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l)

. Saction 7, Aesistad Living Facility {ALF) Core
| Senfices.

i The followlng common abkravigtions are used
| throughout this document:

RN:  Registered Nurse
1DON:  irector of Nursing
| ADLa:  Agtivities of dally living

i
Lags cotironily used abbreviations will be L l
i annotated In each deficioncy where used, ~_

! (i) The Roglstered Nurse shall make an initial
| mssessment of thi reslident's nards, which
. desaribes the resident's capabllity to pertomm
: ADLg and notes all significant impalnments In
functional gapabifity.
{A) Inltial assessment. Acurrent assessment
| shall be malntained in #ach residant's {lie. I

" (B) The assessmant shall include at least the - |
. following Information: :
(I} Medically defined conditions and prior i
* madicat history! l
{11y Phrysical status; :

{I1) Sansory and physical impalsments,
(V) Nutdtional status And raguiremants;
(v Special treatments and/or procrdures; ;
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PREF,
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REFICENSY)
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aomPLETE
DATE

SALF:i Conltinued From page 1

(V1) Mentsl and psychesoclal status,
{Vil} Digcharge potential;

fvilly Dental conditien,

{IX} Activitles potentlal,

{X) Rehabilitation potentlal, and

. (00) Medleation reglome,

I (4.) Decumentation of resident's abillity to
| self-madicate,

1

| Gv) Frequency of assessnyant, An assessment
' st be conductad:

(A} No earlier than one {1) week prior o

* admission;

' (B) Immediately upon ariy significant change in
: the rosidents mental or physleal condition; o

 {C) No less than once avary twalve {12} months.

[
: This REQUIREMEMT Iz rat met as. avidenced by

Based on medical record reviaw and staff
interview, tha Facilty faited to ensure the RN
peseusmant Includad ali required areas and was
 gompleted on a0 anas) basis of when 2
" significant change In status was determined tor 8
. of 6 sample tasidents (1, 42, #3, #4, #5, ¥€).
: The findings weaveal

1, Reviaw of the meadical record for resident #1

i showed $/he was admitted to the asalsted living
on 5/6/12 was moved to the dementia unit on
211115, was diecharged for rghabllitation on

| 915/13 and hed a re-admisslon on 3/11/13 to the
dementia unlt, The RN assassmant n the
rmedicat record showed It was dated 5312, The

! pesessment wes dona using a ferm titlad

. "Nureing Sereening Tool’ the assessient falled

i to covered the required areas Including diseharge

_ potential, sativities potential, and dental condition.

1 ntarview with the DON on 101613 at 245 PM

j varified {his too! was the admission assessment

SALF

he (acility will ensure RN

ssessments will includy all required
qreas and will be completed on an :
annuad basis or when a significant :
hange is determined, This will be !
ccomplished by:

) A vew RN asscssment was l
ompieted on resident #2 on 10/18/13.
‘The new assessment inchuded
ischarge potential, activitics
otential, and dental condition. A new|
gssesstent was done on resident
3 on 1101/13. The new assessmenl |
inciuded discharge polential, activitics
otential, and dental condition. A new:
assessment was done on resident

12/01/13
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| She verified this was completad along with the

' The OON then stated she was unaware of the
raquirament to parform an ahnual assessment

 other than the ALF 102 form, She e varlfied

! thig regident did nat have an RN assessment

i complated when hisier status changed to

| reuifing memory care services In 2/1/13, nor had

' 8 new agmission sasessment baan done ginca

* returning to the faclity in March 2013,

ALF 102 form for each resident upon admission. |

. 3. Review of the medical tecord for reaidant #2
showed she was admitled to the dementia uni

_on 1277112, The RN assessment was cong

12121112 using the "Nursing Screening Tool”

+ whish failed ta include the requirad areas of

! discharge potential, activities potential, und cdental

" condltion,

3. Review of the madical record for resident #3

i showed /e was admitted to the assisted living
facility on 972413, The RN assasameant was done
973113 uging the “Nurging Scresning Teol” which

| fajled to include the required areas of discharpe

" potantial, activities potential, and dental condftion, |

. 4, Review of tho medical record for resicent #4

! showed s/he was acmitied to the assisted lving
: facility on 912108, Review of the medical record
 showed the most current RN assessment was

| dated in 2011, Intarview with the DON on
A0/15M3 at 2145 BM revealad there was neta

