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Afull licensure health survey was conducted al
Slerrgf:iélla Asslsted Living Community pn 9/25/13
- 02814,

WYOMING DEPARTMENT OF HEALTH
AGING DIVISION RULES

FOR PROGRAM ADMINISTRATION OF
ASSISTED LIVING FACILITIES
CHAPTER 12
Section 7. Asslsted Living Faclity (ALF} Core
Services.
(iily The Reglstered Nurse shall make an initiat
assessmant of the resident's naads, which
desaribes the rasident's capabliity to parform
ADLg and notas all slgnificant Impairments in
functional capablifty.
{A) Initlal assessment. A current nesegsment
shall ba maintained in each resident's flls.

{B) The rssassmant shall indlude at least the
following Information..

{1) Medlcally defined condtions and prior

medical history;

(1) Physloal status;

(1) Sensory and physical impalrments;

{1V} Nultritional status and requirements;

{V) Special treatments and/or procedures;

{VI) Mental and psychosoolal status;
(VIl) Discharge potential,

{VIl) Dental condition;

{IX} Avtivittes potentlsl;

{X) Rehablitation potential; and -

{X1) Medication regimen.

{1.) Documentation of resident's ability to

gel-madicate,
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{iv) Fraquency of assessment. An assessmeant
must be conducted:

(A} No earlier than one (1) week prior to
admisslon;

(B) Immediatsly upen any significant change In
the resident's mentat or physlcal condition; or
(C) No less thar once evary twelve (12) months,

This REQUIREMENT is not met as evidenced by

Based on madical racord review and staff
intarviow, the faciity falled to eneury the annual
assessment waa complete for 5 of 5 sample
residents (#1, #46, #52, #17, #31) who required
an annuil essessment, The findings were:

1. Review of the 5/9/13 annual hursing
assessment for nesident #52 shawed the
gssesament was not comprehensive. The arees
1ot addressed in the agsessment included
functional ability, nutrition, activitivs, dental
condition, activities potential, end discharge
potential, Review of the entire medical racord
confirmed an RN had not asseased those areas,

2, Review of the 3/2/13 annual nursing
agzessment for resident #31 showed the
assessment wag not comprahensive. The areas
not addressed In the assessment Included
functional abllity, nutrition, actlvitles potential,
dental condition, and discharge potential. Reviaw

| 3. Revisw of the madical record for residant #46

showed there was not an annus| assessmant inat
cavered all of the raquired areas, Interview on
0/26/13 at 9:38 AM with the olini¢al service
director verified the July 2013 assessment did not
Include the areas of physical fuhclioning,

SALF

I at the entire madical record confimmed-an RN-had-|- - -
| not aesessed those areas.

A comprehensive assessment will b
completed for residents #1, #46, #52
#17, #31,

1

~

10/31/1

An audit will be completed of th
remaining medical records to ensur
comprehensive aggessment 1
completed and  comprehensiv
assessmemnts will be completed a
needed.

//’ﬂ
11/1511]

Administrator will ensur
comprehensive  assessments A
“|eorpleted per —state--repulations and

any issues will be éj_gfi n the Qualify 7V

]
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discharge potantlal, dental, nutrition, or activities
potentisl.

4, Review of the 3/24/13 annual nursing
assagament for regldent #17 showad it was not
comprehansive, The assessment lacked the
required areas of physical functioning, discharge
potanttal, dantal condltion, activities potentlal, and
nutritlon,

B. Raview of tha 3/24/13 annual nursing
asgesamant for resldeni #1 showed It was not
camprahensive. The assessment lacked the
required areas of phyaical funclioning, discharge
potantial, dental condltion, activifies potentlal and
nutrition.

8. interview with the clintoal services directar oh
9/26M73 at &:38 AM verified the assessment farms
usad to complete the nursing annual
asseasments falled to include all of thege
identifiad aress.

