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FACILITIES

This State Rules and Regulations | not met as
evidencad by:

Bection 7. Assisted Living Facility (ALF} Core
Services,

{8) Resident Recards and Reports

(i) Each folder shall ncluds the foliowing:

(D) All accidents, injuries, Incilents, iinssses,
and allegations of abuss, neglect or exploitation
shalt be reported o the resident's family or
responsible party and ba documentad In the
individuat regident records, All such ociumentes
shall 2lso be reported (0 the appropriate antity for
follow up and resotuiian, Reports of all incidents
affecting the health, weltare, or safety of a
resident shall be provided to the Licenaing
Division immediately (within one business day).
Reparting shall be done by telephone or fax. The
: facility's Investigation of the incident shall be
 reported to the Licensing Division and the Long
Term Care Ombudsman within five (8) working

! days. Documentation to support the Facility
reporting the situation and follow up must also be
present In the resident records.

Based o staff Interview, and review of madical
racords, policles, incident reports, and police
reporis, the facility falled to ensure Ingidents
Involving the health, welfare, or safaty of
residents were reported to the Linensing Division
{Offics of Healthcare Licensing and Surveys) for
2 of 4 sample residents (#11, #15) and 2
non-sample residsnts (48, #1453, In addition,
baged on a review of 2 of 2 death records (#18,
L 316}, the facility failed to ensure events

¢+ surrcunding the deaths of residents were
' dunumented in the medisal record. The findings

provided to
immediately

within
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The facility will ensure that
resident records and reports inchlde
the following: All accidents, mjun}:s,
ncidents, illnesses, and aﬂegaﬁans, of
abuse, neglect or exploitations shall be

reported to the resident’s family or
lcsponszhle party nd be documended
in the individual resident records, AH
such  occurtences
reported to the appropriate entity for
follow up and resolution. Reports |of
all incidents affecting the heajl.bh,
welfare, or safety of a resident shalt e

will be completed by:

A) The facility staff will complete an
incident/accident
situation that occurs that is ont of the
daily routine. This form shall be
teviewed by the nursing staff for a
follow-up and then placed in
residents chart.

B) The facility staff will notify the
Licensing Division via phone or

ong
incident/accident affecting the health,
welfare, or safety of a resident,

alt

shall also e

the Licensing Division
by fax or phone. ”};'ms

form on any

¥

day  of
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Were:

1. Review of incident reparts and police rapors
revedled the following;

a On 122111, residant #14 was found on the
ground with blood coming from a haad wound. An
ambulance took the resident fo the hospital,

D, Resident #6 fell out of bad an 171711, and
higfher family took the resldent to the emergency
oom with 8 possible broken hip.

€. On 12600, resident #11 fell and an
ambulance was called to take him/her to the
hospital.

d. Review of the medical record showed
resident #16 was deceased on 872410, Review
of the palice report shawed the resident wes
found dead in the bathraom. The emergency
necklace (whistie) was caught on the commans,
ang the resident accidently hung him/herself,

{ There was no docurmentation to show that any of
| fhe aforementioned incidents ware reported to

! the Offica of Healthcare Licansing and Surveys
(OHLES). During an interview on 46/11 &t 10:45
AN, the owner conflimed the incidents had not
been reported to OHLS. She stated she quit
reporting incidents about ong yaar 290, Review of
the facllity's policies regarding (ncidents showed
na procedure to call QHLS for incidents involving
the heallh, welfare, or safety of residents,

2. Review of the closed meadical records for

j residents #156 and #18 revealed they were
decaaset!, Howsver, both records showeti no

i dacumentation susrcunding the deaths of the

; residents. There were no progress notes for the
: day of death for sither resident. Review of

! incidertt reports showed no incident reports for

| the residents related to thalr deaths. Interview on
| 475111 2t 5:30 PM with the owner confirmed the

SALF

resident will be completed and filed fn
the resident chart. ¥f the death is

namticipated  death, the Licensing
Division shall be notified via phone or
foax within one day. ﬁ

These actions will be monitored by the
facility manager on amonthly basis by
a random chart review. 45 f<f+ of
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lack of decumentation refated to the deaths.

