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1072 NORTH 22ND STREET

@ﬁﬁi@ .

i,
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i Reguirements
(d) Infection Contral, Writtan pollcies shall be In
effact 1o ensure that newly hired and current
emplayees do not spresd @ communicabla
disesss that could bi transmitted through usyat
| Job duties. These shall not ks limited to:

(i) Tubsreulin Testing.

I (A} Tuberculin testing must be
t accomplished for each employee prior to
i amployment and antually thereafter.

(B) Employees having known positive skin
tests shall provide & certifigate of
nonfnfectiousness, recommendations, if any, for
treatment, and evidence they have complied whh,
 8uch recornmendations,

(€} Individuals provide docurientation ot
+ negative skin test administared withiri tha tast

i twelve (12) months do not require a fallow-up

(D3 Individuals wha have not had & skin
test o who do hot have wiitten proof of skin test
, results, shall have an Intradermal Mantoux using
i 8TU PPD, This shail be acaomplished via tha two
| (2) step procetiure. if the first fust ls negative and
: the emplayea Is asymptomatic, the employae
i may engages in resldent contagt prior to the
{results of the secany skin test,

| {I) Anegative reaction requires no
 follow-up.

! ) Aposltive reaction (10mm In

! duration.suing 5TU PPD) requires & refarral to 2
: physician for x-ray and certificalion of

: roninfactiousness and eppropriate treatment it

(Ao | SLMUARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION | o
PREFIX 1 {EACH DEFICIENGY MUBT Bi& PRECEDED BY FULL FREFIX EAGH CORRECTIVE AGTION SHOULD bE : GOMBLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG g Dsﬁ-REFEREgGE lég THE APPROPRIATE H DATE

EFIGIENCY) i

S5008 ' !

88008} Ch 12 Sac & (d)(li)(A- annel & 85008 | : |
1Ch 1 ¢ 8 (d)(1(A-F) Perscnnel and &f Fing Personnel and Staflfing Requirements |

. |

| precautions :
Iresident care during their orientation and

The Clinical Services Director (CSD}) o
designee  has  observed CNA  #
performing diroct resident care. [

The CSD hus edgoatsd CNA #1 o
universal precantions while performing
direct resident care, -

The CSD or desighec has observed th
current nurdlng staff performing direc
resident care fo ¢nsure the staff i
Tollowing wniversal Hrecautions,

The €8T has fsduc'gtted current nursing
staff on universal' procantions whild
performing direct rosident care,

V;-n o

Newly hived staff will be oducated and
show competency oty the use of universs]
while | porforming  direct

training by the C8D or designee. |

week for 1 month
until resclved.

The CSD or desipnee will rmtdomlf
observe cutrent staff while perfonning
dirget rosident vare tb onsure the staff isi

then {wice montht

' Mollowing universal preceutions 3 x pe:j
|
|

. "
The TEdgewood Dressing Competency
Form will be used a3 a monitoring too;
The tesults of the monitoring tool will b

caloulated monthly and reported to the t
. |

Wyiihg eg 6T ASs i AG g DWTRior,
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| recommaendations of the attencing physician,
f

: () If symptoms ogour, a new cerlificate of
I noninfectiousness is required,

! (F) Ne berson with an airborne, contaglous
i or infectious disease shall be employad until 3

| work ralagse is oblalned.

: {) Tha facliity.shall pronlblt employees
+ with a communioable dlsease of Infocted skin

i lesions from direct contact with regidents apd

! thelr food, If direct contact will transmit a disarze,

i () The facllity shai require staff to
i Tollkow univarsal precautions when perfarming
i diract resiclant carg,

}
1
¥
i

i This State Rule and Regulation Is not met as
' evidanced by;
* Based on obsarvation, sfaff Inerview and policy

 review, the facllity falled to ensure the staff
i followad univarsal precautions when perfarming
{ resident care during two random obaarvations.

. The findings ware:

+ Ohservation on 12/22/14 at 8:20 PM showed CNA
; #1 voslsted restdent %11 to the reslroom and

; removed the reskient's wet brief, The CNA dld not
i remove her gloves bafore assisting the resident

} with silting on the foliet, pulting on a hew orie?

| ant! pants, retrieving & wash cioth for the resident

| to use to clean hisfer face, and retrieving tha

| oxygen cannula that had fallen on the floor, While

- stil woaring the solied gloves, the CNA placad the
i rasident's drink in the refrigerator, placed the

- tleanad oxygen cannula on the resident's faog,

_ _ FORM APPROVED
Heatheare |leansing and urveys
STATEMENT OF DEFCIENCIES {¥1). PROVIDER/ URALIER/D LA {%2) MULTIPLE CONSTRUCTION : (%3} DATE BURVEY
AND PLAN OF GORRECTION (DENTIFIGATION KUMBE ; A BUILDING: COMPLETED
‘ G
ALFDI4 0. WiNG 122312014
NAKE OF PROVIDER CR BUPFLIER STREET ADDRESS, CITY, STATE, ZIP CLDE
1072 NORTH 22ND 8 TREET
| SPRING WIND ABSISTER LIVING GOMMUNITY LARAMIE, WY 62072 |
rgm b s SUMMARY STATEMANT OF DEFICIENDIES Yl PROMIDER'S PLAN OF GORREGTION E o
Fix | (EACHDEFICIENGY MUST BE PRECEDED BY FULL U prEp [EACH GURREGTIVE ACTION BHOLULD BE | COMPLETE
G ' REGULATORY OR L&C IDENTIFYING INFDRMATION) Y cnoss-REFaREanwTo THEAPPROPRIATE | OATE
- 5 DEFIGIENCY) '
85006 Continued From page 1 sgo | Quallty = Managgment " Commitieg
| guarterly: for review, and corrective actior
{ needed. Follow up shall comply with the if necessary until resolved.

