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BALF  LIGC REGS FOR ASSISTED LIVING BALF
FAGILITIES
' Wyorning Depariment of Health Aging Division D.1.)The Gommunit;f shall identlfy mm
Aulss for Program Adminfsiration of Assistad firlfill the tuberculosis (TB) conirol an
Living Faclitias testing regulutions that apply Tor staft an
Chaptar 12 residents. I a skin test {s required, t
Community  shall  administer, I
. .| r Ni* vl
?de]ctli:fr;guopneéa:gml and Stafting Requivedherits. coordinate for administration of,
{l) Tubsrsulin “Tasting. Mantows. skin test. .
(A) Tuberpulin testing must be 2)The Jdcenged Murse or BExecuti
atwornplished for each employee prier o Director (if' applicable) is responsible t
employment and annually thereafier, delegate the completion of all stape fi
. . the establishrment el maintenanee o{’}
' This nde Is not maet as evidenced by: TB infection control program, o TB risk

Bawsed on raview of personnel fles and staff assessment, a written Infection vontng)

intarview, the faciity falled to ensure tubarulin plan and sereening of smployees.

testing was done annually for 1 of 4 (#1) 3.)Bmployes in guestion was bronght in

amployeas reviawed, The findings wers; and tested the following Monduy 9/0/13.
Toat was nogative

Revigw of the personned file for srnployee #1 AL - , .

revealed e/he &HS a certified nurss mogf: (CNA) 4.)Clinical servico director and busmer:g

hirett on 2/26M3, The file showed the enplyes offive wanager will monitor and comple

had & negative tuberculin test dated 411812, ot pro-hire checklist to ensore tests axe

nona more recent than that. Duwdng an Enbsrview complete and euerent,

on 513 at 10:18: AM the dirsctor of nursing | 5.)Quarterly audits will be completed by

(DON) statad the tiberaulin testing for the ‘ ;
amployes was due in Aprll 2043, byt she could 3‘,’5\“‘”"?{? t oftios to ansnrz uo:r:flm.nce D
nattind dogumantation it wes completed. On ovgh puk GP picyam - | ] / / }/ 3
2/6/13 at 1:40 PM the DON stated she had talked

tr the smployas whe confirmed efhe had not had
tve tubarculin tosting since Apil of 2012,

L}

Section 7, Assisted Living Faaility (ALF) Core

- Bervices.
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{H4) I SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN GF QURREQTION . 3(5)
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DEFICIENGY)
BALF | Gonlinued From page 1 gALE [ J.1.)All Dining Services

(it Food Servica and Nuirition
{iit) Fourd Service supervislon:

{A) Day to day responsibilities for food
praduction and managamant of the distary
sarvices shall be asslgned to a parson with
nutrition and food service menagemant
exparienck equivaient to that of a Certified
Diskary Manager.

This ruls ts not met as evidenged by:

Basad on review of parsontel Mes and staff
[ntervlow, the faoillty fallad to enguire the dining

wgrvices martager wis ¢ Certlfied Distary

Menager (GDM} of the equivalent. The findings
weare,

Review of the parsonna! file for the dining
servizes meneger ehowed sha was not e CDMW,
ner had, ha equivalent education and expariance.
During en Interview on 9/6/13 at 10:55-AM the
dinliny services manager stated she was in the
process of taking the GDM coursa. She skatad
she was "abaut halfway dona' and neaded to ba
finlshad by February 2014.

(k) Trarsfer and Disoharge

{v) Realdents tranafarid i another heailh

onra facility shall ba glven written

transforidischarge riotice which Includes:

{A) The name of the meident;

{R) The reason for the
tranefar/discharge,

()} The alactive dafa of the
trangfar/discharge;

(M) The location to whleh the tesident 1
transfarredidisoharged;

{E) The name, address, and tlephone

12)  Adminisfrator

Managers/Supervisors must have
their food handlers certification,
Serv-8afe certification, and/or CDM
(Certified Distary Manager)
eertification where it is

a recuirement in that state.

and Hu
regotrces are responsible for ensuri
proper certification is complated ang
obtained.

3} Dietary manager is enrolled
claspes and will complete within
year,

4) Dining service manager will b
working on classes in and has
support of our dietician and corpore
partners to complete the course in
1imely mamner,

§)Dietician services will help enau
that all ongeing education 18 complete
to rvetain certification.

