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Afull fisensure health survey was condustad at
Slerra Hilla Asslsted Living Community on 5/28/13
- 9/26/13.

WYOMING DEPARTMENT OF HEALTH
AGING DIVISION RULES
FOR PROGRAM ADMINISTRATION OF
ASSISTED LIVING FACILITIES
CHAPTER 12
Bectlon 7. Assisted Living Facllity {ALF} Core
Services,
(iil} The Reglisterzd Nurse shall make an initial
nssessment of the resident's naeds, which
describes he resldent's capabllity to pertorm
ADLs and notes all significant Impairments in
functional capabllity.
(A) Initial assessmeant, Acurrent aesessmant
shall be maintained in each resident's flle.
(B) The assessment shall include at laasl the
follawing Information;

() Medicafly defined conditions and prior
rmedlcal history;

() Physical status;

{ll1) Sensory and physical impalments;

{1V} Nutritional status and requirements;

(V) Special treatments and/or procedures,

(V1) Mental and psychosoclal status;

(Vi) Discharge potential;

(V) Dental condition,

(IX) Activitles potential;

(X} Rehablitation potential; and

{(XI) Medication regimen.

{1.) Dasumentation of resident's ability to

self-medicate,

SALF
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{iv) Fraquency of assessment. An agsessment

must be conducted:

(A) No earller than one (1) week prior to
admisalon;

(B) tmmediately upon any stgnificant change In
the resldent's menial or physical condition; or
(C) No less than once avary twelve (12) months,

This REQUIREMENT = not mst ag evidenced by,

Based on medical record raview and staff
intarview, the facllity failed to eneure the annual
assessment waa complete for 5 of 5 sampla
residents (1, #46, #52, #17, #31) who required
an annuel assessmant. The findings ware:

1. Review of the 6/9/13 annual hursing
pasessmant for resident #52 showed the
assesamant was not comprehensive. The areas
not addrassed in the agsessmient included
functional ability, nutrition, activities, dental
rondition, sctivities potantial, and discherge
potentlal, Review of the entire medical record
confirmed an RN had not asaessed those areas,

2, Revlaw of the 3/2/13 annual nurélng
ageazemeant for resident #31 showed the
aszessment was not comprahansive, The areas
not addressed In the assessment Included
functional abllity, nutrition, actlvities potentlal,
dental condltion, and discharge potentizl. Review
of the entire medical record confirmed an RN had
not egsessad those areas.

3. Reviow of the madical recard for resident #48
showed there was not an ainual assessment that
covered all of the raquired areas, Interview on
8/26/13 at 9:38 AM with the clinical service
director verifled the July 2013 assesament-did not
Include the areas of physical functioning,

A comprehensive assessmemt will b
completed for residents #1, #46, #52,
#17, #31, 10/31/1

L)

An audit will be completed of th
remaining medical records to ensur
comprehensive assessment 1
completed  and  comprehensiv
assessments will be completed as "

needed, 11/15/1]
M

Administrator will ensur i

comprehensive  assessments  ar afﬂ d/

completed per stats.-regulations an

any issues will be éj@d 7 the Quality 07"

Assurance Program.™ m:
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Continued From page 2

discharge potantlal, dental, nutritian, or activities
potantial.

4. Review of the 3/24/13 annual nursiryg
assassment for resident #17 showad it was not
comprahensive, The assessment lacked the
required arass of physical funalioning, discharge
patential, dental condltion, activitlae potenttal, and
nutrition.

5. Review of tha 3/24/13 annual nursing
assessmant for resident #1 showed It was nat
camprahensive, The assessment lackad the
required areas of physical funclioning, discharge
potential, dental condition, activities potantlal and
nurition.

8. Interview with the clinioal services dirsctor on

8/268/13 at 9:38 AM verifled the azsessment furms

used to complete the nursing annual
assrssments falled to include all of thage
Identified argas.

Lack of sssessing significant change:
(b) (iv) Frequenoy of assessment. An assgesment
must ba conductad: {B) Immediately upon any

‘gignificant change in the resident's mental or

physical condltion;
This REQUIREMENT |2 hot met as evidehced by:

Basad on medical record reviaw and stalf
interview, the facility falled tn ensure a significant
changa In condition assessment was completad
far 1 of 1 smmple resldents (#1) who had a
slgnificant change In conditlon, The findings ware.

Review of the medical record for rasldent #1
showed s/he had an ALF 102 assessmeant done
on 7/19/13 which showed the resldent had

SALF

ALF 102 was compleied for resider
#1.

was completed to ensure any residen
that had a noted change of conditio
to ensure new ALF 102 and wer
completed as needed.

Administrator will ensure ALF 102 j
completed with each change i
condition and any issues will be note
in the Quality Assurance Program.

An audit of remaining medical recorr:ls

=

=

B

=

9/26/13

10/1/13
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auparficlal skin conditions, fraglily of the skin,
and rashes or chronic darmatitls. Review of the
nuising notes showed on 7/23/13 timed at 9.55
PM, the reeldent was having complaints of
burning, and upan asesssmant of the cogayx
ares the resident was noted by the nuree to have
iwo open aress. The 8/6/13 timad at 6 PM
nurse's note showed a home-health agency was
notified [0 begin sealng this resldent for dressing
changes and treatments, Interview with tha
dlinlcal services diractor on 9/26/13 at 8:38 AM
alated the resident's service plan was updetad tn
ghow the new care and treatment related to the
open areas, howevar, she verified a signiflcant
chenge In condition assessment had nat baan
dane or & new ALF 102 assessment completed.