Wyeming Dept of Health, Aging Division, FHoalhoare Licensing enc Suniays
STATE FORM cup CALY
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FORM ARPROVED
Heaithcars Licanging and Surveys ,
" GIATEMENT OF DEFICIENGIES | (x1) PROVISERISUPPLIER LA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILOING: COMPLETED
| G
ALFO14 B, WiNG 12/23/2014
NAME OF FROVIDER OF SUPPLIER STREGTADDRESS, OITY, BTATE, 2IP SOUE
1072 NORTH 22ND STREET
SPRING WIND ASSISTED LIVING CONMMUNITY LARAWE, WY B2072 :
Qe SUMMARY STATEMENT OF DEPIGIENGIES Poom PROVIDER'S PLAN OF CORREGTIGN
PREFIX | (EAGH DEFICIENCY MUST BE PREGEGED BY FULL i PREFIK | [EACH CORREGT% AGTION SHOULD am
TAG | REGULATORY CRLSC IDENTIFYING INFORMATICN) ! T GROSE-REFERENGED TO THE APPROPRIATE
l DEFIGIENCY)
86000 . Cortlinuad From page 2 Bs008 $5049 '
| touched the residant's abdoren to Inspect the
I skin, retrleved ¢ olean towel, perfarmed perineal gm'"fm: Living Bacllity (ALT) Cor
for the esldent, and then remaved her gloves Prvice '
i and performed hand hygiens, ) |
i Intarview at that ime with CNA #1 revesled Residents # 2, #4, #10, #15, and #16, theiy
i 8he "shoyid have removed my gloves® before familles and  physicians have bee
1 Dulti'ng 1he!,d{in:<tm]tl}e frldﬁa, ?“ﬁ Hha'ttahe gla not notified regarding . missing medicatimq
rrecalva "a fot of tralning when [sha] retumed to i i ' )
i work at the faollty, adninistration documentation, |
| Obsarvation on 12/22/14 at 8:45 PM showed CNA An audit of the MAR’s has beer
* #1 asslsted resident #12 1o the restroom and completed to determine i there is amy
remaoved the resident's wet underwsar pad, The misgsing  medication  administration
} GNA.did not remove her gloves before assisting documentation, Amy residents who had
? ﬁg:lgzﬂ?\i?te“;%gﬂg% I"%’" ?‘ g?mbgms;g;ste g missing medication administeation werd
H p ) a ;| 3 T . .t o
{ the resident o bed. The GNA washad her hands, notified as well s fajnilies and physiola.| if3frs
| but did not offer to asslst the realdent to wash i
! hls/her hands, Current IN staff will have 2 Medioation
¢ Interview st thet firme with CNA #1 revealed the Administration Audit completed by thd
: GNg”probak;Ig shom;]ld have offered to have [the CSD or RN designee by 1/312015 and
! resldent] wash [His/her) hands," then mnomally prior to their vear]
. Interview with the DON on 12/23/14 at 4 P , iperformance a)\:alll:atibn yearly
+ confirmed the CMNA should have removed her ' |
. gloves and washed her hands after tamoving a . . _
| Wet brief or underwear pad and hefere tevching Newly hired LN will have a Medicatio
i anything alse, Administration Audit completed within Jj
; - wook after thelr orlgntation and training)
i Review of the facility poliy titled "Infectious (to include completion of the Medication
! Disease Guidaiines" dated Novamber 2014 Administration Tmihing Manual) an
! ravealed the expectation the staf are to follow the then anmyall dor to their yoar
: Gonter for Disease Contral {GDE) guidetines. Y Pro y
; performance svaluation, |
; Review of the COC guidelines lited "Guideline for ] . i
: Hand Hyglene in Hagith-Care Settings" publishey The CSD or RN Designee will review the
* October 2002, page 34, showed "...wash hands Medigation  Adminisiration Training
< with an antimtcroblaf soap and [Mamual with the oirrent LN staff by
: wate(...Decontaminate hands after remaving 175172015 ’
| loves." (www.cde.gov) ' .
Wyoming D;pt of Health, Aging Bivleicn, Henihears Licehsiiy snd Sireys -
STATE FORM ey Qa1 It conttuelion shaat § of 20
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eultheare Licansing spd Surveys /
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA T {K2) MULTIPLE CONSTRUGTICN {X3) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NLIMBER: 4 BUNDING: Y‘/ COMPLETED
' c
ALFO14 B, WING: 12{23/2014

HAME OF PROVIDER ORt SUPFLEER
I SPRING WIND ASSISTED LIVING COMMUNITY

STREET ADDRESE, (ITY, 9TATE, ZIP one
1072 NORTH 22ND STREET

LARAMIE, WY 82072

PROVIDER'Y PLAN OF CORRECTION ;

oL f BUMMARY STATEMENT OF DERICIENGIES I P,
PREFIX :  [EACH CEFICIENCY MUAT BE PRECEDED BY FULL. PREFIX {EACH CORRECTIVE ACTION BHOULD BE | cOMRLETE
TAG @ REGULATORY OR LOQ IDENTIFYING INFORMATION) W ! cnoss-nwewgg;géﬁ {mz APPROFRIATE DTk
i ; : ;
: - The CSD or™ destgnee will andit the
85040 From page 3 55049 . - the
) | Ganliaued From page MAR's for completeness and complinncd
§6048; Gh 12 8ec 7 (A1) A-K) Assisted Living Facility 86049 12 x per week for 1 monih then weekl;}
j (ALF) Gore Services thereafter for 3 months then monthiyir-
; therenfier, The resilts of the audits wil
; (@) Medlcations. be presented to the Execntive Dircctor af
. [ An Individual record shalk be kept for sach the Quality Management mwhngj
; resident, recording any prescription drugs quarterl;y for revlew and correctiv ;
i adminlistered by the facllity. This record shall actiong if necessary pntil resolved. !
¢ inchude: : !
i (A) Name of resident;
1
: (8) Nams and telaphone number of i
i primary physlctan; i
: !
l (C} Name and telaphane numbaer of the [
! primary-pharmacy; %
{D} Name and description of the |
| medioation, Inoluding prescribed dosage;
' (E) Dosage administered, l
1, i
i (Fy Quantity, i
E (G) Times and dates administerad:
' (H) Method of administration; !
; {I} Any adverse reactions to the ,
i medication; ;
i
! {(#) Signature of Inensed staff
T adminlstering medication; and
{K} RN review date and signaturs,
: This Stale Rule and Regulation is not met ag
! evidenced hy:
Wyoming Da'pi of Health, Aging Givision, Heallhcire TTcensing and Surveys
&TATE FORM Btée OALHT if comlinuadon sheel 4 f 20
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Healthcare Licensing and Surveys
STATEMENT OF CEFIGIENGIES {X1) PROVIDERISUPHLIERIGLIA
AND PLAN OF CORREQTION IGENTIFIGATICON NUMBER:

e ! REGULATORY OR LEC |DENTIFYING INFORMATION)

TAG

CROES-REFERENCER T0 THE AFPROPRIATE

[%2) MULTIPLE CONSTRUBTION - (%) DATE SURVEY
A BUILRING: . \}g/ COMPLETED
: G
ALFQ4 E. WING : 1242372014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, $TATE, ZIP GODE :
1072 NORTH 220D BTHEET
BPR =
PRING WIND ASSISTED LIVING COMMUNITY LARAMIE, WY 52072
gaym i SLMMARY BTATEMENT OF DEFICIENQIEY 0 PROVIDER'S PLAN OF GORREUTION (5
PREFIX ! {EACH DEFICIENCY MUST BE PRECHUED 8Y FULL PREFIX {EACH OORRECTIVE AGTION 8HOULD BE COMPLETE

DATE

85048 - Continued Frem page 4

! Baned on medical record review and stalf

s interview, the facility failed to ensure o complete
- madival record was maintained for & of 21

| sample resldents (42, #4, #10, #16, #18) with

i madication ardera. The findings were;

l

j Review of the Decamber 2014 Medication

i Administration Record (MAR) for rasldent #d

i Shovied documentation was misaing on 12/2 for
i Metoprolal 12.8 mg schoduled to be given et 8

L AM; 12/8 Fot the following prescribed

{ medications: omeprazola 20 mg scheculad to be
| given at 8 AM, calelum with vilamin [ 600/200

* g scheduled to ba given at 8 AM and 5 PM,

[ Namenda 10 mg scheduled to be given at § AN
; and & PM, Mecllzing 12.5 mg scheduled to be

i pivan at 8 AM, 12 PM, and 5 PM; tha blood

© pregsure recordings to be taken every

" Wadnesday and Saturday were missing on 12/3,
21270, 1213, and 12417,

; #10 showed dacumentation was missing for

- fasting blood sugar ko be taken every Wednasday
- on 1210 and 12/17 and was missing for an

i ordered blood sugar cheok "evary week on

| Thursday & few hours after meal* on 12/11 and

i 12718,

i Review of the Decernbier 2014 MAR for resident
; #16 showad documentation was missing cn 12/7
! for the foRowing praseribed medicetions:

, doxyeyeling 100 mg scheduled lo be given at 5

i PM, and omeprazole 20 mg scheduled 1o be

: ghvan at 5 PM; documentation was missing on

. 1218 for Mapep (acetarninophen) 500 mg

i scheduled to b given at 6 AM and at 12 PM.

' Review of the December 2014 MAR for residsitt
| #18 showed documentation for blood prassure

' Review of the Dacembar 2044 MAR for roaldent

Se049

BEFIGIENGY)

e O

]
H
1
i
1]

Wyoming Dept of Health, Aging Divislon, Ha#lihesrs Liconsing and Surveys
STATE FORM
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FORMAPRRDVED

" STATEMENT OF DEFICIENCIES {*1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION [RENTIFICATION NUMBER:

ALFOA4

. WING.

