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SALFl  LIC REGS FOR ASSISTED LIVING BALF
FACILITIES :

Wyaming Dapartment of Heallh Aging DMslon
Rules for Program Adminiatratich of Assigted
Living Facilities

Chaptar 12

Section 8. Personnel and Stafting Requiraments. Settion 6C; Backgrownd Checks \/ . ,

(c) Background ¢hancks. Policy: Al staff will successfully 28018
All staff of the asslsted Ilving facllll\y shall comple.ta a DY ﬁngerpr[“t bﬂﬂkgl‘ﬂl.lﬂd,qx&-——' i'}a'/

successfully complste, at & minimum, a State of check and DFS central registry soreoning Mﬁdﬁ

Wyoming Division of Criminal tnvestigation (DCI) before direct cegident contact Je

fingerprint brckground check and a Department Who: Executive Direotor.

of Family Services Central Regislty Seresning 't ! \ *eCh " o Llyecior.

before ditect resident contct, ow: The proper DCI nnd DFS forms

will be wtifized to complete the required

This Rul: s net metas evidenced by: sereenings.

QA: Menagement team to review files

Based on review of personne! fles and staff quarierly for compliance.

interviaw, the Taclity falled to-engure the DG

biackground chack and Department of Famly

Sarvices (DF8) central registry scraening was

completed prior o direct regident conlfact for 3 of

4 smployses, The findings were:

Review of parsoninel files ravesled the followlng
concamsg: :

8. Acertifled nurae alde (CNA) was hired
9/271 2. However, the rasulte of the DCI
background check were dated 12/6/12. In
addittor,, thers lacked evidence of a DFS genlral
regislry screening.

I The:date of hire for a coolc was 5712, but
the DI backgrouked check was datad 5/24/12, In |
addition, e DFS central registry screening was
not coimpletad untll 5/22/12.

¢. The DC| pagkground check was dated
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3M8/11 for a flconsed practical pursa {LPN) hired
84710, In addition, the DFS cenleal regletry
soreaning wis not complated untll 8/43711,
During interviews on 12/20/12 at 2:45 PM and
2.65 PM, ihe manager canflimad the required
 background chaoks wera completad lute, She
stated Ihe resulls ware not recelved bafora direct
resident conlact,
(8) Personnel Pollces and Records, aﬂcﬁng @ Personuel  Policies L andy /Z I (@
(i) Management shall provide new employee seards , Al1S
orientation and aducation ragarding resident Polley: Managoment shall provide new Bt
Hghts, avacuation, and emergency procedures, employee orientation for each new
Qs well as tralning and superviston deslanated lo employee,
improva resident care, Who: Department manager,
(I'i) Atecord for the manager and each Havw: The Primyose tew empfoyeﬁ

amployeq shall be maintained and contain at
minimum, the following Informatlon:
(H) Orientation chiockliat

orientation form will be yiilized,
QA: The management team will review
quarterly for complinnce,

This Rule Is not et as evidenced by:

Based on raview of personnel Alas and staff
ihtervew, the facllity talled to ensure the
orientatlon checlfiet was contained in the file for 1
of 4 employees, The findings were:

Revlew of the personnel file for a cack hired
5/t 2 revealad no evidence of an orlentation
" chiecklist. On 12/20/12 at 3 PM the manager
confirmed the lack of an orlendation checklist.

Section 7. Asslsted Living Pacllity (ALF) Core Section 7; Medication reviews l l ’

Bervinao Palicy: A Registered Nurse will conduct n | #2513
medication review every (2) months or

(@) The apslstad living Fcility core services sixty-two (62) days or whenever now

include the followlng:
(i) Assesstents completad by the Reglsterad
| Nurse;

Warnlng Dapl of Heaflh, Aging Divisfon, Heallhcare Llabnslng and Burvayy
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medication i5 prescribed or the resident's
medication is changed.
Whoy Divector of Nursing
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(A) Reglstared Nurse medication review
avety two (2) manths or eixty-lwo (62} days or
whenever new medlcatlon Is prescribed-or (he
regidenl’s medication js changad,

This Ruie ls nol met as evidenced hy;

Based oh medical racot review and siaff
Intesview, the facility falled to snsure the
registered nurse (RN) reviewed the medleations
at Ieast svery iwo months for 6 of 6 sample
resldants (7, #11, #16, #20, #32). The findings
ware;

Review of lhe medical records for the following
residents ravealad no evidancs of an RN review
of medicalions: #7, #11, #15, £20, and #32,
Durlng aninferview on 42/20M2 at $0:30 Al tha
DON stated RN medioation reviews were onty
done for residents who salf adminlsiered their
medleations, hot for all residents,

