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Chapter 12

Section 6. Personnat and Staffing Requirements. |

b .'-...ﬂ :.. .
{o} Background ahacks. ; C{/( ¢ %9 )

All gtaff of the assisied tiving facility shall :
successhully complete, at a minimum, a State of
Wyaring Division of Crimingl Investigation (DG | !
fingerprint background check and a Deparbment
of Family Services Cenlrat Registry Scraening
hatore direct resident conlact.

N
¥

- This RECUIREMENT is not .t as evidenced by: |

i Based on rev aw of p ssonn | files and staff ]
{imterview, ® facifity F dedy  msure the required | .
i backgrou-  hecks' wecr plefedford of4 L

temploye - CTLRE HE3,  24)reviewed. The ¢ Rc_,u&i cA=ID-1a
Tfndhings

toRes . of pesonnel fles revealed the
following oncerma:

8. There lacked evidence of a DG
background chask for amployee #E£1, who wax
hiretd &s a coolcon 81711,

b. Bmployee $EZ was re-hirad as a registersd. i
rurse (R on 72506, Thare lacked evidence a !
DG heckground chacl was completed, ) i

€. There tacked svidence of a DG :
background check for employee #£3, who was
hired a8 a certified nurse aide (CNA) on 12T i
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D BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION (%51
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED 8Y FULL PREE {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TaG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPRCHMIATE DATE
i DEFICIEMGY)
SAL.P[ Confinued From page 1 SALI Section 6. Personnel &
[ d. Employee #E4 was hired as a Staffing Requirements.
housekeeper on 11/21/11. There lecked evidense {c) Background checks.
a DCI background cheek was completed. In
addition, there lacked evidence of a Dapartrment : :
of Family Services (DFS) Cenlral Registry 1.The facility will ensure
Sereening. all staff will complete a
{DCI) and DFS Central
2. Ohservation during the survey on 1/3/12 Registry Sereening hefore
through 14712 revealed employees #E1, #82, di Bl tt;Y ident Ii ot
#E3, and #E£4 were prasent in the facility and had rECt resicent Comia -
resident contact. a Staff #8123 &4 will
30 4 A2 at 3:36 PM, th complete the DCI ﬁnger
. Diuring 20 Interview on TA412 at 3158 , the :
manager confirmed a lack of DI background print %ciggé?“ndafhe"k
chechks. She stated she thought either a DY or andfa F ant?
DFS check was required, but not both. in Registry Screening.
:dfcfitfoy. 3?e’confilrms;-d gxgélack of & DFS b. All pew staff hired
_sereening for employes #£4. will have completed
Section 7. Assisted Living Facility (ALF} Gare a DCI background i
Sarvices, _ check and a DFS :
" (g) Grievance Procedure. (3‘"’“”&]. Regi P y o
The written grisvance procedure shall | Screening before direct
establish a gystem of receiving, reviewing, and : Contact.
a?eviggngtcf)llieyrzg,gcszmplaintz, and allegations : 1 ¢. The manager will
of resident righis viclations, and poor service ! .
provided to include, but not lrmited to: ! incorporate the DCI
() Resident's methad to express and ; and BF:’S background
document grievances; checks into the monthly ;
(iiy Documentation of the provider's response QA employee report. E
to verbal srd wrilen resident grisvances; d. The i i
(fiiy List of agencies, with addross and - 1h¢ manager wi 419012
telephone numbers for residents to contact if review the monthly [3=1-
grievances arg not addressed satistaclorily (8.9. QA monitoring tool : -
State Long Term Care Ombudsman and the : i
Department of Health, Office of Licensing and to ensure all statf i
Surveys): and i : have completed
(iv} The facility shall provide writien reports of | the DCL&DFS
the grisvances and rasclulions to the ’ background checks.
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(X4 1D SUMMARY STATEMEMT (F DEFIGIENGIES i) PROVIDER'S PLAN OF CORRECTIGN 1%5)
FIERIX (EACH DEFICIENTY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING HIFORMATION) TG GROSS»REFERESEE% 'g:q g‘a:'ts APEROPRIATE DoATE
M -
SALF Continued From page 2 S| Section 7. Assisted Living
Ombudsman and the Licensing Division within f Facility (ALF) Core Services,
ten (10) days after the grievance is filed, ! () Grievance Procedure
The written grievance procedure shall be i
pasted in a conspicuous place within the facility, 1. The facility will ensure that
_ the contact numbers for the
i This REQLHREMENT is not met as evidenced by: |
T il ENT i3 not me 8a by ; Long Term Care
i Based on policy review and staff inferview, the Ombudsman and Healthcare
* facility failed to ensure the grievance policy - Licensing and Surveys are
inciuded contact mformation for the Leng Term 1 : :
Gare Ombudsman amd Mealthcare Licensing and ! pos'ted :Wlth the grievance
Surveys {HLS). The findings wara: i policy in the lobby.
g The Long Term Care
Faview of the Facility's written grievance policy, ' Ombudsman contact
which was posted in the lobby, reveated i did not ; . T
include the contact information for the mfnsmatmn was moved ’.ﬁ't::.m
Ombudsman or HLS, During an interview on the front office and posted in
ﬂxﬂif*m {?g 3:3?;?%;1 ' {;hethmanagfar gonﬁrtme:td- the the lobby with all other
poliey did not include the required comntac! : _ ol
ormation. . grievance policies. o :
| b. The Healthcare Licensing ;
{i) Adult Protection. and Surveys contact phone
(it} The facility must adhere to writlen policies pumber will be posted in :
and procedures that prohibit the abuse of any the lobby with the pri ]
resicdent. These policies and procedures rmust e_ ! y wi ¢ gricvance ;
ftentify how the facility will screen employees policies. i
b?f‘?re htr{lng, mgt&igg in-afwic’ir;'g ?f abu_s%g tc:}pias ¢. The manager will monitor !
with employees, and a protocol that specifies how : T a7
allegations of abuss will be investigated. Each the g“‘*"a‘?;e pﬂlxcles. moglthly j
staff member must be accountable t report any fo ensure all contact numbers b 1720172