(%2) MULTIPLE CONSTRUGTION
| A BUILDING:

_ F0%5) DATE SURVEY
GOMPLETED

c
1223/2014 |

[ NAME OF PROVIDER OR SUPPLIER
SPRING WIND ASSISTED LIVING COMMUNITY

STREET ADDRESS, GITY, BYATE, ZIF CODE

1072 NORTH 22ND STREET
LARAMIE, WY 820v2

SUMMARY STATEMENT OF DEFIGISNCIES
[EACH CEFICIENCY MUST BE FRECEDED 8Y FULL
REGULATORY OR L&G IDENTIFYING INFORMATION)

Ao |
PREFIX |
TAG

P
i PREFiX
i TAR

PHOVIDER'S PLAN OF DORREGTION !
: (EACH GORRECTIVE ACTION BHOULD AR !
P GROBS-REFERENDED T0 THE APPROFRIATE
i DEFIGIENGY)

(X5}
COMPLETE
CIAYE

85040 Continued From pags &

ij recordings to ba taken every day was missing on
s the following daya; 124, 12/, 1217, 1219, 12113,
i and 12/17.

| Revlaw of the Novermbsr 2014 MAR for resident
{ #2 showed documentatlon was migsing for

i ordered blood sugar'oheoks 1 hour sfter meals

: for the follewing dates: 6,40 AM-on 11/8, 11/12,
14421, and 11730; 6:30 PV en 11/29 and 1430,
{ documentation was missing on 11726 and 11/28
; far fentany) 25 meg/hr patoh to be applied gvery
* 72 hours,

 intarview with the DON on 12/22¢14 a1 3:30 PM

j confirmed the above documentation wes missing,

| and [t was unknown if the resldents had racaived

i Ihelr medicallon as ordered, or If he blood sugars

{ and blood pressures werg taken,

[

I Acearding to Nursing Interventions & Cliniosl

+ Bkills, Perry, Polter and Elkin, 5th Edition, 2012,

! page 493 Record the adminlstration of each
medigation on the MAR as 3601 as you give it,

850545 Ch 12 8ec 7 {e)X{(A-K) Asslsted Living Facllity
: (ALF) Core Services

t (&) Resident Regords and Reparts.  Each

I resldent's records shall ba curvent, organized and |
i maintained n Individug! foklsrs which shall be

| made evailabie to the resident, tha Licansing

t Division, or designated representative upen

! request.

i " {h Each folder shall include the following:
: appilcable;

r

{A) Infarmation from the referring agent, iIf

BE048

- 56064

H

85054
Assisted Living Facllity (ALF) Cord
Services, }
The incident report bavolving resldent # 4!
has been reported (o the Licensing
Dvislon along with the final investigativa
teport,  The resident’s family and
physivian have been notified of thei
jucident,

1
]
k]
!
i

;/31} g

Wyoting Dept of Health, Aging Division, Healthcara Licartsing ahd Surveys
STATE FORM
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FORMAPPROVED
~Heatthcare Loensing and Surveys :
STATEMENT OF DEFICIENGIES | (X1) PROVIDER/SUPPLIERIGLIA X2} MULTIPLE CONSTRUQTION c X3 DATE BURVEY
AMD PLAN QF QORRECTION IDENTIFIGATION NLUMBER: A BUILDING: : GOMPLETED
' c
ALFO14 3. Wihg , 1212312014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZI° GODE
1072 NORTH 2ZND STREET
3PRING_W{HD ASSIBTED LIVING COMMUNITY LARAMIE, WY B2072
x40 | SUMMARY STATEMENT OF DEFICIENCIEA A PROVIDER'S PLAN OF GORREGTION i e
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIMEACTIONBHOUD BE | volipiere
TAG REGULATORY OR L0 [DENTIFYING INFORMATION) Y GRDSS-REFEREHGEt TO THEAFPROPRIATE | park
; ; DEFILIENGY) ;
850641 Sontinued From page 8 ssos4 [The CSD has Tevigwed incidents whivl ]
! were initlally reported  as  injury of
- fm(?)-o*:isﬁw’ E‘l‘"d 'D?I%‘Si?jﬂl performed by g tnknowit origin for, the last two quarterd
j Physiclan or physician extender, of 2014 for any that were not reported td
! (@) Individual admission form, Tha form the Licensing Division in a timely
{ shali, at & minimum, contaln tha following fanuer, Any that were not in compliange
| Informatian: were topatted to the Licensing Division
i and family and physicians notified, 5
! (i) Full name of resldent and former i
; Bddress; The CSD reviewed the facility policy
; R titled “Incident and Risk Management
V 1} Date of admissior; ) "
: iy Reporting™.  Cument LN  siaff was
¢ () Bex, race, date of birth, sovial educated on the “Incident and RisH:
i Bscurlty number, and former occupation; Mansgement Reporting” pol iey regardin
i Injury of unknown origin docementatio
: (IV) Name, home adckess, and b}‘,l t'hz CSD ® i
¢ lelephone nuraber of relative, frisnd, Power of ’ - |
; Attomay, or guardian; Newly hired LN staff will be educated DJ
(V) Mame, address, and telephons the “Incident and K Risk Munagement
: humber of residents persanal physiclan, dentist, Reporting” policy by.the CSD or designcef
, ophthalmelogist or optometrist; during their orientation and traihing, i
. [
i rnsurance(\fﬁt)a nﬁfgﬂ‘ﬁégtg}'mber of other medical Future incidences whete there is
g calai potontial injury of unknown origin will bd
: VI Awrliten inventory of all persenal investigated by the CSD andlor ED ang
i possessions; howevar, this Invantery newd not the report reviewed for compliance with
; Incfude personal clothing, the facility policy titled “Incidence and
¥ :
; (D) All aceidents, njuries, ncident Risk Management Réporting”, Incidence
: Rocidents, Injurias, ingi %, : ) ’
" linesses, and allagatio-n's of abugs, haglsct or of(: mﬁiﬁ}tﬁigm c‘:i]]j\]fﬁ.m%ﬁﬂw;;o l];e{
+ exploltation shall ba reported to the resident's prop rAes per. 2
. famlly or rasponslble party and ba daocumentad in section 7 time requiremnents. !
' the individual resldent reqords, All such | . ;
: aesurrences shall alse be reportad to the The CSD or designee will compile &
- appropriate entity for follow up and resclution, report monthly and the results presented
» Reports of all incldents sifecting the health, : :
i welfare or safety of a resident shall be provided to ;
Wyonng De;pl of Heaﬁif.?gfng Divislon, Heaitficora Lieneing ard Sltveys
STATE FORM ooy oAtk Il eantinuation shesl 7 of 20
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: FORM APPROVED
_Healthegre Lioansing and Surveys , ;
STATEMENT OF DEFIOIENCIES | (X1) PROVIDERISUPPLIERIGLIA {%2) MULTIPLE CONSTRUCTIGN . (43} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUHLOING: GOMPLETERD
B, Wi - °
ALFO14 NG - 121232014
NAME OF PROVIDER OR BUPPLIER BTAEAT ADDRESS, CITY, STATE, 2 CODE :
. - 1072 NORTH 22ND STREET
SPRING WIND ASSISTED LIVING COMMUNITY LARAMIE, WY B2072 :
i SUMMARY STATEMENT OF bEFICIENCIES R PROVIDER ' PLAN OF CORREGTION %8
FREFIX - (EACH DEFICIENCY MUBT HE PRECEIIED BY FULL " PREFR i (EACH CORRECTIVIEAGTION SHOULD bk COMPLETE .
TAG © REGULATORY OR LG INENTIFYING INFORMATION) i TAZ | CROBS-REFERENCED 10 THE APPROPRIATE, DATE
' DERICIENGY) ;
SBE0R I' Contlnued From page 7 gonss  |to the IQU&]ITI}' Mahagemem Commite
: : quarterly for review and correciiy
i the Licensing Division Immediately (within one actions taken when Becessary, T

i business day). Repotting shall be dnne by :
J telsplione of fax, The facliity's Investigation of !
i the Incithent shall be reported to the Licanging
 Divigion and the Long Tarm Care Ombugdsman
! within five (5) working days, Dosurmentation to
{ suppor! the facility raporting the situation and
; follow up must also be present in the resident

