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Other abbreviations used throughout tl‘us
document:
WYOMING DEPARTMENT OF HEALTH )
AGING DIVISION RULES DTAL Deer Trail Assisted Living
FOR PROGRAM ADMINISTRATION OF - WPD  Wellness Program Director. The
ASBISTED LIVING FACILITIES WPD is an RN

CHAPTER 12

QI quality improvement

The following common abbreviations are used '
QA quality assessment

throughout this document:

RD Registered Dietitlan

CDM  Certified Dietary Manager DTAL will ensure that the contracted
Less commontly used abbreviations will be. RD will:

annotated in each deficiency. Approve written menus to include

portion sizes

Bection 7, Assisted Living Faciiity (ALF) Core Approve dictary modifications

Bervices. : Approve special diet needs

(D:ood Sderwce aind Nutrition Plan individual diets

{i) Assisted Living Facilifies that choose 1o agdmit : : :
residents wha need therapeutic of mechanically (];’r ovide gl;:.d?nce and edm:atu_m_ to
modifled diets must employ or contract with a letary staff in. areas of preparatign,
Registered Dietitian who shall approve writien service, and monitoring

mehus and dletary modifications, aporove special

diet needs, plan individual diets, and provide | The RD will visit DTAL at least montl#xly
guidance to dietary siaff in areas of praparation, to review resident dietary orders and
getvice, and monitoring. The fraquency of visits fs ensure that the above stated dietdry
determined by the residents * needs and the ! compliance is met and dietary staff] is

competency of the dietary staff but must Inclode
at least a monthiy onsite review of distary
services.

educated

This REQUIREMENT Is not met as evidenced by:

Based on observation, staff interview, medica
record review, and review of the menu, the facility
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falled to ensure the physiclan diet orders wera
The RD and CDM have created a Q)

8. Resident #14 showed the undated dief order

followe for 2 of 2 residérits (#13, #14) with
therapeutic diets. in addition, the fasility failed to
ensure the menus were planned to include
portions to be nutritionally adequate, The findinga
weare!

1. Intatview with the RD and COM on 1/15/13 at
2:45 PM revesled the therapeutic diats were not
belng followed. The RD who was responsible to
maka the dietary modificetions and Instruct the
glall said she was unable dus to time and iliness
fo complete the needed menu modifications and
education fo the dietary staff. Review of the
documentation kept in the kitchen for therapeutic
dlets showed three resldents had therapewutic
diets; howaver, when medical records were
reviewed, the foliowing reslidents had therapeutic
disls ordered;

was:-for “no concentrated swasts.”

b, Resident #13 had a 10/0/12 diet order for a
“low sodium digt.”

o. Resident #4 had a "no added sodium, limited
conoentrated swaets” diel.ordered upon
admigsion.

d. Resident #5 had a "low sodiumflow fal" diet
ordered on 11/28/12,

2. Review of the 5 week cycle faciiity menu
showed there ware ne porlion sizes on the menu.
in addition, there were no instructions to show
any modifications needed {o follow various diets
(no concentrated sweets, low sadium).

Observation on 1/15/13 at 5:05 PM shoved the
menu for the evening meal was a grilled ham and
cheese sandwich and soup. Cook #1 was. Serving
resident meals and when she was asked what the
pottion size was for the soup, she stated twas 2

monitoring tool to ensure the above fis
accomplished. This QI tool will be
implemented and completed monthly by
the CDM and reported quarterly at the
QA committec meeting. Appropriate

{ follow-up actions will be initiated by the S
QA committee. . éil/?/ZO 3/)
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diet manual was svallable (Becky Dorrier &
Assoclates, Ing. Diet manusl 2011) arid when

reviewead, it showed a small portion for soup was
4-6 ounces. Af that time the CDM verified
standard portion sizes needed 10 be usad ang
she needed the RD fo help in selting up the meny
to include these as wall as modifications for
therapeutic diets.