suspicion or knewladge of abuse o the
apprapriate {acilify personnel immedizstely.

{iii) The facility is responsibde tb ensure il
aflegations of abuse are invastigated expedisntly
and that the resident{s} are protected from
furiher, polential abuse while the investigation s
N Progress.

(A} Instances of abuse, neglect, or
exploftation of disabled adulls shall be reported o

g Pt

are posted. 40V

G\B progrom, i
pefrom,

Wyoming Dept of Health, Aging Divislon, Mealihcsre Licensing and Surveys

STATE FORM

6T

JREWH

i conlinuglion sheet 3ol 7



—

PRINTED: 0120020142

FORK AFPROVED
Healthcare Licensing and Surveys
STATEMENT OF DEFICIENCIES X1} PROVIDERISUFPLERICLIA (X2) MULTIPLE CONSTRUGTION (32} DATE SUAVEY
AMD FLAN OF CORREGTION ENTIFICATION NUMBER: GOMPLEYHELD
A, BUILDING
B WINMG
ALFO13 01041201 2

NAME OF PROVIDER OR SUPPLIER

SHOWBOAT RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, 7P CODE

150 WYOMING STREET
LAMDER, WY 82520

iy 10 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION o
BREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD B COMBLETE
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) TAG -CﬂOSSﬂEFEﬂE&JE&E}(B‘ !ﬁ g;i)& APFROPRIATE DATE
SALF Continued Fram page 3 SAUF (f) Adult Protection.
the sheriff's depariment, tha local police 1. The facitity will ensure
department, or L?d the dep_etllrtrélvcagi gfr fg::;thyos written policy that prohibit
services in agcordance with W3, 356-20-103, ident.
‘ (B) The facility must ensura that, if | the abuse of any resid
i necessary, addiional authorities are confacted if |, . e .
} there is an allegation of abuse, neglect, or i a. The facility will include in
| exploitation. These additional authoriies may it*s abuse policy. how the
s include the Wyoming State Board of Nursing, i o . :
Office of Healtheare Licensing and Survey, and facility v‘\n‘il screen ?mp‘loyees
the State Long Term Care Ombudsman, : before hiring, ongong it
This RE . . E services of abuse topics with
This REQLIREMENT is not mel as evidensed by.% mnpl oyees, and a promcel that
Based on policy review, staff interview, and specifies hgw'auegatl{)lls
review of the incident log, the facility failed to will be investigated.
develop a policy on abuse which included all the
required componenis. In addition, the facitity i ; . e
failed to repart 1 of 1 allegations of abuse : b. The ma"afﬁe_f will monitor H
reviewed fo Healthcare Licensing and Burveys the abuse policies at the monthly
(HL3). The findings were: ; (A meeting to ensure the abuse
: i i liance.
1. Review of the facility's wrilten poficy on abuse | policy are in comp
{undated) revealed i didd not contain sereening of | .
employses, training of employees, nor how E ¢. The manager will ensure !
allegations of abuse would be invesligated. On | all incident/abuse repotts 3-1-2012
174112 at 3:35 PM, the manager confirmied the t to the Healthcare
policy did not include all the requirad : are sen
Components. ; Licensing and Surveys
- Drepartment in Cheyenne,
2. Revlew of the incident log revealed an } W pomin g