I’ Fogonds;

i' (E) An accounting of all personal funds
+-depogltod with and disbursed by the Facillty;

{1y Upon written authorizaticr of

¢ olfent, the facllity must hold, safeguard, manags
; @nd account for the personal finds of the cliert,

: (1.) The faclity must daposit any
| personal funds in excess of $100 in an interest
* bagrng aceount,

i {2.) The facliity must establish and
malntain a system that assures a full and

; oompleta and separzte acotunting acnording fo

; @enerally aocepted accounting pringiples of aach

- Tesident's personal funds entrugtad to the facllty, |

{3.) Upon tha death of a resldent with
. @ personal fund daposiied with the facllty, the
“Tacilty must sonvey, withirr 30 days, the resident’
. § UnYis & fina) aceounting of those funds, to the
. individued or probate jurfsdiotion adminiatering the J
. fesident * s autate, I

: {4.) The facllity must not impaose a
- charge againgt the personal funds of a rosident

“for any em or service far which payment 1s made
- under Medicald or Medicare except for applicable
» deduciible and colnsurancs amoynts. ' E
_ i , {
Wyaming Dopl of Mealth, Aglig Division, Heallhcare Licansing and Surveys
BTATE FORM L QAN it sonilnuation. sheat 8 of 20




Jan 14 2015 09204M HP Fax Spring Wind 13077458191

page 11

PRINTED: 01/07/2015

FORM APPROVED
—Healthcare Licensing and Survevs
BTATEMENT OF DEFICIENGIES (1) PROVIBERBURPLIERIGLIA {%e} MULTIPLE CONSTRUCTION {X3) DATE SUAVEY
AND PLAN OF CGRREGTION IDENTIFIGATION NUMBER; A BUILDING: ‘w\/ " GOMPLETED
. G
ALFO14 8. WG 1212372014
NAME OF FROVIOER OR SUPFUER ETREEY ADDRESS, CITY, STATE, 2IP Cobe ‘
1072 NORTH 22ND STREET )
BPRING WIND ABSISTED LIVING COMMUNITY LARAMIE, WY 62072
m BUNIMARY STATEMENT OF DEFIOIENOIES oo FROVIDER'S PLAN QFF CORREGTION ()
PREFIX 1’ [EAGH DEFICIENGY MUST bBE FREGEDEDR BY FULL PREFIX H [EAGH CORRECT ACTION BHOULD Be COMPLETE
TAG REQULATORY OR LEG IDENTIFYING INFORMAT 10N TAG GROBY-REFERENCED 11 THE APPROPRIATE DAFS
; ' DEFIGIENTY)
86054 '

85084 Conlinued From page 6

i {F) A slgned copy uf the resldant's rights;

' {G) The resident's aszasement and
{individvalized sesistance plan;

;' {H) Copies of all applicble resident
i= asslstance oontracts, sighed by both paries;

i {1} Written acknowledgment of the receipt
| and explanation of all facility policles Ineluding
» admission/diacharge policies;

; (4) Gopy of all ALF 102's; and

(K} Copy of outside contraotusl
: responsibiliies, If applicabla.

| This State Rule and Ragulation is not met as

" evidenaexd by

- Baged on medival record review, staff Interview,

. palloy ravisw, and State Burvey Agency record

; teview, the facillty fsiled to repart Incldents

{ involving the health, welars or safety of a

: rasident to the Licensing Division In a limeiy
manner for 1 of 31 eample resldents (#44)

| selectad for teview of incldents. The findlngs

. were:

- Review of nursing notes for rasident #4 dated

: 67168014 imed 2:40 AM showed thrae quarier

: sizad bruises ware lound on the residant’s lower
' Bbdomen, the resident had & diagnosls of
“demantia, and the family member who was

: nolified wae not aware of & possible reeson for

- the bruising. Review of the Licensing Dlvision

“ records reveafed the theldant had not basn

- reporied tv the ageney.

WS Oept of Faalth, Agihg DlvisTon, Healoars Clsenalng and Surveys
STATE PORM

L)

QAU I IFeominuaiion sheet 9 oF 20
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PRINTED: 01/07/2015
FORMAPPROVED

SYATEMENT OF DEFICIENCIER (K1} PROVIDERIBUPPLIERICLIA
ANE: BLAN OF GORRECTION IRENTIFIGATION NUMBRR;

ALF014 5. wine

A, BUILDING:

(¥2) MULTIPLE GONSTAUCTION b\/ {%3) DATE BURVEY

COWPLEVED

C

124232014

SPRING WIND ASSISTED LIVING COMMUNITY

NAME OF PROVIDER. OR BUPPLIER STAELT ADDRESS, TITY. STATE, 2IF CONE

1072 NORTH 22ND STREET
LARAMIE, WY 82072

(ST BUMMARY STATEMENT OF DEFCIENGES !
PREFI | {BACH DEFIGIENCY MUST BE PRECEDED BY FULL i
TAG . REGULATORY OR LBO IDENTIFYING INFORMATION)

D
PREFIX
TAG

i PROVIDER'S PLAN OF CORREGTION )

! {EACH CORRECTIE ACTION BHOULBBE | compLere
;  CROBSREFERENCED TO THEAPPROFRIATE | DATE
, DEFIGIENGY)

56084 . Continued From page §

1 Interview with the DON on 12/22/14 at 8 PM
' confirmed the incldent had not besn reported to j
{ the Liceneing Dhvision bacause her investigation
; had shown the brulses wers biainad from velng
| heperin while the resident was In the hoapital, and
| that inaldents of uniknown origin were not
reported o the Licensing Division i the
invastigation shows a passible cause for the
| Injury,

| Review of the facility priioy ttled "Inigent and

! Risik Management Reporting” dated November

t 2014 showed resident Incident reports shovld be

. completad In the event of any resident incident,

- butditt not apecify the resident's family ahould be

* hofified, or that oocurrences should be reporied to
; the appropriate sntity for follow up and raselution,
i orthat all Incidents affecting the health, walfare or
| safety of o resident shall be provided {o the

r Licensing Division within 24 hours, and the

* Investigation shall be roported within § business

| days.

