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Opening Comments

' Rules and Ragulations uiilized for this survey are:
| Rules end Regulations for Program
Administration of Assisted Living Facilitfes,
Chapter 12, effective 12/12/2007

Rules and Regulations for Licensure of Assisted
Living Facilities, Chapter 4, effactive 06/28/2001

{S5021}, Ch 12 Sec 7 (b){ii)(A) Assisted Living Facility (alf)

Core Services

i (b) Resldent Assessment and Services. The

; stafficontract Registered Nurse (RN) shall
conduct Initial and, at a minimum annually, an
accurats, standardized, reproducible assessment
! of each resident's functional capaciy, physical

. assessmant and medication review.

i

? (i) Admission orders. A resident shall be

. \ admitted only if accompanled by a history and

' ! physical completed by a physician extender within
ninety (90) days prior {o admission. The facility
! shall conf rm the resldent's medication regimen

, { and special reatment orders al the time of
admsssmn

; (A) Addmission orders shalf include an
+ order for TB screening, influenza and
: pneumococcal immunization status and others
! for immunizatlon If required, unless
' contraindicated. The facility must develop and
" implement policies and procedures to ensure the
E following:

() Residents, or their legal
: representative are educated regarding the risks
1 and benefits of these immunizations.

{S ooD}

{55021}
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{85021} Continued From page 1 {55021) :
‘ (I} The immunizations are offered ; 6/17/15
‘ uniessﬂm?dlcalkg cc:intraindicated or the resident is A. Resident #3 moved out of our .
- currently Immunized. facility on 6/15/15 and Resident
(1) 1f the resident is not vaccinated, the #6 moved out of our facility on |
medical record must reflect the reason, such as 6/17/13, f
medical contraindication or refusal. B. Request for oxygen orders will i
This State Rule and Reguiation is not met as ge a;:i_c:ed to the Physicians Order
! evidenced by: dcikcel. . , §
i Based on resident record review and staff C. Oxygen orders will be reviewed |
. intarview, the facillty failed to ensure physician at least every 60 days for
. orders for oxygen for 2 of 6 sample residents (#3, - compliance as part of the 60 day |
#0) who utitized oxygen. The findings were: Medication  Review, where i
! Interview with licensed practical nurse (LPN) #1 primary | pTOV.ld(:’l.'S- review |
1 on 6/8/15 at 1120 AM revealad residents #3 and res:dents. medications, make
i #5 utilized oxygen, Review of the records for both changes in orders, and providea '
| residents revealed no physician’s order for the signature. o
i oxygen, After looking in the records on 6/8/15 at i Dot :
' 11:35 AM, LPN #1 confimmed the lack of - O’g’f"? ";ders a‘ﬁn be reviewe
| physician's orders., quarterly for quality assurance,
{85054] Ch 12 Sec 7 (e)(i}{A-K) Assisted Living Faclility {55054}
{ALF) Core Services
i (8) Resident Records and Reports, Each |
- resident’s records shall be current, organized and :
, maintained in individual folders which shall be !
made avallable to the resident, the Licensing
; Division, or designated representative upon ;
| request. i
i ;
! (i} Each folder shall include the following: %
i .
; {A} Information from the referring agent, if \
. applicable, :
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{55054} | Continyed From page 2 {86054) !

. physictan or physician extender;

shall, at a minimum, contain the following
Information:

addrass;

{1} Daie of admission;

security number, and former occupation;

‘ (1) Name, home address, and

i Attorney, or guardian;

|

| ophthalmologist or optometrist;

| insurance Identifying data;

include personal clothing.

« the individua! resident records. Al such
| occurrences shall also be reporied {o the

(B} History and physical performed by a

{C) Individuatl admission form. The form

{1} Full name of resident and former

{11} Sex, race, date of birth, soclal

i telephone number of relative, friend, Power of

(V) Name, address, and telephone
number of resident’s parsonal physiclan, dentist,

i (V1) Medicare number of other medical

{VII) Awritten inventory of all personal
possesslons; however, this inventory need not

(D) Adl accldents, injurles, incidents,
ilnesses, end allegations of abuse, neglect or
exploitation shall be reported to the resident's
family or responsible party and be documented in

| appropriate entity for follow up and resolution.
i Reports of all incidents affecting the health,
| welfare or safety of a resident shall be provided to

Wyoming Depl of Health, Aging Division, Mealthcare Licensing and Surveys
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! the Licensing Division immediately (within cne
! busingss day). Reperiing shall be done by

, telephone or fax. The facility's investigation of
- the incident shall ba reported to the Licensing

1

Division and the Long Term Care Ombudsman
within five (8) working days. Documentation {o
support the facility reporting the situation and
follow up must also be present in the resident
racords;

(E)} An accouniing of all personal funds
deposited with and disbursed by the facility;

(I} Upon written authorization of a
client, the facility must hold, safeguard, manage
and account for the parsonal funds of the client.

(1.) The facility must deposit any
personal funds in excess of $100 in an interes|
bearing account.

{2.) The facility must establish and
maintain a system that assures a full and

. complete and separate accounting according to

generally accepted eccounting principles of each
resident's personal funds entrusted to the facility.

{3.) Upon the death of a resident with
a personal fund deposited with the facility, the

 facllity must convey, within 30 days, the resident’
: & funds a final accounting of those funds, to the

- individual or probate jurisdiction administering the
resident ' s estate.