“Segtion 7. Assiated Living Fadility {ALF) Core

Services.
(b) {iv} Frequency of assessment. An assessment

must be conducted: (B} Immediately upon any

' significant change In the resident's mental or

physical conglition;

This REQUIREMENT is not met as evidenced by:

Basad on medical record review, staff inferview,
and review of policies and procedures, the facility
failed to enhsure mediaad and/or physical issues
were assessed In a timely manner for 4 of 6
sample residents (#2). The findings were:

1. Review of the medical record for resident #2
showed sfhe had a diagnoses of Alzheimer's
demeniia. Review of the 1/8/13 nurse charting
timed &t 4:14 PM revealed the fesident had a

' coughingfchoking gpell in which.sfhe becaine

cyanolic and was gasping for alr, Further review
showed the paramediocs were talled atwhich time
the resident's respirations énd color refurmed ko,
nermal. The nursing notes indicated stafwould
“cortinue to monifor! the resident, hdwever,
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ounces. Observation showed this'was the portion
served, The cook stated all of the residents were
served small portlons and 2 oiincas of soup was
served 1o all the residents. Interview with the-
CDM on 1/15/13-at 5:20 PM verlfied there were . . e
no planned portion sizes. She further revealed a DTAL will grfsuru tl.nat an assessment is
conducted * immediately upon any

significant change im a resident’s
mental or physical condition.

The WPD will interview nursing stdff
daily and educate them to keep current éon
any immediate resident changes, An
assessment will be completed by the
WPD if needed.

A change of condition assessment whs
completed on resident #2 by the WPD,
Nursing staff was educated on residdnt
needs.

A change of condition QI monitoring tdol
has been created and implemented by the
WPD to ensure immediate change of
condition assessments are completed and
signed. This tool will be completed
monthly and reported at the quarterly QA
commitfee meeting. Appropriate follo-
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review of the entire madical record showed no
evidence any furthar assessment or monitoring of
the resident's condition pest incident was
performed. Interview with the DON on 1/16/13 at
1150 AM revealed a follow-up assessment and
ntonitering should have been performed for a
perind of time after the Incident.

{b) (vi) Resident assistance plan.
{A) An RN shall develop an assistance plan for
each resident.

This REQUIREMENT is not mat as evidenced by: |

Based on review of the medical record, and staff
interview, the facility failed to ensure service
plans included all required elements and were
updated o reflect the current needs and services
provided to 6 of @ sample residents (#2, #4, #5,
#8, #8, #16). The findings were;

1. Review of the 12/10/12 service plan for
resident #3 revealed it failled to inciude all the
required elements to show what, when, where, by
whom, and how the assessed resident needs
waulkd be provided for. The needs included the
areas of activities, falls, and medication
maonitoring relatad to Coumadin therapy.

2. Review of the 11/12/12 service plan for
resident #6 revealed it failed to include all the
required elements to show what, when, where, by
whom, and how the assessed resident neads
would be provided for. The identitied neads
included the areas of acfivities and current
catheter care being provided by a home heaith
contract.

3, Review of the 12/10/12 service plan for
ragsident #16 revealed it failed to Include afl the

(XA D SUMMARY STATEMENT OF GEFICIENCIES 18} PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST RE PRECEDED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) H TAG CROSS-REFERENCED TO THE APPROPRIATE : DATE
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{BALF}; Continued From page 3 {SALF)

DTAL will ensure that the WPD will
develop a current service plan of care
for each resident that includes the who,
what, when, where and how (he
assessed resident needs will be provided
for. The WPD will educate appr 0pll te
staff on the plans of care for 1]1(3
residents. |

Current setvice plans of care that incl Jes
the who, what, when, where and héw
have been created and implemented by
the WPD for residents # 8, #9, #16, #2,
#5, and #4. Education on the plans of cére
to the appropriate DTAL staff has bqeu
done.