85088 Ch 12 Sec 7 (k)i ){A-) Asslsted Living Faclity |
i (ALF) Core Servicse
{

i (K} Transfer and Qischarge,

I (V) Residants transferred to another heslth

: care facilily ahall be given written

* fransferldischarge natice which includes:

' (A} The name of tha resident;

(B) The reason for the transfer/discharge:

[

{C} The effective date of tha
, trg nsferfdischarge:

86064

85006

853083 ‘
Assisted Living Facility (ALF) Cord
Bervices, Z

Resident #21 has already been discharged
and admitfed to another facllity therefon P
the 30 day written notice cannot B¢ | }i?
X g

corracted. . 5 )
There are no current. resident In which a

facility initiated trandfer or discharge has

been issued to audit for compliance at thig

time. ‘

!
!
i

Wyaming Dept of (Health, Aging Divis oh, Heafhoan: Licensing and Surveys
STATE FORM

Ll
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PRINTED: 0120712015
FORMAPPROVED

STATEMENT OF DEFICIENCIESR (X4 FROWDEHI&UPPUER!CLIA (X2} MULTIBLE CONBTRUGTION (X3 DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUIDING: COMPLETED
G
ALF014 B, WING 1272342444

| HAME OF PROVIDER O 8URPLIER

SPRING WIND ABSISTED LIVING COMMUNITY

STREET ADORESS, CITY, STATE, ZIP CODE
1072 NORTH 22ND BTREET
LARAMIE, WY 82072

g SUMMARY STATEMENT OF CEFICIENGIES . PROMILHER'S PLAN OF GORREQTION 6
PREFIX ;  [EACH DEFICIENGY MUST BE FRECEDED BY FULL i PREFIX ! {EACH CORREC TIVE AQTION SHOULD BE SOMPLETE
T ; REQULATORY OR LBG IDENTIFYING INFORMATIN) I Tag | CROSSREFERENOED TO THE APPRDPRIATE BATE
: OEFICIENGY)
H8086 contlﬁued From 810 BEOBY A reViSFd Res{deﬂtcﬂn]lﬂ]ﬂ.int‘ Gl‘ie‘VﬂncE
Pag Resolution Policy which contains updatecll
, _ Names, addresses, and phone numbers o
j transféﬁ%dfé]ggﬁgggg to which resident s the Ombudsmen and the Liconsing
_‘ ' : Division has been delivered to current
: {E) The name, address, and lalephong residents and thefr families, !
i number of the Ombudsman; end |
: i i The ED, C5D, and -BOM have reviawet*
e (F) Alisting of all outside contracted the ALF Core Services Chapter 12
; senvicas. ! Section 7 regarding the sequirements for 4
ithitty day written ‘notice prior to any
: facility inftiated trangfer or discharge,
- This Btate Rule and Regutation is not met ag ) )
- avidenced by Futute 30 day written notices for facility
1 Baged on medical racord review ang staft initiated transfor add discharge will hé
i Interview, the facillty fallad to ansure disoharged reviewed prior “to  delivery  fof
+ resldants received a complete 30 day wiitten s _
* Notice prior to any faciiity initiated fransfer or Ef‘-'mplﬁteﬂﬂss (mclm;lhlg Name, Address
! discharge for 1 of 3 sampie residents {#21) Telephone Number of the Ombudsman
- reviewed as a closed record, The findings were: rand u listing of any outside Bervices)
Any Non-compliance wilt be correntgi
- Review of the med lo?! liacc:rd for resident #21 immediately and the results will
showed u disohargs letter was glven (o the family. . i
However, tha letter falled to speclfy the fallowing; gmﬂeﬂ fo_the lem"’; Maua_gemgnt
the location 1o which resident was tumities at the 'q;lartell'y pteetmg for
 transfartedidiachargad; the name, address, and review and cotrective action if necessary
- alaphone number of the Omcudaman; and a until resolved. i
; listing of all sutelde nontracted services. !
- Interview with the DON on 1212314 at 2:30 PM |
, tanfirmed the letter was missing the information !
: because sha was unaware It was raquired, 5
: !
95086 Gh 12 Sec 7 (I)(i)A-D) Asslsted Living Faciity | S5osa ’
| (ALF) Core Sarvices :
") Quallty Improvement, 85088 ; 9
. Asgisted Liviag Faeility (ALF) Corg ,!'%"
(i} The faclity ehalf hava an sclive quality Services, i ;

Wyamlng Oépt of Maalth, Aging Divialen, Haalihears Lieenalng and Surveys

SINTE FORM
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PRINTED; 01/07/2015
FORM APPROVED

Healthoare Licensing and Survevs
SYATEMENT OF DEFICIENCIES | (X1) PROVIDER/SURPLIERIGLIA (%2) MULTIPLE GONSTRUGTION (%3) DATE SURVEY
AND PLAK OF GORRECTION IGENTIFICATION NUMBER, A, BUILDING; X/ GOMPLET BD)
' c
ALFU14 B.WiNG - 1212312014
MAWME OF PROVIDER OH SUPPLIER GTREET AGUIEES, CITY, BEATE, ZIP GODE '
. 1072 NORTH 22Kl STREET
BPRING WIND ASSISTED LIVING COMMUNITY LARAMIE, WY B2072 i
oo | SUMMARY BTATEMENT OF DEFICIENZIES A PROVIDER'S FLAN OF GORREGTION P e
FReFix (EACH DEFICIENGY MUST b PREGEDED BY FULL {  PREFIX (EACH BORRECTIVE ACTION SHOULD BE | coMeLeve
TAG | REQULATORYOR L9C DENTIFYING INFORMATION) P Y- I cnossaweneggﬁgéﬁ g%EMPROPRIATE DA
! i ; .
H 1 -
S6088 | Continued From pege 11 ssong [Lhe Healthcare Licensing and Survey
| Feg . Division’s 2567 submitted from th
; imbrovement program to ensure effeclive jsurvey conducted on Oct, 16, 2013 an
| utiization and delivary of resident care services, ensuing Plan of- Comection put i
' (A) A member of the facility s staff shall be coipliance Deo. 12, 2013 was p"f’s"“tec!
- designatad o coardinale ihe q[_m[”y fmprovammt to the Quﬁ]ﬂy Mﬂnagement Commiites DIF
| program. 1212015 for review and commective
: actions for citations which are nen:
: (B) Tha quality Improvemant program shall compliant will be developed (inoloding
, Bricompass a seview of all aervices and programs falls) : :
+ provided for all residents. The program shal '
: have: i . -
e ¢ The ED has reviewad Chapter 12 Sectiori
: (I} Awriiten description; 7 Assisted Living Facilitles Core Servicod
, _ regmding Quality Improvement and then
(I} Problem areas Idenilfied; presented to the Duality Management
I# itlee on 1/21/4015.
(Ih Monitor identtication; Committes on 172173
; (V) Freguency of monitorlng: iThe Quality Menngement Commiltee will
; meet 0o loss then quarterly to review the
! {V) Aprovision requiring the facilty to jeffective  utilization and dolivery of
' complate annually a self assassment suvay of resident care services, the audits an
| compliance with regulations; and Plans of Cotvections: of previous surveys
: (V1) Asatlsfaction survey shall he 311.{1[ planisdto tmtegratp t,l_m rr:sults mii:) 'EhPT
| provided o the resident, resident's farmily, or al'y yosidont eare services in accordance
i residents responslola party at least annually. with ALF Core Services regulations,
{ !
(C) Problems identified during the annual Incident Reports. (inaluding falls) will b
survay or tha quality improvemont process shall invostigatod by the CSD and/or Designes
: betaddmsseﬂ with appropriate written correctve and then reviewed by the ED. Residents
, aclions, with frequent falls will be evaluated by
(D) ‘Tha quallly improvement program shai) the CSD and ED and interventions put fo
be re-evaluated at least annually. place and documented in the resident’y
; MR and individualizeid care plan. ;
? . A montht "incidents will be
. This State Rule snd Ragulation s not metas mouthly report of iy
- evidanced by :,
Wyaming Bopt of Meslth, Agh:g Divislen, Feanhenms Liceneing and Surveys
STATE FORM e QAU If aontinuation sheat 12 of 20
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BRINTED: e1/07/m015