(i) Adutt Piotection,

() The facifity must sdhere to written
polioles and proceduros that prohibit the abuse of
any regident. Thess policies and procadures must
| dentify how tha Fachily will screan smployeas
before hiring, ongoing in-servicing of abuse toples.
with employees, and a profocol that epatifies how
allegations. of abuse will be investigated. Each
staff member must be accalniable to report any
susplcion or knowledye of abuse to the
appropriate facility personnel immediataly,

This Rule is not mek as evidenced by:

Buaed op review of facility policies and
procedures and staff interview; the faclity failed to
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vontinue to review and propare each
resident’s MAR monthly, The dircctor of
nusing will also do a medication review
Whenever new medication Iz preseribed.
The residonis who selfadminister fhelr
medications will also be reviewed every
(2) months or sixty-two (62) days or
whenever u new medication Is presoribed.
‘This inclndes residents: #7, #11, #13, #20,
and ¥#32.

QA: The management team will review
quarterly for compliance,

Seetion & Aduit Protection ,
' Poliey: Primrose will maintain a policy |/25! 3,
and tralning document for new employees S
regarding  abuse, investigations, and
raporting, '
Whe: Director of Nursing/Executive
Director

Mow: The policy nnd tralning will be
distributed to all eweent and  future
employeet and will be covered In annual
raining for employeos,

QA: Munggement team to  review
annually.
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develop an abuse poficy which contsinad the
required elemenls, The findings were:
Review af facllily policles and procedures
revealed a palicy related lo screaning of
employess. However, ihere lacked evidence of a
policy or provadure b address ralilng of
employses n abuse ioples or the investigation
and igporting of allegations of abuse. Durng an
iverview on 12/20M12 at 2,20 PM, the manager
shited ghe was unabla fo focate an abuse policy.
{J) Foud Beivice and Nutrition, Section §: Food sorvices
{iif) Food sarvice superviskon: Policy: Food production and management
{A) Day o gay responsibilities for food shall be assigned to a person with CtAhent
peoduction and management of the dietary experience equivalent or that of a CDM, tll{
sanvices aha!; be ascighed b a pﬂrsontwﬂh If 2 CDM cannot be located, Primrose Ol
nutrition and food service managerman will pay for the completion of a CDM } !
expetience equivalent (o 1hat of & Certified coursg g;], the Dietary l{){anager. ’9 I / ! 5
Dietary Mahager, Whe:  Bxgeutive Director, Dietary
This Rule Is not met as avidenced by: Director . _
t Y How: The Dietary Divector is currently
Based on staff Interview, tha facilily failed to entolled n an online CDM class with
ensire dlelary services was supervised by a approximately eleven months remaining
cetitied distary manager (COM) or the {o completion.
anuivalent. The fineliigs wers: QAL Executive Director will otisure the
Dieta Manaper rogresses  and
Durng an nterview on 12/20112 5t 12:34 PM, the somplates tho COM conrs.
mangger staled the distary marager was not a
CDOM or equivalent. She stated the smployes was
currently enitfied i 5 COM colnse,
(k) Transfer and Mscharge. Section K Transfer and Discharge { /25 { i
(iv) Resllents ransforied to another health care Policy: Residents wansferring to another |
rac!lity shau_be given written lransfer/discharge healtheare facility shall bo provided a M\
“"“‘Eiﬂt_n "“”“d“:i o cesidont written transfer/discharge notice, -
& nama of the cesident; hos e
{B) The reason for the (ransfer/discharge; Who: Director of Nursing
Wyornig Daplof Heslr, Aging DVision, Redltficars Licensng ant Suvays ,
STATE FORM v ROMRY K cortinualon sheel 4 of )



(C) The effectlve dats of the
fransfaridlacharge;

(D) The location to which the resident is
tansferradidischarged;

(E) The hame, address, and telephone
numbar of the Ombudeman; and

{F) Alisting of all outside contracted
services.

This Rule 5 not mat as evidenced by

Hased on review of closed resident records and
stafl Interview, the facillly failed to issue a written
transferfdischerge notice for 1 of 4 aample
residents (#33) who was ensferved to ansther
heatth cara facliity. The findings were:

Review of the closed record showed resfdent #33
‘Wan transfarred to a nursing home on 127112,
However, here lacked evidence the resident or
farmity was provided a wrilten tranefer notica
which Included all the required elements. On
1212002 at 11:15 AM lhe director of nursing
{TON) atated & transfet notlce was not provided.

(n) Furnlshings, Buildings, Physical Plant,
(£) Purtable epace heaters shall not be used,
(e.g. electric or karosena)

This Rule s not met as evidenced by.