Lack of gualifications for dietary menager
() Food Service and Nutritlon

{liN{A) Day to day respongibilities for food
production and management of the dietary
senvices shall ba assigned ta-a parson with
nutrition and food sarvice managemeant
exparience equivalant to that of a Certified
Dielary Managar.

This REQUIREMENT is not met &g evidenced by:

Based on staff inkerview and review of personnel
fila, the facility fallad to snsure the gualifications
were met for the dletary manager. The findings
were;

Interview with the dietary manager on 9/26/3 at
415 PM revaaled he had beeh In the position of
dislary manager for about 1 year. Previous fo this
posltion, the manager had been the maintenany
director for the facliity. Further interview revealad -
the manager had worked in restaurants and had

a food safely certification. The managet verlflad

Dietary Manager will be enrolled i
Certified Dietary Manager course,

Administrator will monitor th
course and any issues will be noted i

the quality assurance program.

progress of the Dietary Manager in thE
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SALF| Continued From page 4 8ALF  [Ice machine and hood vents weye
he was not enrolled in any certification courses cleaned. 9/25/13
for distary managers and had not had any
previous experlance with nutrition or speclal djets, An audit was completed of tHe
Review of the managers personnel fite showed : .
he had current certification In ServaS8afe (a remuinder of the cleaning task ard /2
nationally recognized food safety program) competed as needed, 9/25/13
however, he lacked additional edycation and
experience to that of a certified dietary manager. Administrator will ensure the kitohen
Lack of sanltary condltions: cleaning is completed and any issugs
(J) Food Service and Nutrition will be noted in the Quality Assurange
(vl) The kitchen and dining area shall be kept Program.

clean snd sanitary in accordance with standards
gatablished in the current sditlen of FDA Food
Code, '

Thiz REQUIREMENT is not met as avidenced by

Basad on obhsarvation, raview of cleaning
schedules, and staff Interview, the facility failad to
engure sanlary condltions were met in the
production and sterage areas of the kitchen. The
findinga ware:

1, Qbsearvatiot oh 9/26/13 at 4:16 PM showed the
ice maehine had a bulld-up of a white/brownish
substance on an Interior plastic piece whers the
ice fall Info the hin. Review of the cleaning
schedula showed the jos maching was last
cleaned on 8/7/13 and was on & monthly cleaning
schedule. In addlfion, the hood vents located
above the ranga top wara noted to have
accumulatad grease which was dripping on the
metal parts of tha venls. The cleaning schadula
for the: herod vents stiowed they were last cleanad
on BI17/13, and the cleaning was schedulad fo be
monthly.

Acxording to Food Gode 2009, U.S. Public Health
Service 4-601.11 "(A) EQUIPMENT
FOOD-CONTACT SURFACES and UTENSILS
Wyoming Dspt of Haalln, Aging Civislon, HealthGaTe Licensing and Surveys
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other debris."

2. Observation on 9/26/13 at 4:26 PM of the
walk-in refrlgerator showed raw hamburger
storad in & plagtic bag which wag partly hanging
over the erge of a sheat pan it was placad on.
The shaet pan with the plastic bag of raw ground
beaf was being stared above a sheet pan
contalning cinnamon roll dough coverad with &
piece of parchment paper. Interview and
obsarvation at that time, with dietary nide #1
revealed the raw meat should he storad on the
battom shelf where It could not potantially
contaminate any other food.

Agtording to Food Code 2008, U.S. Pubile Haalth
Service: 3-302.11 "(A) Food shall be protected
from cross contamination by: *..separating raw
animal fooda during storage, preparation, holding,
and display from: {2) Raw ready-to-eat food
including-other raw animal food such as fish for
sushi or molluscan shallfish, or other raw
ready-to-eat food such as fruits and vegelables,
and (b) Cooked ready-{o-gat food;"

3. Ohaarvation on 9/25/13 from 4.18 PM to 5 PM
showed threa wat wiping cloths belng stored on
preparation tablas in the Kitchen. There was a
bucket of sanitizer solution preparad: haowaver,
there wera no cloths stored in the bucket. At 4:20
PM cook #1 used nna of theae wet cloths to wipe
a preparation table and then folded the wet dloih
and put It on a shell. When the dietary manager
was Interviewed on 9/26/13 at 4:30 PM, he was
unaware of the requirament to keep the wal
bowals held In the sanitizer solution.

According to Food Code 2008, U5, Public Health
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SALF | Continued From page & SALF | Hamburger was moved and cinnamon
shall be clean to sight and touch... (C) roll dough was thrown away. 9/25/13
NanFQOD-CONTACT SURFACES of
EQUIPMENT shall be kEPt free of an All di&tary staff was in_sewiced on
acoumulation of dust, dirt, FOQD resldus, and proper food storage. 9/30/13

the Quality Assurance Program

All dietary staff was in-serviced o
proper storage of wet wiping clot
storage.

Administrator  will
kitchen sanitation and any issues wi
be noted in the Quality Assurane
Program

Admini strat(in‘willr_’_e_ns’u;g_gr_opﬂgg
storage and @y issucs will be noted in

ENSUre  Proper
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4-501,114;"

Bervioa: 3-304.14."...(8) Clotha In-use for wiping
counters and other equipment surfaces shall be;
{1) Held betwean uzes In a chemical sanltizer
solution at & concentration specifiad undear §
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