FORM APPROVED
Heatthearg Licens|
‘| SYATEMENT OF DEFICIENGIER (%1} BROVIDERISUPPLIERICLIA {X2) MULTIRLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREDTICN IDENTIFICATION NL/MEER: A, BUILDING: X/ GOMPLETED
G
ALF014 B WING S Adealeaq4
HAME OF PROVIDER OR: BUPPLIAR STREET‘ADDRESB. CITY, BTATE, ZiP CODE
1072 NORTH 2IND STREET
SPRING WIND ASSISTED LIVING COMMUNITY LARAMIE, WY 82072 :
(a0 | SUMIMARY STATEMENY OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORREGTION S
PREFIX | (EACHDEFIGIENGY MUSY BE PRECEDEN BY FULL | PREF {EACH CORREGTIVE ACTION BHOULD DE ! oowpLEne
™we REGULATORY OF L3C IDENTIFYING RIFORMATION} b TAQ CROES»REFEREH&F@" I‘Eﬁg’gﬂ AFPROPRIATE | DATE
: ! [l o H '
85088 ; Conthuad From page 12 ssosg  |Presented fo  the - monthly Safet_s;
i Commiitee mesting for review. Trends
: Baged on Incldant tracking log review, ataff and concerns will be addressed ang
i interviow and policy revisw, the facillty fallad 1o orrecti i nd int tiors' wil
: Bhs\re an actlve quality improvement pragram Forrective actions and jn arventions wilj
. was In place that envernpassed a reviaw of al be put in place and Teparted back to the
" services and progrems provided for all reaidents. Safety Committes miesting monthly, E
- The facitity cenaus was 68, The findings were: ' :
: Results and minutes of the Safety
+ The following convems were identified refated to Commitice will be presented tp the
. the qualily Improvemant program: Quality Management Commities fod
- 1. Review of the faclilty incidant tracking log beview wnd  eomegtlve actions whem:-
showsd 236 falls for 2014, necessary, )
- 2. Intorview with the Adminlstrator on 12/23/14 at |
248 PM revealed the quallty improvement
- program wae not fully developed In the followlng ‘
- Areas: there was no written description, thers :
* ware no audits from the previous slrvey and no .
: plan to integrate the results, and the ahly quslity
. impraverment commities mesting was the menthiy ;
: safety mesting. For the ssue of falls, the |
" adminjstrator also verifled there was no i
- documsntstion of Intervertions and evaiuations. ;
 Raviow of the pailcy titied "Risk Quallty
: Management” dated November 2014 showed "
+ "The QA/RM [Qualily Asszesment/Risk )
' Manhagerment] Gommities ahall monitor .
{ ctimpilance with corrective action plang :
- developed In response to events,” ;
80061 Ch 12 Sec 7 )(INA-AA} Assisted Living Facilty 85081 [gsg01 _ ;
: (ALF) Core Bervices Assisted Living Facllity (ALF) Corg
' {n) Furnstings, Buildings, Physical Plant, Services, ~ | .\11\‘
(i) Sleeping rooms shall be homelike, wel| . i
“lighted, veniliated and equipped In compliance Residents #11 and #13 have had thoir
| With the requirements below: -

STATE FORM

) ]
Wyoming Uapt of Haellh, Aging Civigion, Hoalthcars Llaaraing ahd Sunveys
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PRINTED: (1/07/2014.
FORM AFFROVED

BTATEMENT OF DEFICIENCIES (1) PROVIDERSURFLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3) DAVE SURVEY
| ANG: PLAN OF CORREGTION IRENTIFICATION HUMBER: A, BUILDING: CSOMPLETED
G
ALFO14 B, WiNG 1272312014

. NAWE OF PROVIDER OR SUPPLIER

SPRING WIND ABBISTED LIVING COMMUNITY

STREET ADDRESS, GITY, STATE, 2IF DORE

1072 NORTH 22ND STREET
LARAMIE, WYy 82072

oo | SUMMARY STATEMENT OF DEFIC IENCIES

PROVIDER'S PLAN OF CORRECTIIN

. (A} All windows shall have drapes,
: curtalhe, shades of blinds lo aesurance arlvaocy:

; {B) Beds {If pravided by the facility) shall

- be &t least standard size In width (38"}, and shall
* be equipped with carnfortable, clean mattresses
I andl pillows. Mattresses shall be professionalty

! ranovated or replaced as neaded, Extra long

i heds shall ba used to accommocdate tall

- residents, Rollaway-type beds, cots, and foiding
' bads ahgll not be uasd unless the residen: brings
'+ these teme from home for personal use;

; () Two residents may, by consent of
 both parties: ar by approval of the appropriate

! respanaible party, be permitted to use one bed no
: emaller than double size, and ozcupy &
 single-bed sleeping room,

(C) Cabinet or bedside table;
(D) Nerroambusiible wastebesket:
{E) Ghali; and

: (F) if common closets ars utilized by two
{2) or thora residednts, dividers shall b provided

. for separation of each regident's clothing. Al

; tosals shall be equipped with doors,

: Fren-stanting closety shall be deducted from the

" square footage in the sleaping room.

. (3} The slze and arrangsment of the

! rasldents’ beds, furnishings, possasslons or
 equipment shall aliow the resident to gain fire

| eMergency access to windows and doors, and
; 8ccess to follet room.  Multiple-bed rooma shall
i heve at least throe (3} feet botween beds,

Poop |
PREFIX ~  (BACH DEFICIENGY MIUST BE PREOEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE . ! COMPLETE
TAG 1 REQULATORY OR LSC IOENTIFYING INFORMATION) TAG 1 CROSSREFERENGES YO THE APFROPRIATE poooam
. . ' DEFIEIENTY) I
86091 Gontnued Fram pags 13 ss0n1  [ORygen canisfors sgoured per WEPA. 93

regulations.

The Environmental Services Director
(ESD) has completed an audit of
residont’s rooms currently using oxygey)
for compliance.  Non-complignt roomg
were corrected immediately, |

The ESD has comtacted current oxygeri
suppliers to educate them on the NFPA
tegulations in regards to oxygen cam‘st:s}
contaiiment. The ED hes sent out a lette
containing the NFPA 93 regulations IJ
thess suppliers. %
Currenit residents have been educated crj
the NEPA 93 rapulations mgarding
Oxygen storage and gontainment. Current
staff’ has been edudated on the facility
policy  “Oxygen  Assistance and
 Administration” ns well ag the MFPA 93
regulations concerning oxygen storage. i

Newly hired oueslng  staff  will 'bq!
edocated and  show competency  on
Oxygen Assistance and Administration
concerning oxygen storage. :

The ESD has developed 2 monitoring tool
to randomly check résident’s rooms whi
utilizo oxygen camisters for proper
storags,  Any non-compliant rooms wilj
be corrected immediately, The results of
theso checks will be pirosented to the

i
:

Wyomihg Dﬂ‘ﬂto’f Reblth, Aging Tivielon, Healihoars Licaneing and Burvays
BTATE FORM

QAT I canlinuntlon sheet 14 ef 20
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PRINTED; 01/07/2016

FORM APPROV
Hesthoare Licensing and Surveys ' =
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICUA 1%2) MULTIPLE CONSTRUGTION {Xa) DATE SURVEY
ANG PLAN OF GORRECTION IBEHTIFICATION NUMBER, A BUILDING: SOMPLETED
: G

ALFO14 8. WIiNG - 1212342014

NAME OF PROVIDER OR SUPPLIER STREET MFRESS, CITY, 8TATE, ZIF GODE '
1072 NORTH 22ND STREET

| SPRING WINIG ASSISTED LIVING COMMUNITY LARAMIZ, WY 82072

D AUMMARY STATEMENT OF DERICIENCIES. ; b i FROVIDER'S FLAN OF CORREGTION (X8)
FREFIX (EAGH DEFICIENCY MUST DE PREGEDED BY FULL i OPREPM | {EAGH GORREGTIME ACTION SHOULD pE COMELETE
TAG REQGULATORY OR LEC IDENTIEYING INFORMATICN i TAG : cRoss»REFERENcEI% TU THE APPROFRIATE DATE
H . : DEFIDIENCY)
$5001° Continued From page 14 séopt  jmonthly Safety Conymittee for review an

corrective actions taken when necessary;
The monthly Sufety Committes meeting

; (H) Residents shall ba encouraged to minutes will be presented to the quarerly

 bring personal items and {urnilure to thelz roome,

. (8.9., beds, chalrs, and plotures); Quality Management westing for furthet
- (teview end/or cofrective action until
(1) Thero shal be at least one. (1) badslde resolved, : ‘