The WPD has created and implemente(L a
QI monitoring tool that will be completed
monthly and reported quarterly at the QA
meeting. Appropriate follow-up acticns

will be initiated by the QA committee. |

e
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required elements to show what; when, where, by
whom, and how the assessed residant needs
woukl be provided for. The needs Included the
areas of adjustrment-and grief, wandering,
depression, altered sleap cyols,
hallucinations/delusicns, activities, falls, and
medication monitoring related to psychefrople
madications.

4. Review of the.8/8M12 service plan for resident
#2 revealed it failed fo include all the required
elements to show what, when, where, by whom,
and how the assessed resident nesds would be
provided. The needs Included the aress of
elopemertt, wandering, communication, and
actvities.

5. Review of the 11/15/12 service plan for
resident #5 révealed it failed to include all the

required elements to show what, when, where, by
whiam, and how the assessed resident needs
would be provided. The needs inclyded the areas
of confusion, wandering, inapproprtate behaviors,
dressing and grooming, bathing, tolleting
aggistance, and medication monitoring.

6. Review of the 10/18/12 service plan for
resident #4 rovealed it failed to Include all the
required-elements to show what, when, where, by
whom, and how the assessed resident needs
would be provided. The needs included thie areas
of waindering, behaviors; commuynication,
dressing and grootring, baihing, toifeting, sensory
assistive devices, and mobility.

7. Interview with the DON on 1/16/13 at 10:66 AM.
verified the service plans did nof pravide the
required eleménts and needed to inolude more
information. Siwe further stated the computer

program populated figlds from the assessments;
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“However, then the: approaches needead to be
developed and typed Info the service plan.

() (1) Each folder shafl include the following:

(D) All accidents, Injuites, incidents, ilinesses,
and sllegations of abuse, heglect or exploltation
shall be reported fo the resident's famlly or
respongible party and be docurnented in the
individual residént records. All such occuirrences
shall also be reported to the appropriate entily for
foflow up and resolution. Reports of all incidénts
affecting the health, welfare or safety of a
resident shalt be provided to the Licensing
Division immadiately (within one. business day).

facility's investigation of the incident shall be
reported to the Licenging. Division and the Long
Term Care Ombudsman withirs five (5) working
days. Documentation to support the facility
reporting the situation and fallow up must also be
present In the resident recordsy;

Based on medical record review and staff
interview, the faciity fafied to ensure incidents
wete investigated and reported to the State

involving resident #2. The findings were:

Review of the 1/2/13 nursing notes timed at 7:39
PM for resldent ¥2 showed two brulses were
noted on the right hip, Furttier review of the nates
revealed the resident did net know how the
bruises were obtained. Review of all the

bruises, Review of the ingident loy for January
2013 showed no evidence the two brulses were-
repoited or investigated. 1k addition, review of-the

Reporting shall be dona by telephone or fax, The |

This REQUIREMENT is not met as evidenced by: |

Licensing and Survey agenoy for 2 of 2 incidents

subsequent nursing notes showed there was no
acditional or follow up Information iy regard to-the-

DTAL shall ensure that each residexit
file shall include all accidents, injuries
incidents, illnesses, and allegations
| abuse, meglect or exploitation. Th
shall be reported to the family
responsible party and be documente
in the imdividual resident record

reporting the situation and follow
will be present in the resident records.

DTAL staff has been educated on the
DTAL incident policy and will fill opt
incident forms that arc faxed to the
| Licensing Division and are then given to
the WPD and the Administrator so that
the Administrator can enter these into the
QI incident monitoring log and an internpl
investigation done. Reporting to the
- Licensing Divislon will be done as
required above.

An incident form has be completed,
internal investigation done, log ent;
made for bruising and choking incidents

Wyorning Dept of Heaith, Aging Division, Hoaihcara Liconsing and:Surveys
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i 119113 nursing notes timed at 4:14 PM for the

i same resident showad s/he had a
coughing/choking episode severe enough staff
called the paramedics. However, there was no
evidence this incident was reported or
investigated either. Interview with the DON on
1HM6/138 at 11:50 AM revealed she was not aware
of the fwo bruises noted on 1/2/13. She said she
was aware of the coughing/choking incident and
verlfied that nefther incident was investigated or
reporied as required,

Bection 9. Contractual Services Provided Qutside
Assisted Living Facility Authorlty.