Bazed on observation and staff inferviaw, the
facility falled to ensure portable space healers
Weie hot used, The findings were;

Observation on 12/2012 at 8:45 AM and 1¢:10
AM revealed 4 portable space healer was in use
at the nurging station, On 12/20/12 at 4:48 PM
the manager and KON confirmad the use af

- portabls space healars,

How; The Director of Nuesing will
complete a trnnsfer/discharpe form for
eich resident being sent to another

resident/farajly,
QA: Inspection of closed flles shall oeenr

quartetly to ensure complianes,

Section m: Furaishings - Space Heater
Policy: Portable space heaters shall not be
used,
Wha: Management Team
How: Portable space heaters will be
removed fom the building.
QA Quarterly inspection to be complsted
by management roam,

o
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Saction 8. Services Which Cannot Ba Provided

| By The Lavel | Assisted Living Facitiy Staff,

- (@) The follewlng services cannot be provided;

(v} Pravision of cathelsr or ostomy cars;
&.4., shanging of catheter or Iigatian of ostorny,;
totar asalst with appllance carsichanging.

(vii} Inconbinence care by facilily stalf;

This Rule s not met as evidencad by:

Based orobservation, madlcal record review,
an staff' and family interviews, the facility falled
to ensure stalf did not provide ceye that was
bevond the ecope of care allowed in the ALF rules
for 4 of 7 sample residents (#7, %11, #32, #33),

| The findings were:

1, Revlaw of the medica! record showed resident
#7 had & urinaty cathaler, Review of nursing
notes showad on 81612, 916112, 81712 and

- 1241812 the ALF nursing staff oravidad some

catheter care, 0.g. changing Ihe bag, or switching

| the night collection bay lo the day bag. On

1212012 at 847 AM, GNAs#1 and #2 slaled
facility ataff nseded to provide some catheter care
for the revident, when tha spatlse couldn't. In

F addiion, thay stalad night CNA staif erptied the

drainage bag durlng the night. During art Interview

| on 1212012 at 4:03 PM, tha spouse slated she

normafly provided catheter care, but sometimes
the faoilily staff did.

2. Ravlew of the 9/24/12 monthly summary
showed resident #11 required limftad assistance
with icileting. During an interview an 1242012 at
B:47 AM, CNAs #1 ahd %2 stated that the resident
required mssistance with tollating, and was unable
te manage hisfher Incontinence by him/hersalf.

8eetion 8.1; Scope of Care

Policy: Care of the resident who can
independently manage hls own cathster
bags, able o clean and care for hig
ostomy (resident #7).

Who! Director of Nursing

How: Family has agreed to be available
and willing to maonage ohanging of

oatheter bags when resident’s sponse is

wable to do so, Tome heslth will
continue o core in and manage cathoter
care and change ouls.

QA: The management team will yeview
weekly for complisnce.

Sietion B,2¢ Seope of Care

PoMey: Cace of resident incontinent of
bowel or bladder if he/she can manage his
condition independently (resident #11),
Who: Director of Mursing

How; Staff will verbally cue resident
when needed regardIng toiletlng and pori
care,

QA: The manapement team will review

weekly for compliance.
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Observation on 12/20/12 at 10:40 AM revealad
CNA#2 aasisted the rssldent inlo the bathroor.
The resident required agslstance to yli hisfher
panls down and up. In addition, tha CNA wiped
{he reskdent,

3. Raviaw of the B/25/12 monthly summary
showed resident #32 roquired limlled assistaice
with tolleling. Review of nursing notes dated
1212112 showad the resldent was Inconlinant of
powel and bladder and required complete.
asslstance with activifes of dally Iiving (ADLs),
inchiding pericase. During an interview on
1212012 1 8:47 AM, CNA #1 stated that the
resident required asslatance with igilating, and
was unable to managa his/her Inconlinence by
hinv/heraelf. On 12720012 at 10:56 AM, CNA#2
glatad the resident was incontinsnt of bowel and

- bladder and required help to clean up.

| 4. Raview of tha closed recors ahowed resident

#33 was fransferred to 1 nursiag home on
127112, However, review of the foliowing In the
medical ravard showed the resldent required
moro assetance than what ls allowad per the
fules prior to the ransfer;

@ The 6/26/12 resident agsessment showart
the resldont needed assistance to cleanse after
volding,

b. The D14M2 monthly surmimary showed the
teshlant needed to be tollatet! every twa hiotrs
and hefors and afar meals. '

c. Anursing note dated 10/20f12 revealed (he
reglifent required ot asslatance with ADLs and
was unable to manage histher inconlinence,

Section 8.3; Scope of Care

Policy: Care of regident incontinent of
howel or bladder if hefshe ean manage his
condition independently (resident #32),
Who: Director of Nursing

Hus: Residont will be placed on 4 Q2

day, and every 4 hours af night,
weekly for compllance,

Soction 8.4 Scape of Care

Policy: Care of residont incontinent of
bowael or bladder if he/she can manage his
condition independently (resident #33),
Who! Dirsotor of Norsing,

