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Chapter12
\ Section 6 Persounel and Staffi
Beolian 8. Personnel and Staffing Requirernants. Requirements
() Background chedks. (c) Background Checks
All sta'ﬂ' of tha asalsted Iming facility sshall i .
suspesatully complete, at a minimum, @ State of o -
Wyoming Divieion of Criminal Inveshéatmn {Dei) A) Effective immediately, the facility will
fingatprint background check and a Department successfully ecomplete a State of
of Faraily Services Central Registry Screening Wyoming  Division of  Criminal
before direct resident contact, Invegtigation  fingerprint  backgrownd
i " . check before direct resident contact for g1l
This Rule is not met as evidenced by: new employees.
Basad on review of personnel records and staff . .
interview, the faciiity faited t ensure the DCI B) The Administrator will review
beckground chack was completed hofore direct amployee files to emsure that
resldent contact for 3 of 4 emplayees reviewed. employees have a DCY completed.
1 The findings were: files found out of compliance, will be
IR ) completed.
eview Tgf pem?nne: tf;’tesDrgvealegg the fgillm.
g, The resulis of the DCI background o . ; ; i
wera not received untll 8/22/11 for the dietary g’)en = s!t:; pm::;ﬁ;ti‘ot:f fac'htjé;focgi .
manager, hired 831/11. ;
b.gA registered nuree (RN) was hired 9/18/12. immediately, a new cmployee checklist
However, the resuilts of the DG background were will indicate that employee must have a
not received untit 10/24M12. completed DICI before direct resident
0. The rasugg of the DCI background check contact.  Administrative assistant
were not received until 175412 for a certified nurse desi ill provide th 1
: gpee will provide the new employ
aide (GNA) hired 12/30/11. checklist to the adtinistrator for reviow
S for each new employee. The
During an interview on 12119412 at 11:12 AM the 7.2 S S
manager stated she did not wait until the results ad‘“imm'm‘ : S‘%’“m nffﬁ:iwggﬂntﬁ;
employee received a comple ,
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SALF [ Gontinued From page 1 BALF only then will the employes be placed o

. of the DC) background checks ware racelved
hafore allowing the employes to work.

Section 7. Assisted Living Facllities (ALF) Core
Services,

{}) Food Servios and Nubrtion.

{iii} Food service supervision:

(A) Day to day responesibilities for food
production and management of the diatary
services shall be assigned to a person wilh
nutrition and feod service management
axperience equivalent to that of a Certified
Dietary Manager.

This Rule is not met ag evidenced by:

Based on review of pereonnel fles and staff
interview, the fagility failed to ensure dletary
services was supervised by a cartified dietary
manager {CDM) or the equivalent. The findings
Ware:

Review of the personnel file for the dictary
manager revealed she was not a COM ortha
equivalent, During an Interview on 12/19/12 at
9:15 AM tha manager confirmed the dietary
manager was not a CDOM. She stated the
employes started taking classes in March to mest
the qualifications.

(k) Transfer and Discharge.
{iv) Residants transferrad ta another health care
facility shall be given written transfar/discharge
notice with includes:

{A) The nama of the resident;

{B) The reason for the transfar.’discharge.

{C) The effective date of the
transferfdischarge;

(D) The logation to which the resident Is

| completed by the Regional Director

+ -

the feoility schedule to have dired
resident contact.

15) A quarterly audit will also b
Operations, to ehsure that all ney
employees have received a completel
DCY before having any direct residen

contact, Any deficient practices will b
addressed with the Administeator,

TP o e = 5 L8

E} Completion Date; January 31, 2013

2. Chapter 12, Section 7
Assisted Living Facilities Coxe S‘erviceel

A. Dietary Service Manager is current!
enrolled in a Certiffed Dietary Manager
Course to meet the regulations for fht
State of Wyoming.

B, It is the practice of this facility to meet
the regulations of having a Certifi
Dietary Munger. No Dietary Manager
will be hired without meeting current
regulations

C. Administrator will make final decisiop
on hiring a Dietary Manager. It will b
the responsibility of Administrator

- ensure that a Certified Diotary Managor i
in place to meet state regulations,

D. Quality Assurance comumitive will
review quarterly, all staff that is Tequiret
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BALF| Gontinued From page 2 SALF to have certification and or liconse. Any
Yansferred/discharged; E‘““?ﬁ ey "f.d‘?fﬁ‘;’tff’mﬁ"’? will
{E) The nama, address, and telephone © given to the Administrator for review.)
number of the Ombudsman; and

-Saction 9. Contractual Services Providad Outazds

{F) Alisting of all outside contracted
Barvices.