. "Regidents in an assisted living facility may
receive 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 incorporated into
the resident's assistance plan, The resident's
choice of providers must be honored.

{a) Components of the outside service(s)
contract:

(i) Wha will provide service(s);

ity What service(s) will be provided;

(i) When the service(s) will be provided,

{v) Where the service{s) will he provided;

{v) How the service(s) will be provided; and ..."

This REQUIREMENT is not met as evidenced by

Based on medical record review and staff

| interview, the facility failed to ensure the

! contracted services wers included in the resident
| service plans for 2 of 2 sample resldents (#8, #9)

- who were recelving contracted services, The
| findings were:

{

Incidents from the QI monitoring tool w
be presented at the QA quartef

DTAL has a “Contracinral Services”
policy in piace,

The WPD has completed service plans;of
care that include who, what, when, whejre,
and how the contractural services will ibe
provided for residents #8, and #9, Orders
for these services are in the resident files.

DTAL staff has been educated on the
policy and service plans of care.

A Q] monitoring tool has been created
and implemented by the WPD to |be
completed monthly and presenied at the
quarierly QA  committee  meetihg,
Appropriate follow-up actions will {be
initiated by the QA commiitee.

Iy S
committee meeting, Appropriate follow -
up will be done by the QA committee. Q/’ 1772413
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Interview with the wellness program coordinator
on 1/16/13 at 11:35 AM reveaied residents #8 and
#9 were receiving contracied services from homie
health agencies. Review of these residents’
medical records revealed the service plans failed
to include the details of the services being
provided by these contracted home health

agencies. In addltion, there were no notes,

: orders, or comivunications in the records related

; to these services which were provided. Continued

interview with the DON stated she would call

these agencies and have the orders faxed.

Review of the faxed documentation showed

resident #8& had home health certification and a

plan of care dated 12/28/12. Review of the ordérs

: for resident #8 showed & home health cettification.

. and plan of care dated 12/21/12. Interview with

lhe administrator on 1/16/13 at 12:15 PM verified

there was not any facility policy and procedure
related to contracted services and

responsibilities.,

H
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Facility Name:
Springs

Date of Follow-up Visit:

HEALTHCARE LICENSING AND SURVEYS

_ Revisit Report for State Deficiencies Corrected
“B” Form

Deer Trail Assisted Living

1/17/13

Follow-up to Survey Date of:

City: Rock mmﬂu)mu

10/11/12

Tag #: Sect 7 Core Services:
Incontinence/Catheter
Independance

Date
Corrected: 12/10/12

Tag #: Core Services: Nursing
medication review

Date
Corrected: 12/10/12

Tag #: Core Service: lack of
admission orders and H&P

Date
Corrected: 12/10/12

Tag #: Core Services: Lack of
immunization status/screening

Date
Corrected: 12/10/12

Tag #: Core Services: Medication
management assessment

| Date
‘orrected: 12/10/12

Tag #: Core Services: Medication
administration

Date
Corrected: 12/10/12

Tag #: Core Services: Grievance
Procedure

Date
Corrected: 12/106/12

Tag#: Core Services: Qualified
Dietary Manager

Date
Corrected: 12/10/12

Tag #: Core Services: Quality Tag #: Sect 10: Secure Dementia ' Tag #: Tag #:
Imporvement Unit- required staff education

Date Date
Date Date Corrected: Corrected:
Corrected: 12/10/12 Corrected: 12/10/12
Tag #: Tag #: Tag #: Tag #:
Date Date Date Date
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Corrected:

~

Corrected:

Corrected:

Signature of Surveyor:
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(
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