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SALF L0 REGE FOR ASSISTED LIVING | sALF
FAGILITIES
Wyaring Department of Heslth Agihg Division
Rules for Program Administration of Asslated
Living Facilitles
Chapter 12
Saction 7, Asslstad Living Facll LF) Core )
Borvioes, 9 Faclly (ALF) The facllily will onsure that all
by Ranid residents have a current ALF i<1102’
{h}) Resloant Assessment ahd Serviges, gither annually or wpon regident
{i) The completion of the ALF 102, ' : Yt
{A) The curmant version of tha ALF 102 1s chages, un(.Id will be kept in the
the designated ecroening tool. The form may be reaidont record. .
vpdated snd/er revised perlodically by the A) The RN will complete the ALT
Program Divislon. Providers will bae notifled of 102 on all tesidents annually
changest}? tngmm, The following guidelines and upon vesident condition
() The ALF 102 Is only valld i complatad 7 changes. Mﬁ 1# b; S Wnﬂﬂa ‘)
within farty-five (45) days prior i admission and R) Manager will perform montbly
thers lg no cherige in the reslident’s cond ton. resident file audits to ensure
(I The ALF 102 must ba completed and that al] residents have a gurpent
signed by an RN o ALF 102 filed aonually or
REGUIRE i e . _ when changes ocour to ensurs
Ih_ls REG TEMENTB not mef as ewdenned‘by - compliance with the tegulation
) Ease:ii on .rﬁaiglant recard review and stafl _ requirements. dad Yok
Interview, the faclity failad to ensure an ALF 102 3 : sole 04/01
| wae comploted for 1 of 4 eample residants (45), Qs b eesul POl
The findings were: Cerd Larce .
Review of the tesltfent renard revealed ne &
evidence an ALF 102 waa sompleted for resldent
¥#8, whe was adimitied on 10/24/11. Durlng an
Intarvisw ot 31712 at 8 AM, the manager and
fieashead practical nursa (LPNY#T stated they
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| NAME OF PROVIDER OR SUPELIER STREET ADDREGS, OITY, HEATH, 2 GCDE
TENDER HEART AGSISTED LIVING FAGILITY | E04 RIR DI AR R
D SUNIARY BTATEMENT OF DEFIDIENDIES D PROVIDERS PLAN OF CORREGTION o
AR 3 DEFIGIENGY MUST BE PRESEDEC BY FULL SREFIN (EAGH CORRIEDTIVE AGTION BHOLID RE CUNPLETR
TAG REGULATORY OR LSC IDNTTFYING INFORMATION) TAG CROBS-REIERENCED TO THE APFROPRIATE TATE
DEFICIENCY)
BALF | Continued From page 1 BALF L"‘-\",’l@nﬁ' P‘Ubb‘% Lo &1 f
W . “ {'ﬁj_ ' <
!ﬁ;gﬂlmabfe to looate an ALF 102 for the The' fﬁfﬂﬁ;f will eénsure that pny
' ' accidents, injuies, incidents, illnesses,
(5) Residont Reeoids and Reports, and allegations of abuse, neglect or
(D) Albaonidents, Infurles, Incldants, inesses, exploitations will be documented in
L orar e reporid o he sidants famdy or tho resident rocord. Any incidents
responsible party and ba documented In the af_‘fectm% dth? I;i:}ﬂl’ \_Ndm'e or sai"cl;ty
individual resident records. All such occusrences of a resident shall be roported to the
| shall ajst be reportad to the appropriate entity for Licensing Divizion within one day and
follow up and resclution. Reports of all lheldents the Ombudsman within 5 days of the
&ﬁé;dﬁflnitl tge"hg:"hi v-;glfgfteutii'hwgfff ﬁ'fl ﬂg ocourrence.  Docuinentation will be
resident shall be provida @ Licensin . -
Division immediatsly (within one business day) prosont in the resident record,
Reporting shatl ba done by feléphone or fax, Tha A) The staff will completo the
Tacility's investigation of the incident shall be resident incident form on all
;ﬂaporhaﬁt 0 thes leensing Divislon ar?:l the Long acoidents, injuies, incldents,
arm Cara Ombudstaan withln five {B) working s +
days. Documentation to support the faciicy gﬂzzsc:’ “&n‘(ci G?Hegaih?;:i of
reporting the siuaticn and follow up must also be Yy o e of exploitations
progent in the restdent records, will be documented snd placed