This Rule iz not met as evidenced by:

Based on review of facility documentation and
staff Interview, the facillty faifed to provide a
written tranafer nofice for 2 of 2 residants (#44,
#45) transferred to another health care facility.
The findings were:

| E. Completion date: Dietary Manager
will complete certification by October 3
2013 :

mm———

Chapter 12, Section 7
Assisted Living Core Services, Transf
and Discharge

A, Effective immediately, it will be the
Review of a list of ransferred residents revealed practice of this facility to provide
residents #44 and #45 were both fransferred to transfer/discharge notice with

nursing homes. During an intarview on 42/49/12
at 3:20 PM, fhe manager stated
tranefer/discharge notices were not done for
elther resident,

Assisted Living Fachlty Authority,

Residents in an assisled living facility may racejve
services from an outside entity for care beyond
that provided for or spegified in the Assistad

requirements for any resident th
transfers or discharges from the facility.

B. The system put into place to meet the
regulations of the State of Wyoming wi
be the following:

-

1. Resident will transfer/ discharge
the facility.

Living Program Administration Rules. These 2. Designated nurse will provide
senvices must be arrangad by the appropriate trangfer/discharge notice.

professional and be Incorporated into the '

residents assistance plan, The resident's choice 3. Signature of resident or responsible

of providers must be honored.
{a) Components of the outside service(s)
Gontract:
{I) Who will provide servige(s);
(i) What sarvice(s) wilt be provided,

party will be required for documentation
purposes.

4. A copy of discharge notice will be

L@/50

(i When the servica(s) will be pravided; placed in resident’s file.
(iv) Whare tha service{s) will be providad;
{v) How the sarvice(s) will be provided;
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be In placa prior to the ime of service delivery.
This contract must identify the clear delineatlon of
services.

{I) The contract must spedifically
articulate the responsibilifes of the resident, the
ALF, and all service providers to comply with tha
Evacuation Capability, Emergency Procedures
and Fire Safely requirements in these rules.

(il) All residents regardiess of the type of
saivice must be able to evacuate, or be
evacuated, in acoordance with the Life Safely
Cade.

Thig Rule Is not met as evidenced by:

Based on review of medical records and staff
interview, the facllity failed to ensure a contract .
was in place for 4 of 4 sample residents {#16,
#2T, #A8, #37) wha racelved ouiside services.
Tha firdings were:

Raview of medical records revealed the following:

a. Resident #33 had a private caregiver.

b. Resident #27 received the services of a
private caregiver.

g, Resident #16 received horme heatth
services for catheter care,

d, Resident #37 received home healih
services for wound care.
Further review showad no contract for the outside
services for all four of the residents,

On 12/1842 st 2:25 PM the manager stated thare
were no contracts In place for the outside
services.

| audit admission/discharge

admission/discharge log to QA committe
monthly for review.

C. Quality Assurance commitiee will
fog on
monthly basis to determine if resi
transfer/discharge notive wag provided f
any resident who transfers or dischar
from the facility. Any trends or patterns
deficient practice will be provided to th
Administrator for review.

5

D. Completion Date: December 20, 201

Chapter 12, Section 9
Contractual Sexvices Provider Outsi
Agssisted Living Authority

A. Effective immediately, it will be
practice of this facility to provide Outsi
Service Contracts for any resident
receiving - outside services per resident
choice of provider

B. Administrator will designate a nurse
audit all resident charts to identi
residents who receive outside sexvic
Any chart or file found out of complian
will be updated with an outside servi
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8ALF| Continued From page 3 SALF 5.  Administrative Assistant will notg
a1 resident  iransfer/discharge on  th
(b) Life Safaty Code Responsibilities for admission/discharge Jog looated i th
Qutside Contraciual Servicas. administrator’s office.
A confract between the resldent, the ALF,
and all outside service providers i the ALF must 6. Administrator will provi
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contract to meet requirements of the Sta
of Wyoming,

C. A system put into place to meet th
requirements for the Stats of Wyomin;
will ba the following:

Wy XF

1. Receive resident / physician request
for outside services.

2. Obtain Physician order.”

3. Resident chooses provider of the
choice.

4. Designated nurse completes need

paperwork for outside services to begin.

5. Outside services contract signed wi
provider.

6. Designated nutse documents i th
Service Plan and adds resident to th
Outside Services log.

7. Desgignated turse will provide Outsid
Services log to QA commiltee monihl
for review.

D. QA committeo will audit outsi
gervices Jog monthly to  ensurp
compliance. Any trends or patierns of
deficlent praciice . will be given tp
administtator for review.
Fb -"\)f‘/“")éf ye

E. Completion Date: h Marekr 19, 2013
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