K.1, Discharge eriteria and protocol L
will comply with regulatory guideline
and are spacifiv to the purpose and
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number of the Ombudsman; and
(F) Alisting of all outside contracted
services,

This Rute I not met as avidenced by

Basad on staff Interview, the faclity failed fo
ensure a wiitten transfar notlce with the reauired
slemeanta was given ta 1 of 1 resklent (#59)
{ranglerrad to another health oara faclity. The
findlngs were:

Duting an [atarview an 9/5/13 gt 2130 AM the
DOM amd Administrator stated residant #59 wasg.
fransferred f o nuraing hame on 8/20/13. They
stated they did not give the resident a written
tranafar nofice,

Saction 8, Contractual Services Pravidad Qutside
Asslsted Living Faclity Authorlty.
(s) Components of the outside servine(s)

' contragh:

{iy Who will provide the servioe{s)

{I) Whet servios(s) wil be providad,

() When the service(s) wili ba provided,

(iv) Where tha setvive(e) will tha
wovided;

{v) How the service(s) will be provided,
and

(b) Life Safety Cuds Respuneibliies for
Outelds Contractual Servives. :

A contract between the resident, the ALF,
and all oulside sarvice providers in the ALF must
be in place prior ta the time of serviae delivery.
This cuniract must identify the clear delineation cf
EOTVICES,

(1} The contract myst specificaily
arficulate the responsibiities of the residant, the
ALF, and alf service providers ko comply with the

| o, | B, | JETeReE | o
EAGH DEFIOIENGY MUST BE PREGEDED
iy HEa UL ATORY OR LAC IDENTEYING INFORMATION) FREFIX GROBS-RAFERENGED TO g’?)snppnopmmﬁ | o
BALF | Gontinued From page 2 gaLF | 2. Clinical service director and the

executive divector ave respongible for
the completion of the discharge form.
3. A new form was drafled and, will he
compleied for all residents discharged
from the facility. Effeclive date;
frmediate.

4. The director of nursing will be
responsible for ensuring that the form
iz complete while the business office
rianager will audit charts 10 be sure
they are relained on all discharged
residents,

6. Quartarly audits will be comrpleted
by cmr corporate office to ensure

compliance. K izofh oo b @A
Profrem .

a.1,)Before any service begins,
complete and geoure signatures for the
form, According to instruction on the
form, the Community representative
'whe signa can be orly the Executive
Director, Reglstered Nurse or Nurse
Consnlttant.

2,)Clinical servics divector and the
executive divector are responsible for
the exmpletion of the agreement.
3.)A new form was drafted and
completed by all third pavty providers
and the recipients of the services,

.19/1/13

Eifert .
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Evartation Capabillty, Emergency Fracaiures
and Flre Salely rmauirements in theae rules,

Thils riles I nob el 38 evidencad by:

Bazed on review of resident rectrds and slaff
interview, the faclity failed fo ensure a contraot
with all required elemants was signed by the
resldant, the ALF, and the quislde service
providar for 3 of 3 sample residents (2, #20,
#30) who recelved cutslde services. The findings
waren

1. Review of the reeand for resldett #20 raveslad
sthe received hosplce services, The record
contalned i contract signed belween the hosplos
agency and the resident, but no conlract with the
requlrad elemeants thet was signad by all threa
parties. On 8/6/13 g 1:50 PM the DON confirmed
there was no contract signad by tha residett, the:
ALF and-the: hospice agenay. In additton, she

‘wonfirrmed there wee no.contract which speolfied

tha responsibfities Suihg an emerganay andfor
evaoustion,

2. Raview of tha reenrd for reatdent #30. showed &
referral for physioal therapy dated 81513, There
lagkad avidence of a gontract for the thorapy
sarvices, During an nlerview on W6/198 al 2:60
PM the DON stated the reskdent was reoelving
therapy sarvicas, but there wes no contract in
place signad by all thrae partlag,

3. Record review revesled residant #2 bed
racaived oocupational therapy. Thare was a
"Barvice Acknowledgemant” algned by the
tharaplat on 8/7/13, bl no confrapt with tha
requirad elements sigried by all three patties.
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the form prior to services being
renderod ot the community.

5. Quarterly audits will be sompleted }y
our corporate office ko ensure compliance,

,}z(\,ybudk oVt~ QA ;)rcﬁ{p'am .
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