the pesident record.
This REQUIREMENT ig not metas evidenced by: B) Manager will reviow all
- Basad on review of ncident reperts and staff toports Tﬁﬁm 24 hc_ngs a‘.ﬁ
Intervlew, the facility falled to rapott 7 of t ensure that any incidents
Ircidents reviewed which affected the haalth and aflecting the heaith, welfare or
safoly of a regldent (F12), The findings were; safely of a resident are
I-Review of Incidentr portsshowed-on-1/26/12 wporied  fo tho Licensing
—-Review e sad-on-12 e e - oy o
resident #12 was fund on the floor, The resitent Emé;m% :iwthm 011;*day and
was taken to tha iospital, and suffsred a broken e Ombudsman within 5 duys
hip and required siitches in the head Further of the occmrenve. Monthly
reulmmou;?d Lr:u avt?ance the Incg;dent was rosident file audits will bo
rapotted to the Licenelng Division. During an sompleted 1o cnsure
interview on 22811 af 11:08 AM; the manager _ e 1 :
stated the holdent wae not reparted. Ehe atated °°“'-‘l?¥“m"" Wﬂh, m{ﬁ ﬁg‘gﬁg{n
sha had Just leamed that-the incident should have requirements. Are '
béth reportad. MO do dSest 04/01/12
P liente . " |
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NAME OF PROVIIER OR SURPLIER SYREET ADDRESS, GITY, BTATR, ZIF QUDR
TENDER HEARY ASSISTER LIVING RaciiTy | B2 THI RIDOE AVENUE
BAE| e | by || clOERRR e, | o
TAG | REGULATORY Dt L8O IDENTIFYING INFORMATION) Pie | CROSSMLCNENAED TO-THE ALPROPRIATE | oot
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SALF| Continuad From page 2 SALF
{e){ir Erchi-fulder-shaltinciuds-frw-foifowing:
() Copy of el ALF 102's,
This REQUIREMENT is not met s evidencead by;
Based on resident racord reviaw and staff
Interview, tha facility falled o ensure the rasidant
recond contalned & copy of the ALF 102 far 1 of 4
samiple resldents (#8), The findings were:
Review of the resident record revented no
avidenoe an ALF 102 was completad for regldent .
#8, wivo wus admitted on 1024111, Durlng an The Tacility will ensure that the day to
H]ten?leév oh 3{11': 280 ?l[% l&l;:i ;nmnag:r E? fid day  responsibililies  for  Food)
bensed practical purse: 1 ateted Hicy produciion and management of the
}i;asti‘sﬂu"rfh!g s jocate an ALF 102 for the dietury sqrviuﬁs :.]mll be .mig.md t(3 “
person with nutrition and food service
management experience equivalent to
() Fa%dFﬂl;;ﬁcﬂ ﬁ]ﬂd Nutrition. that of a certified distary manager.
() Foont serviee suparvigion: AN T? rowi \
(A Day to sy respongibillies for food B orapletn fhe
productlon and mansgement of the dietary - ' ¥ gor
services shall be dssigned fo g person with - within the next yoar, '
nutrition end food service managemant B) The facility will ensute that a
experience equivalent to that of a Certifiad coftified  dietary  manager .
Dietary Manwger. provides the day to day
~o—— - Fhis-REQUREMENTs-not-mebas-evidenced-by-f - - = respons{bﬂmﬂs for  food . ... .. .
production and management
Beaad on staff interview, the facility fafled to wntll  the  cettification s
ensiure g-n dietary servioes supervision wes obtained. witf be Wacled
- assigned to a person who was 2 Geriiffad Dietary -
Matiager (COM), or the equivalent. The fitdings v Gp o Leso L gal30i3-
| were: ,C;:)HP“ Cele - y/’gO}B
Duringy an ntorview on 3/1/12 at 9 AM, the . Co
' ranager and LPN #1 o th“‘,fmntv dld not Will Soba-i# m"%b’
hava & COM, ar an emplovas wha had ! ' L
e g fiploy had the Pro s qu}f' W
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B, Wi
ALFO1Y N = D301 2012
NAME OF PROVIDER O SPRLIER BTHEET ADOREER, DITY, BTATE, ZIP CODE
YENDERHEART ASSISTED LN FACILITY | i T IO AuibUE
by I BUNMARY STATEMENT OF DEFICIENGIER n PROVIDERS PLAN BF CORREGTION )