, tnarg current RN assassment and she was

i unaware of the requirerent to perform an annual
| gesesgmeant othar than the ALF 102 o,

' 5, ftavicw of the redigal racord for regident #5
showed s/he was admitted on 5/7/13. The RN
* asgesament was done on 5/7/13 using the
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. ‘ DEFICIENCY)
84U Continued From page 2 sALF paon TTAT/T3. The new assessmen|,

nchided dizchargs potential, activities
otential, and denlul condition,
csident #1 no Tonger resides at this
acility. Resident #6 no longer resides
1 this facility.
) A 100% sudit of all ALF 102°5 will,
¢ accomplished. 'T'o ¢nsure _
ompliance, all rosident files will be |
orrected 1o include required o
nformuation such as discharge
oteniial, activities potential, and
enlal condition. Additionally, every
exident that newds an annual
sussment or change of condition
ssessment will tecolve an updated
ssessment,
) A now nursing assessment that
includcs all required assessment
riteria will be implemented facility-
ide and will be used with new ALF
j02"s amnwzally or with @ changg of
ondition. New asscssments will also
e accomplished when a resident is
cing moved to (he memory cure unit. ;
tickler file will be established and
onitored by the DON and char
udits will be avcomplished to ensure
isting ALF 102°s and nursing
Assessments wre curreat and relovant to;
aoh rosident’s condition
D) The DON will conduct a weckly
geview of the tiokler file that identifies

Y

: "Nursing Screening Tool" which falled to nclude
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FinT ammeeENOREERE, B, | asiieriewntit | o
H g R ] J Ty
e REQULATORY QR LEG IDENTIFYING INFORMATION . PREER [ c:%nas-aﬁr:sneggggﬁﬁ TREAPPROPRIYE | oA
FICIBNGY)
' T CSIACItE WO are Jue TOr 1ew
8ALF | Cantinuad From pags 3 9ALF .
the required are;; :! disoharge potantial ALIT02's and nursing ssessmon .
al, Ly ] -
attivities potantial, and dental condition, All new admissions and readmissions
from the hospital will be assessed
6. Review of the medical record for resident #6 and/or resssessed with the proper
showed sihe was admitied on 8314110, Raview of forms withm tha rcquirﬁd umeframes,
" the medical record showed the most ourrent RN The DON will provide cvidence that
assevsrent was dated 8r1/10, Interview with the . L1 Provicl CYIOEnEs
DON on 10/15/13 at 2:45 PM revealed there was | sz 15 effcctively utilizing the tickler
* ot & more clrrent RN assessment &nd she was | Ho system at quarterly quality
, unaware of the requitement 1o perform an annyal : improvement meetings. Raodom
 assessment other than the ALF 102 form. | csident files will be evaluated by
L (D) Al acgidents, injurles, inoldents, linasses, | ality improvement (eam membors us,
| and allagations of abuse, Aeglect or exploftation heeded to ensure compliance and '
| shail be reported to the resldents family or L (Taetiveness of assessment tracking,

| respanaible party and be dooumantad In the
t [pdividual residant cagords. All Such geuurrences
! shall alse be raporied ks the appropriate entity tor
. follow wp end resolution. Reports of alf incidents
' affecting the heaith, welfare or safety of @
! regident shall b4 providad to the Licensing
 Divislon immediately (within ona business day)
Reporting shall be done by telephone or fax. The
. taclity's nvestigation of the incldent shall be
reported to the Licensing Divislon and he Lang
Term Care Ombudsnan within five (3) working
days, Dogumentation to support the facility
reporting the situation and follow up must alao be
prosant in the rasident records,