Lack of sssogsing significant change:
(b} {iv} Frequency of assessmsnt, An assesament
must be conducted: (B) Immediately upon any

‘significant change (n the resident's mental or

physteal condltion;

This REQUIREMENT Ia not met as evidenced by:

- -Based-on-medical record-review -and-staff — - - |- -

interviaw, the facility failed to ensure a aignificant
changa In condition assessmant was completed
for 1 of 1 sampte resldents {#1)who had a
significant change In condition. The findings were:

Review of the medical record for resldent #1
showed s/he hiad an ALF {02 assessment done
on 71913 which showed the realdent had

SALF

ALF 102 was completed for resident
#1,

An audit of remaining, medical recor
was completed to ensure any residen
that had a noted change of conditio
to ensure new ALF 102 and wet|

Administrator will ensure ALF 102
completed with each wchange
condition and any izsues will be note
in the Quality Assurance Program.

----|completed as neededc— - - - -1

9/26/13
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suparficial skin conditions, fragfllly of the skin,
and rashas or chronic dermatitls. Review of the
nursing notes showed on 7/23/13 timed at 8.55
PM, the rasidant was having complaints of
burning, and upon assessiviant of the coogyx
ared the resident was noted by the nurse to have
iwo-apen areas. The 8/5/13 fimed at & PM
nuraa's note showed a hoime hoealth agancy was
natified to bagin eselng thie reetdent for dressing
shanges and treatments. Interview with the
clinkeal sarvices diracior on 9/26/13 at £33 AM
siated tha resident's service plan was updated to
show the new care and traatment releted fo the
open areas; howaver, sha verified a signiflcant
change In condition assessment had not baan
dane or a new ALF 102 assessment completed.

Lack of qualifications for distary manager:
(1) Food Sarvice and Nutrition

(lij{A) Day to day responalbilities for food
production and mansgement of the dletary
gervices shafl be assigned fo a parson with
nutritlon and food service managemen?
experiance eguivalant to that of & Certified
Ditary Manager,

This REQUIREMENT is not met as avidenced by:

Based on shff interview and review of personnel
fils, the facllity falled lo ensure the gualifications

ware met for the dietary manager The findings
fwere: o e e e

Intarview with the dietery manager on 9/26/13 at
4:15 PM reyealed he had bean In the position of
dietary managar for about 1 year, Previous o this
position, the manager had been the maintenance
directar for the facliity. Further interview revealed
the manager had workeot in restaurants and had
a food safety certification. The manager verlfled

4 I SUMMARY STATEMENT OF DEFICIENGIER D FROVIDER'S PLAN OF CORRECTION x6)
PREFIX {EAGH DEFICIENGY MUST RR PREGEDED RY FUL. PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETR
TAG REGULATORY GR LG IDENTIFYING INFORMATION) TG CROGS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
BALF| Confinuad From page 3 BALF

Dietary Manager will be enrolled H//(ﬁ:

Certified Dietary Manager course,

Administrator  will monitor the
progress of the Dietary Manager in the
course and any issues will be noted i
the quality assurance prograr.
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he was not enrolled in any certification courses
for dietary managers and had not had any
previous expariance with nutrltion or special diets,
Review of the managers personnel file showed
he had current certifisation in ServeSafa (a
natlonally recagnized food safaty program)
howavar, ha Iacked additional education and
axperlance to that of a certified dietary manager.

Lack of sanitary condltions:

{}) Food Service and Nutrition

{vl} The kiichen and dining area shal) be Kept
clean and sanitary in accordanse with standards
gslabilished in the currant edition of FDA Food
Code, '

This REQUIREMENT is not met as evidencad by:

Based on obsarvation, revisw of cleaning
schedules, and staff interview, the facility failed 1o
ensure sanitary conditions were met In the
praduction and storage areas of the kitchen, The
findinga were; .