PREFI [BACH BE|GIENGY MUST BE PREGEDED BY FLILL PRI (FACH CORREGTIVE ACTION SHOULE b conpgTE
TAD REQULATORY OR LSC IDENTIFYING INVORMATIDN) TAG CROSS-REMERENGED T0 THE APPROPRINTE " DH
REFIIENGY)
SALF| Confinuad From page 3 Rini > > 5 Ty ,ua
tralning and axperinnce squivalent 1 4 COM, Tha Wome Wtebn Por
managerstafec-heownerof the favliity wag He
currantly enrolled I ait onine COM oounse. The facility will ensure continuous
assistance with trensfer and mobility,
Section 8, Servioss Which Cannet Be Provided and Incontinence care by facility staff
By Tha Leval | Assisted Living Facility Staff. iz not pruvidﬂd,
C) The staff will provide
{8) The liowing services cannot be pravided; . . . .
(i) Continues assistance with tansfer and intermittent assistance if needed
moblify; for any resident. If a resdent iy
{vil) Invontinence care by faclity staff umable 0 be assisted |
) i . ‘ intermittently a plan  of
This REQIUIREMENT by rot mef gz evidenced by: correction will be fmpleriented
' Based on obselvation, record review, i stefF to fuoilitate independence by
interviaw, the facllily felled o ensure staff did nat utilizing home health therapies
provide continnous asalstance with ot 24 honr assistance provided
| transfera/mobility and incontinenss care for 1 of 4 by family,
sample roeldents (2). Th findihys were: D) The facility will eosnre that all
Review of the 8/311 care plan revealed restdent residonts are able to function
#2 required aasistance with inconfinence cate with ADL’s with intermittent
and mobiiity. Observation on 22812 ut 9:60 AM agsistance, I resldent changes
revealed the menager {whe le dso a corlified {in condition of noted the facility
nurss aide) puta gedt belt on tha resident, The will schedule a physician
| mansger theh asslsled the resident to atard up ; ol § 1 b
| trom & chalr Iy the-dining room and assisted e consult to obtain home healt
| residont fo ambulate to hks/her mom. The assistarioe with independence, If
==t rraneger-held-onto-the-galt-helt with-one-hiand; the resident is not able 1o
and the resldent's hand with her other rand, The ‘hecome independent the facility
resldant had en unsteady galt while ambutating. il notify the family of the
The resident was talken {o the bathroom, whera W v LIE tamuy ef
the memeger pullad down the residents pants an rosidents inubility to continye
brlef, The resident had been Incortinant iy Wsfher placement in assisted living and
brief, so the manager removed the solled briaf, will need be given a 30 day
Wiped the rasidant, put on a naw bilef, abd palied notice of intent to trausier 0
tha bilef and pante up. Tha manager stated staff akilled nursing facil W
neaded o wips the rasident when sha had a i) M fgi P Y .
bowel movement. Tha GNA e ausisted the ’L‘r e ‘( o ’k; 04/30/12
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B. WiNG
. ALFOT 03/01/2012
NAME OF PROVIDER OR BUPPLIER BTRERT ABDREAE, GITY, SYATE, ZIP GODE
824 TWIN RIDOR AVENUE
TENDER HEART ASSISTED LIVING FAGILITY EVANSTON, WY 52940
Ota} 1o SUMMARY BTATEMENT OF DEFID/ENZIER ) PROVIDER'S PLAN OF GORRECFION oty
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FU), FREFIX [EAGH GORREGTIVIE AGTION SHOULD BE SUMPLETE
TAG REGULATARY OH 150 IDENTIFYING INFORMATION) TAG CROSB-REMERENGED TO THE APPROPRIATE DATR
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8ALF | Gontinued From page 4 BALF

1 requirad assistance-fo-siton-the bed-and to lay

rasident to ambillate to hlsher bed, The resldant

| down I thw bad, Buping the cbeervation, the

| proped himMerselt 3 e ways In the whealchel,

menager also stabad the resident oould anly

so &taff usually assisted the resldent with
ambulation,
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