. . . ' 1212413
_ ; enced by . .
| Thls REQUIREMENT is not met as avidented by Fhe facility will ensure incidents |
| Basad-on madiont record review, staff intaview, affecting the health, welfarg or safety
! review of Invoatigatisngfﬁlr:ﬂ?tiim ?nd policysan? of' a resident arc reported (o the state 1|
rocedura review, the facility failed to ansure 9 & - i o i e i
B reviewnd incidents were reported to the stuta icensing agoney as required (wilhin |
licansing agency as required. The findinge wers: one buziness day). This will be |
: nccomplished by: :
“ 1, Raview of a fecllity investigation doted 10/4/13
* showad it wag an allagation of abuse between a i
Wyoming Dot of haaith, Aging Livision, Foalhoere Lloansing ans Survays
anad ouUTBN Wenainaatlon sheat 4 <17
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| ' 1 DEFICIENGY)
SALFi Contirued From page 4 SALF A):]‘hﬂ abuse a,llcgahun involving
E contracted employee and resident (#7). The | fosident #7 was rep orled on
| fscllty had Informad law enforcement, 10/16/2013, This action was tuken
i gopartment of family-yervices, and the Huring the survey and happened as
i on;lmﬁ:lsn}lan_ Tlhe ln:estmtiondwis qorr;ptghed b kooh as the Lixecutive Dircotor was
and the allegation of vertral and physica] abuse made aware of the reporting
| was found to ha unsubatantiated, Upon raview, - ) s _
| there was rio evidence this allagation of abuse requirement, Resident #71 no longer
| wa reportad lo the state lizansing agency. lives in the facility. Resident #5 has
i Intberzv;agrpwnl]th thl?l e;?ﬁuﬁ\ﬂa dgsctnr on ;gg'l 5113 healed from (he injury she reccived
Bt 12 varlfled the allegation was . AT
! roported t the state Rgency ecauss he was not resulting front the unwitnessed full on

8/24/13. Fall precautions are in place. |
B) Eilective immeudiately, all resident :

2, Review of a erergency transter dated incident roports will be reviewed by

| 1972312 showad @ resident to resident altercation ety o1 . ‘;
' whioh resulted In “saveral Injurles” to ene of the the exccutive director within 24 hours,

| aware of this requirement for reporting.

v ' . . |
' regidents (¥71). There was an investigation done; ol poeurremes o determine if resident |
however, the Ircident wag not reparted to the health, wellare or safely has been ;
, state lcenging agency. A compromised, Any incident meating |
. 3. Raview of the madical record for rasident #5 those criteria will be reportid 1o the
 ghowsd a nurging nota dated 8/24/13 at 7 PM statc licenying agency, the
' which dpoumented the resident had an btabudsrrian and appropriate agoncies
| Unwitnessed fail in hls;;terf rﬁam. T’h‘:" res}d"d“'éh within the proper timelrame, Any
could not recal how ste falf or what caused e . . . :
4l The resident was transferred to the lapscs in reporting by staff will be |
gmergency foom due 16 "bleading from Loth addressed by on the spot in-service
nostrds and a Irg (large] !l’!frkﬂat? ma alza;ﬂ the and corrective action will be taken
bridge of higfhar noss,.." interview with e ; i 13 all stafT
axauutive direstor on 10/EMB at 1Z10PM | iraediaiely. On 1171713 p ‘f“
| ravealed hie was unaware of the requirement to members wers in-scrviced on the
: report significant injuries to the state lcerming nroper identification anid reporting ol
agency. resident abuse and neglect, including -
N resident-to-regident issncs. :
4. Review of tha 4/2012 faclilty palizy and S o ' ) !
procedure related to abuse praventian, C) Addmlonal training on abusc du:id :
intarvantion, raporting and investigation showed neglect will be provised to the entire |
the executive diractor was responalble for stafl during (he next facility all-slaff |
reporting. "The Executive Diractor notlfies. the scheduled for Decomber 13, 2013 an di