. $arenn per double roam avaiiable to provide _
" resklent privacy when needad: ;

{J) There shall be an adequate supply of |
- het and cold weler avallable at each I&vatory, :
bathtub/showar, kitchen sink, dishwashar, end i
. laundry aqulpment. Hot water for bathing, and
resldent handwashing, @nd laundty shauld be no
_ hotter than ane hundrer and twanty {1207
: degrass Fahrenhofl.
: (K) Al plumbing shall be maintsined In
_ good repalr and according to the requirements of
- fhe Unlform Plumbing Code;
: {1} Private water sysiems shall be safe,
" polable, and have an adequata supply. Testing
- shall be done monthly and records of tests shal
- be retained at the faailily.
(U} Privaste watar systems shsli be
" lested and found safe and potable before
- Llognsure ig grantad.
; {L) Fireplaces shall ba securaly screened
and plansed in;
; M} The faclity shell ba malntained so that !
. ltis free of hazards, such as leose or broken
window glass, loase or cracked floors of foor
! coverings, or cracked or looss plaster on wall or
ceilings;
(N) Attoast ona priimary grade level ;
. entrance 1o the bullding shail be freely accessible ; -
- for wheelohairs;
. {0y Each resident shall hava bl indlvidusl
comb, toothbrust, towels, and wesh cloths:
: {P) Clean drinking glesses shall be

S e e e e e i e = o r s e

VWyaming Dépt of Health, Aging Civision, Haaltheare Llcgnsing end Supvoys
STATE FORM 6890 QAU ! It eontin valton sheel 16 of 25
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PRINTED: 010712015
FORMAPPROVED.

STATEMENT OF DEFIGIENGIES (1) PROVIDER/SURPPLIERICLIA

ARD PLAN OF CORREGTION IDENTIFIQATION NUMBER: A, BULDING:

B. WING

ALFO14

(X2 MULTIFLE CONSTRUCTION

(%3} DATE BURVEY
COMPLETED

v

G

12/23i2014

NAME OF FROVIDER OR SUPPLIER

SPRING WIND
G WIND ASSISTED LIVING COMMUNITY LARAMIE, WY 2072

HYREET ADDRESS, GITY, STATE, 1P CODE
1072 NORTH 2280 8THEEY

(X4,
FREFX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES N
{EACH LIEFICIENDY MUST BE FRECEDED 8Y FULL © PHEFK
REGULATORY OR L3C IDENTIFYING INECRMATION) o

PROVIDER'S PLAN OF CORRECTION :
EALH CORRECTIE AGTION SHOWLD bE |
GROSB-REFERENCED TO THEAPPROFRIATE !
DEFILIENGY)

(482
COMPLETE
BATG

] T
55081 Continued Fram page 15 b 850
| avallable for the residents, Goramon driking
i Gups are prohibted;

: (Q) Bathrooms shail have soap and tollet
- Paper. The facllity shall pravide paper towels or a
: blow dryer for hands, or rack space adetuate for |
P each resident using the bathroom to hang hlsfher
Fpersonal towel. Use of a common towel s :
i prohiblied,
: {R) Provislons shall ba made for privacy In
* all hath and toilet reoms:
: (8) Automatle decdorlzers or asrosol
+ frashenars shell not be used excapt in
¢ bathrooms; and
; (T) Resldents shall not use a common bar
. of sokp. The facility shall provide either soap
! dispansers or Individual bars of soap for each
! rewident,

(L) Housekeeplng.

{1} Housakeaping practloes and

- procadures shall ba employed to keep the home
! frea from offehsive odors, accumulations of dirt,
P and dust,

i (i Floors shall ba malntained and
*¢lean,
{1 Polish of floers shall provide a
nen-glip finlsh,
: (V) Throw or scatler rugs shall not be
used, Non-alip mate imay be ysed,
(V) Covered contalners with {ight tlas ghall
" be used for garbags Blorage, .
{W) The facliity shaifl ba maintained free of
: insects and rodents. All windows shail he
» seregned. Alf exil doors opening inward shall
. heve & screen door,
{X} Linens and laundry.
(1) Laundry sesvice for liner and
¢ rasidents’ personal clothing shall be providad,

¢ The manager shall fake measures ks ensura that

! resldents’ clothing Is not last or misplaced whil i
' i

Wyorming Dept of Faath, Aging OVIEen, Fcaiime Cleansing &nd Surveys
BTAYE FORM

Beso
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PRINTED: 01/07/2016
FORM APPROVED

~J3gattheare Licenalng ang Surveys

AN PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING:

ALFQ14 B. WING

STATEMENT OF DEFICIENCIES (X1) PROVIDERISURELIERICLIA {%2) MULTIPLE CONBTRUGYION ' X_/

(X8) DATT BURVEY
COMPLETED

v
12/2312014

NANME OF PROVIDER (R SUPPLIER
| 8PRING WIND ASSISTED LIVING COMMUNITY

STREET ADUREYS, CITY, $TATE, 2IP GODE

1072 NORTH 22ND STREET
LARAMIE, WY g1072

{%4) 10 - SUMMARY STATEMENT OF DEFICIENGIES
PREFY {EAGH DEFICIENCY MUST DE PREGEDED AY FULL
TAG . REGUIATORY OR LSC IDRNTIFYING IN FORMATION)

D |
PREFX |

.t

PROVIDER'S PLAN OF RDRRECTION

1
H i “
EACH CORRECTIVE ACTION BHOULD BE H cmium.’s-re
GROSB-REFERENCED TO THE ARPPRO \
1

PEFICIENCY}

FRIATE DATE

: laundering.

; (M) All tnen shail be bagged or placed

i In a hamper before being traneperted to the

; laundry area.

! () Bed linen shall ba changed as

| neveseary but at least weskly, Additional

! blankets or plliows shall be provided, Rubber gr

, water protective sheets shall be used If Indlcated.

i {IV) Two (2} complete changes of clean

+ bed Iinen'shall ba on hand for each licanssd bed.

: {1} Torn, wom, or unclean bed linen

. shaltnot be used,

. (Vi All blegthes, detargants,

Idisinfectants, and ather cleaning agents shail be

; saparated from medicines and foods.

: (V) Boiled linen shall not be

 lransported through, sorted, processet, of stored,

: in Kitehens, food preparation argas, ar food

' slorage arsas, ‘

(Y) The heating sysbem shall b inspected

yaarly, bafore the heating ssason, and

. meintainad according to manutasturer's
instructions.

: {Z) Portable spacs heaters shall not be

" used (e.g. elechls or kerosens)

: (AA) Eguipment Malntenance and Testing,

: {1) The devices, equipment, systems,

. conditions, armngaments, levels of pratestion, ar
any other features that ara requirad for

: compliance with the provisions of the Lije Safety

: Codle shall ba permanantly maintained for the

" bullding housing the facliity.