allegation of resident to resident abuse dated FOURIRE, Y /
. P41, which involved residents #5 and #16. ur\r\e, ,\M;‘( (9""'* w ] ‘f’li
, Review of documentation showed the P 959‘ .1.0 | 4SS
: Department of Family Services (DFS) and the will e §¢p
- Ombudsman were notified, but HLS was not. -
¢ During an Interview on 14/12 at 335 PM, the ¢ 1 e
! manager stated she had not notified HL9 cw..‘j) ho Ml W e Je
| because she though the Ombudsman was going - < A M -
: . PO e
10 oo that. g Wy
’ ; OB prograns -
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Section 9. Contractual Services Provided Quiside |

Assisted Living Facillty Authority.

Residents in an assisted living facility may
raceive genices from an outside entity for care
beyond that provided for or specified in the
Assisted Living Program Administration Rules.
These services must be prranged by the |
appropriate professional and be incorporated into |
the rasident's assistance plan. The resident's
choice of providers must be honored.

STATEMENT OF DEFICIENCIES 123 PROVIDERISUPPLIERICUIA (42) MULTIPLE CORS TRUGTION (33} DATE SURVEY
AMDPLAN OF CORRECTION BENTIFICATION NUMBER; COMPLETED
A. BUILDING
ALEOT3 e 01B4/2012
NAME OF PROVIDER O SUPRLIER STREET ADIIRESS, GHY. STATE, ZIP CODE
150 WYORING 8TREET
SHOWROAT RETIREMENT CENTER LANDER, WY 82520
(XA}D SUMMARY BTATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORIEGTION £}
PREFIK IEACH DEFICIENGY MUST B PRECEUED 1Y FULL BREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETE
TAG REGULATORY OR LEE IDENTIFYING INFORMATION) TAG CROSS-REFERENCED ;c ﬁ gg}a APPROPRIATE AT
SALF| Continued From page 4 BALF
|
! () Food Service and Nulrition, :
{ill) Food Service suparvision: 5
{A) Day fo day responsibilities for food |
production and management of the dletary f . . -
services shall be assigned 1o a person with (§) Food Service supervision:
aettaion and food service management :
iene iivalent to that of a Certified : aye,
%?g;ﬁﬁgﬂi%g atota 1. The facility is currently
in the process of ensuring
This REQUIREMENT is not met as evidenced by: * a Dietary Manager on Staff 1-28-2013
Based on stafl interview, the faciity failed fo ‘ ?)S Arvedell F""éﬁ and Steve
ensure the distary sefvices was supervised by a Wen are currently
Certified Dietary Manager (COM}, or a person enrolled in a Dietary Manager’s
with the eﬁgcgtian and e'xperience equivalent to a Program at the University
COM. The findings were: Of Nosth Dakota,
. Duting interviews on 174112 at @ AM and 3:35 P, , R
| the manager stated the facility did not have a | ; f‘ﬁw\.}\'\‘«( -.P."O{gjﬂg th*}o N
: SO, nor did any staff membar have the ‘W \oe S()\'s ;w;l’)é’cj ] -
" education and experience equivaient to a GOM, : Loy | ' -
She stgted she was enrolled in the CDM ¢ourse, ! P ]
and was about haliway complated with the Cordlance. will be wom e
course. In addition, she stated one cook was i P IMUL-,Y\-L
afready enrolied in the GDOM course, and another | ' N\ (Q!h) )))2!— -
would be registering shorliy. " v ’/)w 00 dum

