi2 if continuation sheet 8 of 12
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Continued From page 6
deposited with and disbursed by the faclilty;

{1} Upon written authorization of a

client, the facility must hold, safeguard, manage

and account for the personal funds of the client.

(1.} The faciiity must deposit any
parsonal funds In excess of $100 In an interest
bearing account.

(2.) The facllity must establish and
maintain a system that assures a full and
complete and separate accounting according to
generally accepted accounting principles of aach
resident's parsonal funds entrusted to the facifity.

(3.) Upon the death of a resident with
a persohal fuhd deposited with the facllity, the
faclilty must convey, within 30 days, the resident "
s funds a final accounting of those funds, to the
Individual or probate jurisdiction administering the
residant ' s estate,

(4.) The facliity must not Impose &
charge agairist the personal funds of a resident
for any item or service for which payment is made
under Medlcald or Medicare except for applicable
deductible and colnsurante amounts,

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

(@) The resident's assessment and
individuallzed assistance plan;

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

(1) Written acknowledgment of the receipt
and explanation of all facliity policies Including

{85054}
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Continued From page 7

admisslon/discharge policies;
{J) Copy of all ALF 102's; and

{K) Copy of outside contractual
responsibiiities, if applicable.

This State Rule and Regulation is not metas
svidenced by

Based on medical record review, the 6/5/18
Healthcare Licerising and Surveys (HLS)
statement of deficlencies, and staff interview, the
facllity failed to maintain a complete resident
record for 4 of 8 residents (#1) reviewsd, The
findings were:

1. Review of the 8/5/18 HLS statement of
deficlencles revealed the administrator at that
time had transported resident #1 to the
smergancy depariment for an acute iliness on
5/28/18. The residént was then hospltalized,
Interview on 7/31/18 at 3:16 PM with the Interim
administrator revedled the resident had not
returned to the faciiity after the hospitalization and
had subsequently moved out of state, In addition,
she officlally discharged the resldent on 7/16/18.
Review of the medical record showed no
documentation of the residents iliness or that the
resident had beeh discharged. interview with the
interim administrator on 7/31/18 at 11:10 AM
revealed the previous administrator was unable to
complete the education, audits, and correct this
deficlent practice, which was previously cited on
6/5/18.

{s5054}
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. {s5083} Ch 12 Sec 7 (o)(ll)(A) Assisted Living Facllity {55093}
“f (ALF) Core Sertvices §5093

(o) Evacuation Capability, Emergency
Procedures, and Flre Safety.

(i) Emergency Procedures,

(A) Disaster and Emergency
Preparedness,

{I) The faclitty shall have detalled
written plans and procedures to meet all potential
emergencies and disasters, such as fire, severe
waather, and missing residents, A copy of the
?a‘ginﬂ:y shall be avallable at all times within the

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

(1) The facliity shall train all employees
In the amergency procedures, New staff shall be
trained within the first week of employment. The
facility shall review the procadures with all staff at
least every twelve (12) months. A training record
shall be kept In each personnel flle,

This State Rula and Regulation s not met as
evidenced by:

Based on policy review, and staff Interview the
facility failed to provide detalled written plans and
procedures to meet all potential emergencies,
The findings were:

interview with the interim administrator on 7/31/18
at 2:10 PM revealed she was unable to locate the
emergency plans and procedures,

1. The facility will provide detailed
written plans and procedures to t
all potential emergencies.

2. The facility will have detailed wri
plans and procedures to meet all i
emergencies and disasters.

3. A copy of the detailed written plans
and procedures will be available af jall -

times with in the facility.

4. All staff will be edocated on
importance of have a detailed
plans and procedures to meet all
emergencies and they will be availablg
all times in the facility.

5. An audit will be done that there
written plans and procedures for |all
potential emergencies and that they
readily available in the facility at
times. The results of the audit will
taken to QAPI until resolved.

831711
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Continued From page 9

Review of the Emergency Preparedness Pollcy

creatad 11/17 showed, “...The facility shall have

detailed written plans and procedures to meet all

potential emergencles and disasters...A copy of

geu?tl;ns shal'be svailable at all times within the
chlty..."

Ch 12 Sec 7 {o)(Ili)}(A-E) Assisted Living facility
(ALF) Core Services

(o) Evacuation Capablity, Emergency
Procedures, and Fire Safety.

() Flre Safety.

(A) Portable fire extinguishers shall be
installed, inspected, and maintained according
with NFFA 10, Standard for Portable Fire
Extinguighers.

(1) State of Wyoming certified
individuals shall inspect and servica the
axtinguishars. All extingulshers shall have a tag
or label securely attached that Indicate the month
and year the maintenance was performed and
that identifies the person performing the service.

(B) Readlly available and clearly readable
telephone numbers for emergency contacts shall
be located near all telephones.

(C) Clearly readable floor diagrams
refiecting the actual floor arrangement showing
the exit locations and evacuation routes shall be
posted In conspicuous places. Each resident
shall be Instructed with its use on the first day of
admission,

(D) Resident training for the fire

{s5003}

{55094} -
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: emergency plan shall be in accordance with the
Life Safety Code Operating Features sections. §85094
{ On the first day of admission, sach , . .
resident shall be Instructed in the proper action of 1. The facility will provide
the firs emergency plan, Including the location of documentation of education on the
all the exits, Arecord of this instruction shall be emergency plan. )
In each resident file.

(E) Fire ext drils shall be conductsd In 2. Reidents K240.4500, 81, 0 0
accordance to the Life safety Code Operating . provi
Features sections. The minimum number of documentation of education on the

drills, as amended, shall be held at least twalve emergency plan.

(12) times per year on a monthly basis with a '

minimum of one drill conducted each quarter on 3. All residents will be provided
each dshlt?. '?;8 &Xi‘t' dri{ll records over ?myaa' documentation of education on the
period shall be available upon reques 8 '

facilty. emergency plan.

() The facility shall be responsible for 4. All staff will be educated by
recording fire exit drills on an evaluation form that Administrator or designee the ce
Include &t least the following: of written documentation of educationion

the fire emergency plan.

{1.) Date of dril;

5. An audit will be done on current
(2.) Time of day; now admissions that they ' 3
(3.) Type of drill (Practice, documentation of education on the

Announced, Surprise); emergency plan. 8311

(4.) Residents who particlpated
”‘ including staff and family members;

(5.) Time required {minutes and
seconds) to evacuate all residents (including
staff) from the occupled areas to a polnt of
assembly as defined in the Life Safety Code;

(6.) List of anyone, Including staff
- \ifgoraig RpT o Fisalih, Aging DWIslon, Healicara Licansing and Surveys
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and family members, who did not evacuate In the
required time allowed by the evacuation capabliity
rating of the facility. Evacuation capability rating
for each facility shall be listed on the form;

(7.) Comments on the factors that
contributed to each Individual's inabliity to
svacuate successfully and any corrective actions
recommended; and

(8.) Signature and date of the
parson completing the form,

This State Rule and Regulation Is not met as
evidenced by.

Based on medical record review and staft
interview, the facility falled to provide written
documentation of education on the fire
amergency plan for 8 of 8 sample residents (#2,
#3, #5, #6, #7, #8, #9, #10) raviewed. The
findings wers:

Review of tha medical record for residents #2, #3,
#5, #8, #7, #3, #9, #10 showed no evidence the
residents had baen educated on the fire
emergency plan. Interview with the interim
admihistrator on 7/31/18 at 2:10 PM revealed the
previous administrator was unable to complets
the education, audits, and correct this deficlent

practice,

: 'mmmmmﬁ

SYATE FORM

7Juwiz

#f continuation sheet 120f 12