- This Slate Rule and Regulation Is not met ag
* evidancad by

Based on observation, staff Intervlew and poligy
- review, the facility falled to BNEUFE-OXYgEN

6091 Continued From page 16 §6091

Wycning Depl of Heallh, Aging DaisTon. Hemihaars Lisensling and Surveya
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Healthcare Lieshslpy and Suryeys .
| STATEMENT OF DEFICIENCIES {#4) PROVIDER/SUPPLIBRIOLIA (4] MULTIPLE CONSTRUSTION : {43 DATE SURVEY
AND PLAN OF GORREQGTION IDENTIFICATION NUMBER: A BUILDMNE ) GOMPLETED
: c
ALFO14 B, WING 1272312014
NAME OF PROVIDER DR BUPPLIER STREET ADOREGS, CITY, STATE, ZIP CODE
1072 HORTH 22ND STREET
| SPRING WIND ASBISTED LIVING COMMUNITY LARAMIE, WY 62072
G SUMMARY STATEMENT OF DEFCIENGIES oo PROVINER'S PLAN OF GORRECTION b
PREFIX (EAQH DEFIGIENGY MURT EE PRECEDED HY FULL TOPREFX {EACH CORRECTIME AGTION SHOU, BE COMPLETE
TaG REGULATORY DR LSO 1DBENTIFYING IMFGRMATION) YAG ; GROSS-REFERENCED TO THE AFPROPRIATE ; DATE
; DEFICIENGY) '
85081 Continued From page 17 1§60 .
* canisters were maintained In a safe manner : ;
! durlng three random observations, which affected !
| residents #7, #11, and #13. The findings were:
; ;
1 Cheervation on 12/22/14 at 4:30 PM showed six i
| unsecured "B" slze oxygen canistars on the floop ;
{ In tha raom of resident #7, Interview at that time ‘ X
{wihh GNA#1 showad the oxygan tanks ware "nol | :

| supposed o be thare,”

! Obsorvation on 12/22/14 at 4145 PAM showed one
; unsecured "B” slze oxygen canister in tha ropm of
presitient #11, Interview at that fime with the

! Adrminiater and DON verified the unsecurad

i oxygen canfsters sheuld ba iIn a comalnar, -

. Obsarvation on 12/22114 af 9 'M showed ane i
- unsecured "B” size oxygen danistar In [ raom of
: ragident #13, Interview &t that time with CNA $2

; veriiisd the unsecured exygen cenister should be
- In a contalner, but the CNAs were confused about
: whatl to do with empty oxygen canisters.

I

I Review of the facliity policy titled "6 xygen
{ Agsistanco & Administeation” dated Novernber ,
1 2014 showed "3, Oxygen tanks wil be secured N
. and stored upright & all firmes " i

; Acgording fo National Flre Protection Assoclation
- (NFPA}Y 83 {1093 editton): 4-3,7,1,1
Gylindars In service and In storage ahall be
Individually secured and iocalsd to prevent falllng
* or being knocked over.,

85107. Ch 12 Sac 9 {a){l-¥) Contrastual Svos Provided gajoy 35107 . )
W Contractual Services Provided Outside \1‘?

i Qutslde ALF Auth ;
: ALF Authority, i 01\
, Contraclual Services Provided Quiside Asslsted | i
: Living Faellty Autherily.  Reskienis in an i
Wyaining Dept of Health, Aglng Glvision, Healihoan: Licensing arid Bunveys :
STATE FORM g QAL : If continuaiion shest 18 of 20
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j @ssisted Iiving facility Ay recelve services from

' an outsida entity for care bayond that providaed for

1 or spocified in the Assisted Living Program

- Administration Rules, These servicss must be

. aranged by the appropriate profsssions! and be

: Insorperated Into the resident's assistance plan,

. The resident's choloe of providera must be
honored.

(8) Components of 'he cutside sarvica(s)
‘ gontract:

(i) Who will provide service(s);
(I What service(s) wil be provided;

() When the sanrvice(s) wilf be previded;

{v} How the sarvice(s) wlil be provided,
and

This State Rule and Regulation is hot met a5
" evidenced by;
- Based on medical record review and staff
- interview, the facilliy failsd to ensura an outslde
* sevvics contract was In placs far 1 of 1 aalple
. resident (#7) revawed for aulslde services, The
: findings wera:

! Review of the medical record for resident #7
 revealad services wara belng provided to the
" residenl by & hospice company.

- Interview with tha DON on 12/23M14 at 4 BM

- revealed thera wers no written- coniracta with

: outslde services because the resldent and/or
fernilies oontract wilh hosplce and homa health,
._hot the facility. Addltionsily, all communication

(v} Where the serviga(s) wili be providad;

_ FORM APPROVED
Healtheare Licensing and Surveys
STATEMENT OF DEFIGIENCIES | [X1) PROVIDERISUPPLIERIGLIA R2) MULTIPLE CONSTRUGTION X3) DATE SURVE
{ AND PLAN OF CORRECTION (DENTIFIGATIGN NUMBER; L a)ml.ume- ( jUOL%LSgTED Y
C
ALFO14 B, WING 121232914
NAME OF FROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE
1072 NORTH 22RD STREET
! ¢
SPRING WIND ASSISTED LIVING COMMUNITY LARAMIE, WY B2072
#9D SUMMARY STATEMENT OF DEFICIENCIES im T PROVIBER'S PLAN OF CORREGTION Pl
PREFIX ,  (EAGH DEFICIENCY MUST BE PRECEDED BY FlALL i PREFIX (BAOH GORREGTIVEACTION BHOULD BE 1 comp kT
ThG ! REGULATORY.DA LEC IDENTIRYING INFORMATION) TAG | nﬂoaavnﬁﬁﬁﬂsgcﬁfl Eo T‘:,'IEAF'PROFRIATE :  DATE
i EFICIENOY) :
56107 Conlinuat From paga 18 | s5107 Anaudit of Cifrent  TesiIaHE wag

lconducted  and  an  Outside Services
Contract completed: for those who were
non-gompliant,

A copy of the ALF Chapter 12 Seotion 9
rogulations concerning outslde services
was delivered to current servics providers
along with a copy of the facility Outside
Services Contract Form and will be given
to any Quiside Services providers who are
new to the facility. i

The LN staff was oducated on the ALE

Chapter 12 Section 9 regulations
sconcerning outside services by the CSI. ;

Newly hired LN staff will be oducated ol
the Outside Services Contract form during
their orfentation and training, g
A report will be prepared and presented
quarterly to the Quality Management
Committes for review and oorrective
action if nogessary until resolved. ;

!
'
|
X
;

Bl
i
1
'

v

Wyaming Do'pt of Health, Aging Divislen, Heclihoara Liconsing en¢ Surveys
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) FORM APPROVED
Healthears Lioensing and Surveys
GTATEMEMT OF DEFICIENCIES (K1} PROVIDERISUPPLIERICLIA (X2) MULTIPLE GONETRUCTION {44} DATE SURVEY
AND PLAN OF GORRE TION {BENTIFIGATION NUMBER i BUILDING: COMPLETED
c
ALFO4 B, WiNg 12/12372014
NARE OF PROVIDER OF UPPLIER STREET AUDRESS, CITY, STATE, 2IP 000K
: 1072 NORTH 22ND STREET
SPRING WIND ASSISTER LIVING COMMUNITY LARAMIZ, WY 8207%
KD BUMMARY STATEMENT QF DEFICIENCIES Pow | PRAVIDER'S PLAN OF CORREGTION S (x)
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION BHOULD Bg | COMPLETE
TAG ;  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG  t  CNOBE-REFERENGED.TO THEAPPROPRIATE i  DATE
i DEFIGIENGY) :
86107 | Continued From page 19 85107 |
! with outslde facilities wes verbal, not written. [
1t Intorviaw with.the Administrator an 12/23/14 at :
i 8.30 PM verified there wara no wiitten contracts ;
!'whh autslde services. |
;
i
! i
. !
i !
i |
, t
; ?‘
) ,
f !
I
i |
; : J l
Wyoning Qept of Heallh, Aping Tivition, Healhaars Lizensing and urvays
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