Heview of the faclity's policy "Death of a
Resident” (2/08) shower all pertinent information
cancerming the resident's death must be
documented in the resident regord. Further
raview of the facility's policy "Berious iliness,
serious injury, or death of the resident” (2/06}
revealed an ingident raport was (o be completed
and filed that included details of the situation,
action taken, responses noled, and signaturs of
sppropriate personinel.

Section 8. Services Which Cannot Be Provided

By The Level | Assisted Living Fauility Staff,

{a} The following services cannot ba provided,
{1y Continuous assistance with ransfar and

mesllity

8ased on observation, medical record revisw,
and steff intarvisw, the facility falled to ansure 3
of 3 sample residents (#1, #5, #11) required

The findings wers:

1. Observation on #5/11 at 2:48 PM revented
i resldent #3 required physical assistance by
| cerlified nurse aide (CNA) #1 10 transfer from 1ha
: recliner info the wheslchair. Observation on
i 4161111 at 3:65 PM revesied the resident required
¢ the physical assistance of the manager
{ transfer to the tollat, Further observation on
T 4611 at 836 AM revenled ONA #2 pushed the
{ resident in the wheelchalr o his/her reom. The
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continuous assistance with tranafers and mobility,

The facility will cpsure that services
that cannot be provided by a Level I
Assigted Living Facility (i) continuots
assistance with transfer and mobilify
are not provided, This will {na
accomplished by: 's
i

A) The facility staff will complete|a
resident concern forin on any residel

who requires continuous assistan

with transfers and mobility. This form
shall be reviewed by the nursing staff
and follow-up on the concem will be

VWyorming Dt;pt of Henlth, Office of Realihcere Livensing snd Sutveys
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resident required physical sesistance by the CNA
fo transfer from the wheelchair to thea recliner.

2. Observation on 45111 at 5:05 PM revenfad
CiNA #3 agsisted residant #11 to stand from the
recliner. (nce standing, the resident required
hands-on agsistance 1o ambulale. Observation o
416111 at 10:01 AM revaaled CNA #2 pulled the
dinjng room chair out for the resident. The
resident reoulrad physical assistance 10 stand
from the chair, The CNA then ausistet the
resident with ambutation by holding onta the
resident's back and one of hisfher hands,

3. Observation on 4/54% at 4:66 PM revealed
rastdent #1 mquired the physioal assistarics of
CNA 23 to transter from the reclingr to the
wheslchair, Onee in the wheelchalr, the CNA
pushad tha rasidant to hisfher room.

4, During an interview an 4/6/11 at 938 AM, CNA
#2 stated rasidents #1, #6, and #11 3l reguired
stalf assistanse for transfers.

| 5. Review of the faaility's policy “Admission of
I Resident (Retention of Residents)” (2/08)

| revealed "The Faciity will not admit nor keep any
i resident reguiring a lavel of care or type of
service which the faciiity does not provide oris
unable o provide with outside serviges, These
includs hut are not limited 1o continuous

agaistance with transiers and mobility...."

B) The faclilty mavager will request a repe
LT 101 be completed as well as & physic
therapy evaluation from the home heal
providet of the patient’s choise. ; v ;)fmh

C) Based on the outcoms of the repeat LT 1€]
and the physical therapy evaluation, e
resident will be either enrofled in Physichl
Therapy services 0 increass mobility and self
transfers or the family will be notified of the
resldent’s status,

Dy ¥ the physical therapy svaluati
determines that the resident does not quali

for yehabilittive services the resident’s fami

will be notifisd thet the resident no longer
qualifies for Assisted Living placeiment. Tl

faily will then have 30 days to find ne o
placement for the resident, 204 |83
E) If the resident’s family chooses to pravltiﬂ
aseigtance (private paid belp) to asaist

resident, the resident may stay n the facili

with the provision that the facility staff is not
regponsible for the transfer end mobilif
ngsistance for the resident.

These actions will be moniiored by the facili

manager on 2 monthly basis by a random ok
review and observation of the care within tHe
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