How: Roesident was tesnsferred to a
nhrsing home, however residents will ba
usgussed wsig the state regulations and
ALF foim to enswre they mest cifterla to
be In agvigted living,

concerng st the monthly QA meeting and
the Director of Nursing will monitor, with
the help of the nursing saff, changes in
resident’s eondJtions.

hour toileting schedule. Staff will remind |
resident to toilet every 2 howrs duripg the

QA: The management team will wview

QA: Staff will he ancoilraged to shars’
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PAEFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFY {EACH ggﬂ&Ec?mchTﬁmﬂgggﬂﬁnm mlmjsre
TAG REQULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROS8-REFERENGED T THE APFROPRIATE UATE
DEFIGIENGY)
SALF| Continued From page 6 BALF

1)z4iz

Wyorning. Depl of Heallh, Aging Olvialon, Healthcare Licenslng and Surveys

STATE FORM

i

ROBMR

I eoxnlirbiation shaat 7 of 9




Feb, T, :20AM  PRIMROSE HURSES STATION No. 8435 . 10

Feb. 7. 2013 9:28AM PHFL%%EN[?:OHDWZGH
Healttcare Licensing and Surveys W ArPROvED

! |\
STATEMENY OF DEFIGIENCIES |1} PROVIDER/SUPPLIERIGUA 2 ! 48) DATE. SUAYE
AND PLAN OF CORRECTION ( IDENTIFIGATION NUMEG R, (K2 MULTIPLE CONSTRUCTION ‘ ,GOMPLE'?E‘{)Y
A, BUILDING
ALF005 1. WG

NAME QOF PROMIDER QR SUPPLIER
PRIMROBE RETIREMENY COMMUNITY OF ON

STREET ADBRESS, CITY, STATE, 21P CODE

1965 80 BEVERLY 8TREET
CABPER, Y'Y 82609

12/20/2012

Sechon 9, Contractual Services Pravided Outside
Assisted Living Facllity Authorlty.

Residents in an assisted living faciiity may recaive
$ervices from an outslde entily for care heyond
that provided for or specified In the Assisted
Living Progiam Adminisration Rules. These
services must he arranged by the appropriate

professional and be incorporated into the

residenl's assistanta plan, The resident’s cholce
of providers rmust be honared,
(a) Companehts of the outside servica(s)

| contract:

(I Who will provide service(s);

() What servica(s) will be provided:

(ill} When the service(s) will be provided;
(v} Whera the service(s) will be providad:
(v How the servica(s) will be provided:

| and

{b} Life Safety Code Responsibilitiex for
Outside Conhlractual Services,

Aconlract befween the resident, the ALF,
and all outside service providers in the ALF must
ba in plece prior to the ime of sarvice delivery.
This conttact myst identily the clear delinzatinn of
SaFVICES, .
(i} The contract must spacifically
aficulate the responsibliites of the residsnt, the
ALF, and all servige providars to comply with the
Evacuation Gapability, Emergency Procudures
and Fire Safely requitements [n ihage rulss.

(1 All residenits regardiess of the type of
service must be able (o evacuate, or be
evicuated, i accordaric with the Life Safety
Corle.

This Rule is not met as evidenced by

Based opiaview of madisy) records and staff
interview, the facility failad to ensure a anniract

[Section 9: Contractual Services/Tlird
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Party Provider

Policy: Primrose wlll revise the Third
Party Provider Agreement document lo
meet the state requirements.

Whot Bxecutive Direstor

Hovr: The form will be revised to include
the necessary items aa required by the
state.

QA} After approval of the form by the
stats, this form will be sent to all third
party providers for complotion and placed
in & fils in the BDs office,
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SUMMARY STATEMENT OF DEFICIENCIES

wae in piace which Included alf the required
compohants for 4 of 4 sample residonts who
recelvad outslde services, The findings were:

Review of medleal racords revealed the following:

a, Resident #7 racaived homea health sarvicas
for a urinary catheter, In additor, the resldant's
spousa provided catheter core.

b. Resldent # recelved physical therapy,

& Resldent #11 received ocoupationsl
therapy,

d. Resident #20 recelved 24 hour care by
family.
Funiher raview of the medical records showad no
avldenos e contract was in place between each
resident andfor family, the facllity, and the outside
sarvice providar which inclucded all of the required
camponents.

During an interview on 12/20112 al 10:34 AM, the
DON stated the facllity had the resldent sign a
“third. party” contract, but that was enly signad by
1he resident and the facillty, It was ot signed by

the outslds sarvice provider, and did not Include ‘

the required components.

tSH
|£RE}F|)( {EACH DEFICIENCY MUST BE PRECEDED (¥ FLILL Pﬂlgﬂx
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