| Jo

t
®

!
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a0 SUMMARY STATEMENT OF DEFICIENGIES . (13} PROVIOBR'S PLAN OF CORRECTION X8
PREFIX {EAGH DEFICIENGY MUST BE PRECEOED BY FULL | PREFIX (EAGH CORREGTIVE AGTION SHOULD BE CCOMPLETE
TAG REGULATORY (It 1.9G IDENTIFYING INFDRMATION) L ran CROSS-REFERENCED TO THE APPROPRIATE DATE
' BEFIGIENGY) :
SALF  Continuest From page 5 SALF
{2) Components of the cultside service(s)
, Gontrack
: (i} Whe will providae gervice(s),
: (i) What servica(s) will be provided;
. (i) When the service(s) wil be providaed;
! (iv) Where the service(s) will be provided;
{v} How the servicefs) will be provided;
" and
(b) Life Safely Code Responsibilities for
Ouiside Confraciual Services.
A contract batween the resident, the ALF,
and all outside service providers in thie ALF must
pe in place prior 1o the time of service delivery. :
This contract must identify the clear delineation of :
BEIVICES. i
{i} The contract must specifically §
articillate the responsibilities of the resident, the ;
ALF, and all service providers io comply with the | : - . :
Evacualion Gapability, Bmergency Procedures .?rectzf} 1 9 ﬂ;}n‘tractua!. Se“.’“fe?
and Fire Safety requirements in these rules. _ , Pm}?{ded Ouwﬂie Assisted Living
(i} All residents regardless of the type of | Facility Awthority. !
sendce must be able 1o evacuate, or be
ine ce with the Life Safet .
é\;%tgated, in acpordance with the Life Salety { 1. The facility will ensure
any resident receiving
This RECHHEMENT is not met as evidented by . eontractual services from
Based on record review and slaff inferview, the : {)ﬂtmd& age:lﬁles ‘?_ﬁn have
Facility failed fo ensure a cantract was in place for a contractuy service
2 of 2 residents [#8, #13) who received outside agreement in place and
getvices. ln addition, the outside servives were the ouiside agency will
not incorporated into the service plan for either | i S n ]
resident. The findings were! 1 i provide a gerwce pla‘mb
¢ | for the resident receiving
1, Review of the record for resident #3 revealed a: i services. The facility will
progress note dated #5711 which indicated the % incorporate the care plan of
* resident was going o the hosplice prograim, 3 . -
Another note dated 4/1/11 revealed hospice ; the_(mt"flde agency “flth the
services was now provided by a different ; I resident’s current assistance
provider. Further review of the record showed no ; i plan in their file.
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PROMIDER'S PLAN OF CORREGTION

3. During an intervigw on 1/4/12 at 3:35 PM, the
manader canfirmed thers was not a written
confract in place for hospice services for
residents 29 and #13. In addition, she stated the

. hospice services had not been incorporated into
the resident assistance plans.

hpy o SUMEARY STATEMENT OF DEFIGIEMCIES o {¥5)
PREFY = (FACH DEFICTENCY MUST BE PRECEDED BY FULL PREFD( | {EACH CORRECTIVE ACTION SHOULD BE COMELETE
TaG . REGULATORY OR LSC IDENTIFYING THFORMATION) whe 1 GROSG-REFERENCED TO THE APPROPRIATE DATE
, DEFICIENGY)
SALF . Conltinued From page & BALF ) ,
: 2. The manager will monitor
evidence & contract was in place belwaen the id Co ual
resident, tha hospice, and the facility. In addition, | Fesidents on ntract
the cument resident assistance plan, dated Services by monthly QA ,
12014, died not Includle the hospice services. documentation. The QA
2. Review of the record showed resident #13 monitoning rep Or,{ will include
started receiving hospice services on 12113711, Contractual Services Report,
Eurther mview of the record showed no contract Outside agency report, and
v e, e espcoond e Gy || sosident'sasisancoplan L |
(dated 11/10/1) did nol include the hospice in conjunction with the outside 21 7201
services, agency service/assistant plan,

Worning Dept of Heallh, Aging Division. Healthtare Licersig and Survays
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