(4.) The facility must not impose a

; charge against the personal funds of a resident

for gny item or service for which payment is made
! under Medicaid or Medicare except for applicable

. _ deductible and coinsurance amounts.
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00 | SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION T
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | comPLETE
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{56064} | Continued From page 3 {35054} !
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{55054} ! Continued From page 4 {56054} ;
: 6/24/15
(F) A signed copy of the resident's rights; A. Resident #6 moved out of our |
(G) The resident's assessment and B figh?f fofnhéfl';/ls. informed th :
individualized asslstance plan; . staff has been informed that
! the Licensing Division is to be |
i {H) Copies of all applicable resident informed within one business day !
Eassistance contracts, signed by both parties; of incidents which affect the i
H . 1 ? " 4
: {I) Written acknowledgment of the receipt 13;1dcnts health, welfare o ;
and explanation of all facility policies including safety. ’ o 5
admission/discharge policles; C. Staff working during the incident %
1 will inform the manager and/or
(J) Copy of all ALF 102's; and nursing manager of the incident
: {I) Copy of ouiside contractual lz?ﬁiwﬁy' Iv{anage'r .w_ﬂl then
| responsibliities, if applicable. call the Licensing Division and
i family to report the incident,
, D. Follow up of the incident will be |
. . reported by the manager to the |
g Z?iﬁe?‘utzetg ﬁ;ie and Regulation Is not met as Li ing Division and Long
| Based on incldent report review and staff ferm Carc Ombudsman within |
! Interview, the facility failed to report incldents five working days. :
 involving elopement to the Licensing Division for E. Thorough documentation will be |
! 1 of 6 sample residents (#6). The findings were: provided by all staff members !
‘ : . .. i
! Review of incident reports showed on 4/27/15 at involved with the incident and |
10:30 PM resident #6 was setting off door alarms placed i resident’s file, ) f
| trying to leave the facility. The resident was very F. The quality assurance coordinator |
| aggressive to staff and the police and family were (resident manager) will make :
called, On 5/1315 the resident was found N : TR
| migsing from the facility. The police were called Z‘::l lctael ! m(;lo:;]énu:;t:tlc:lt thl: i
 and found the resident about a block away. picte | : \ !
' Further review of the two incident reports showed next quality assurance meeting |
! no evidence the Licensing Division was nofified. (held quarterly) the coordinator
| Interview with licensed practical nurse (LPN) #1 will address all incidents and
| on 6/9/15 at 11:46 AM confirmed the resident has discuss ways the staff can
i been eloping fram the facllity, improve if needed, :
Wyoming Dépi of Health, Aging Division, Healthcarm Licensing and Surveys )
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$5100' Continued From page 5 S5100 :
H 1
85100 Ch 12 Sec 8 (a)(vi} Services Which Cannct Be $5100 :
Provided By Level | ;
J
Servicas which cannot be provided by the Level | ‘
Asslisted Living Facility staff. ’
g ty i 6/17/15

! (2) The following services cannot be provided:

{vi} Care of resident whose wandering
jeopardizes the health and safaty of the resident,

This State Rule and Regulation Is not met as
avidenced by:

Based on observation, incident report review, and
staff Interviaw, the facility provided care for 1 of 1
| sample residents (#6) with wandering behaviors

f which Jeopardized.the safety of the resident. The
j findings were:

i Observation on 8/9/15 at 11:15 AM upon entering
| the facility revealed an alarm that scunded when
 the front doer was opened.

}
i

Review of incident reporis revealed the following
for resident #6;

a. 4/27/16 1030 PM- resident selting off door
i alarms trying to get out...aggressive fo
| staff...police and family called.
‘ b. 5/6/15- resident tries to run away at least 1
to 2 times per day.

¢. 5/13/15- resident not in room; couldn't
find...police called, was found about a blogk
" away.

! Interview with licensed practical nurse (LPN) #1
. on B6/8/15 at 11.45 AM revealed resident #6 had
' been eloping from the facility. She stated the

' alarms on the doors were because of the

A. Resident #6 moved out of our

facility on 6/17/15. Family is in
the process of finding a facility

that c¢an accommodatec the
resident and prevent elopement
in the future,

We were in the process of working
with the family on transferring the
resident to a facilify thal is licensed
to handle residents with wandering
behaviors,
The manager will inform the family
of residents that our facility is not
licensed, nor does it have emough |
staff members to provide proper .
services 1o residents with wandering |
behaviors, If a resident attempts to
clope, the manager will provide a
specific date in which the family
must transfer the resident. These
steps are in place to prevent fature
wandering behavior incidents which
jeopardize the safety of a resident. -
The quality assurance coordinator |
(resident manager) will follow up !
with the staff in the quarierly meeting -

to take suggestions and offer |
improvements on how our facility |
handles  residents who  have!
wandering behaviors. i

|
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85100 | Continued From page 6 85100 ?

. resident. She further stated the resident eloped

 last night after 10 PM In the dark, and the family

ﬁnaliy found him/her. In addition, she stated the
' resident had efoped that morning without shoes
Fon. Additionally, the LPN stated the resident's
elopement was a concern because there was
sometimes only one certified nurse aide in the i
; building, and she couldn't leave to "chase down
: the: residant."

i |
i o
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