1, Qbservation o %26/13 at 4:1% PM showed the
ice machine had a build-up of a8 white/brownish
substance on an Interlor plestic piecs whéra the
lce fell nto the bin. Review of Ihe cleaning
schedule showed the ica maching was [ast

| cleaned on §/7/13 and was on a monthly clesning

schadule. I addltion, the hood vents located

above the range top were noted o have

accumulatad gresise which was dripplng on the
metal parts of the vonle. Tha cleaning schadule
for the hood vents showed they ware last cleaned
on 817113, and the cleaning was scheduled to ba
monthly.

According to Food Godse 2008, U.S, Public Health -
Service 4-601.11 °(A) EQUIPMENT
FODD-CONTACT SURFACES and UTENSILS

cleaned, 9/25/13

An audit was completed of the
remainder of the cleaning task and
competed as needed. 0/25/13

Administrator will ensure the kitohen
cleaning is completed and any issugs
will be noted in the Quality Assurange
Program.
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observation at thal time, with distary alda #1
revealed the raw meat should be stored on the
bottorn shelf where It could not potentially
cantaminate any other food.

Agcording to Food Code 2009, U.S. Public Health
Service: 3-302.11 "(A) Food shall be protected
from cross contamination by: “...seperating raw
anlmal focds durlng storage, preparation, holding,
and dlsptay from: (a) Raw ready-to-eat fogd
inaluding-other raw animal foad such as fish for
sushi or molluscan shallfish, or other raw
ready-to-eal food such as fruits and vegetables,
and {b) Cooked ready-to-eat food;"

3, Ohservatlon on 9/25/13 from 4:15 PM lo 5 PM
showed three wet wiping cloths belng stored on
preparation tablas in tha kitchen. Thare was a

- [-buehet-of sanitizer solution-preparad; howsver,— -~

thera were na clofhs stored in the bucket, At 4:20
PM coolt #1 used one of these wet cloths to wipa
a preparation table snd then folded the wet cloth
and put It on a shelf. When the distaty manager
was interviewed on 9/26/13 at 4:30 PM, he was
unaware of the requirarment to keep the wet
tawels held in the sanitizer solution,

Accarding tv Foad Code 2008, U.S. Public Health

kitchen sanitation and any issues wi
be noted in the Quality Assuranc
Program

Administrator will ensure proper

ey lo SUMMARY BTATEMENT QF DEFICIENCIES ™ )
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE CONPLETE
TAG REBULATORY OR L2C IDENTIFYING INFORMATION) TAG GRQBS—REFEREBIgﬁglggg%E APPROPRIATE DATE
BALF | Continued From page & SALF Hamburger was moved and cinnamop
shall be clean to slght and touch... (C) roll dough was thrown away, 9/25/13
NanFQOD-CONTACT SURFAGES of
EQUIPMENT shall be kept free of an L s 3
accumulation of dust, dirt, FOQD residua, and All d]?mfl staff wes in-serviced on ‘
other dobris.” proper food storage. 9/30/13
Fuail
2. ﬁbf‘e"'ﬂ'“" ':'t“ 9"";5" 1 3;"* 4-'2'? F‘Wll of the Administrator will ensure proper foo! f‘)ﬂ/z “‘JZZ&
wallk-in refrigerator showed raw hamburger {_r___,___p_p____ : ZEV
stored in @ plastic bag which was partly hanging storage a.nd my 1ssues will be noted in (:Zw,)
over the edge of a sheet pan it was placed on. the Quality Assurance Program
The sheet pan with the plastic bag of raw ground
beef \ivaa baing stored above a sheet pan All dietary staff was in-serviced op
cantaining cinnamon roll dough covered with a Iy
pieca of parchmant peper. Interview and proper storage of wet wiping cloth
storage, 9/30/13
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Service: 3-304.14. "...(B) Cloths in-use for wiping
courters and other equipment surfaces shall be;
(1) Held befween uaes In & chemical sanllizer
solution at a concentration specified under §
4-501,114;"

BALF

STATE FORM

Wyoming Dapt of Realth, Aging DIvision, Haolthcara Ulcensing and Surveys

L L]

TEWY 1

Weenlinuation ghest 7 of 7