{ollowing of a suspected abuse ingident &. State
yorning Dupl of. Health, Aqing Divislon, Hazihcars Licetsing and Surveys
STATE FORM ol UTRL
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PREFIX (©ACH DEFICIENCY MUST BE PRECEDED 1Y FULL EACH CORRECTIVE AGTION SHO
REK | A AATORY OR LOCISENTIYING INFORMATICN) M G TN R ROPRIE A
1 | ! DEFICIENGYY ‘&
SALF| Continued From page & SALF }.r: a c;;|l1i.§:a.t't<:riy TeCUIrng hass E
creafter,
nal ifineth o’ .
i Hognaingjeartiioation agency 1)) A monthly quality assurance
' Srction 10. Dementis Unlts eview of all ingidont reports will be
! sonducted by the executive director
| () Auststance Plns for residents of securo units | mi D_(?N Lo ensure comprohensive
' prvust, at @ minimum, address the following: auurale incident reporting has
{A) Memary, courred. A section dedicated o
; Eg)) éutli?rr;ﬂnt: iy hbuse und neglect issucs will be added
) Self-care ability; L |
l (D) Abllity to soive problems; 0 tha? qua.t'tcﬂy quq}l*-'}’. improvement
{E) Maod and character changes; program. The quality improvement |
(F) Bahaviaral patterns; rearny will implement stralegles 1o i
(G].\é\;andering; and snhance awarencss of abuse and
(H) Dietary neads, heglecl issues among stall members.
Appropriate follow up actions will be
“Thiss REQUIREMENT is not met as avidenced by: iniliated by the quality improvemcnt
| leamn on a0, en=going basis. ‘;
! Raséd on madioa) reord review and ataff on-gowng be ;
! interview, the fatiliy failed to snsure all required i
* areas were inentified on the agsistance plans for |
3 of 3 sample rasidents (#1, #2, #5) who resided :
on the dementla urit, The fndings were; 1% 213
1. Revlew of the 10/11113 assistancercare plans | [Tt facility will ensurc all required
! for resident #1 who residad on the dementia unlt ey ard identified on assistance
* showed the plan falled to include the followlng Jans, ‘This will be ascompished by:
| BBag; Memory, judgement, sﬂf—czam abiilty,
i 2 pre \ d charaster . . ,
zgg%g;%gr; ﬁmiﬂgm_‘!;.mw and charect } A new ussistance plan will be ‘
sompleted for residont #2. The new %
2. Raviaw of tha 10/11/1 f Taisﬁn%efcare plam:it 1an will Include assesstents of
far resident #2 who residad on the dementis in : e 1
showad the plan falled to include tha fallowing b‘?“,‘“‘"ﬁ'- J“‘:*:”m"“‘iﬂ”"ff_"“m ag‘ ‘lﬁ'
. greas: memory, judgemant, self-care abilty, ility to solve problems, mood.and
! abliity to solve problems, moed and characler haracter changes, and wandering, A’
. changes, and wandaring. ew assistance plan will be compleled.
| . i
H . { i 1 '
b maview of the 5/7113 assistance/oare plans for or resident #5. The new planwill -
Viyorning Depl of Hewllh, Aging B o, s licary L icensiig atd Survays
SYATE FORM nade QUTIBH If eeontinuntion dliet 0ot?
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‘ residant #6 who rasided on the dementia unit
! showed the plan falled to-Inglude the fullowing
 areas; memary, judgement, sei-care abilty,
 abtlity to solve problams, mood and character
- changas, and wendaring.

| 4. Intarviaw with the DON ort 10/15/12 Bt 2:4% P

yertiied thisss resicent's care plans falled to
addtess ull the required sreas. She stated she
was unaware of the addilional care areas that
neadad 1o ba incdluded for residente on the
damentia unlt,

ability, ability to solve problems,
mood and character changes, and
wandering. Resident #1 no longer
resides al this facility.
B) Bvety resident on the memory care
imil will have a ngw care plan '
sompleted that includes assessments
of memory, judgment, sel-vare
bility, ability to solve problems,
wad and character changes, and
undering.

) Effoctive immediately, care plans
hat include all roquired arcas will be -
sompleted for all new vesidents
dmitted 16 the memory care unit.

The insufficient care plan form that
was previously used has been replaced
by & document thet includes all
required areas pex seetion 10 rules.

D) Chart audits will be completed
every quarter to ensure that cars plans;
are in full compliancy with section 10
assistance plan requivementy. The
DON will provide evidence that
quarterly audits are being
accomplished at quarterly quality
improvement mectings, Random
residant files will be evaluated by
quality improyement team membots
needed to ensure complianee.

|
|
i
|
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