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Rules and Regjlations utilized for this survey are;

Rules and Regplations for Program
Administration pf Assisted Living Facilities,
| Chapter 12, effpctive 12/12/2007

Rules and Regplations for Licensure of Assisted
Living Facilitieg Chapter 4, effective 06/26/2001
Asurvey was cpnducted by Healthcare Licensing
and Surveys or} 5/4/16. The survey was prompted
by complaint infakes LIC-16-008 and LIC-16-0089.

The following cpmmon abbreviations were used
throughout thisjdocument:

ADLs: Activitigs of daily living
ifigd nurse aide
CSD: Clinica} service director

Q
Z
b
()
Q

=
=

85020] Ch 12 Sec 7 (b}{i)(A) Assisted Living Facility S5020 | §5020 CH 12 Sec 7 {b)()(A)

(ALF) Core Sefvices Assisted Living Ficility (ALF) Core
(b) Resident Absessment and Services. The Services ’
staff/contract Registered Nurse (RN) shall
: conduct initial gnd, at a minimum annually, an . . i :
i aceurate, standardized, reproducible assessment A)Corrective Actiops: Resident #1 was
of each residert's functional capacity, physical discharged on 5/5/1¢, one day after HL$
assessment arkl medication review. survey. No actions yere taken to correcit

this ALF because §f the timeliness of
() The confpletion of the ALF 102. discharge of resident}#1.
(A) Thefurrent version of the ALF 102 is

the designated|screening tool. The form may be Resident #2 ALF hap been updated as O:f

updated and/ofrevised periodically by the S/6/2016.
Program Divisipn. Providers will ba notified of £15/6/2016
changes in thefform. The following guidelines , ) .
apply to the ALF 102; B)To identify other jresidents having the
potential to be affecfed and to ensure the
(1) THe ALF 102 is only valid if deficit practice ddes not recur, the
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person by an

(IV) A newALF 102 shall be completed
at least annually, and when there is a change in
the resident's gondition.

' This State Rulg and Regulation Is not met as

was accurate
The findings

' 1. Medical recgrd review showed resident #2 had
a functional sgfeening assessment for assisted
living completdd on 4/4/16. The resident was
determined to pe independent with mobility,
including trangfers. The foliowing concerns were
identified:

a. Review[pf the care plan dated 4/4/16
| showed the refident required support of 1-2 staff
members to trinsfer toffrom bed, lounge chalr,
wheelchair, arkl on and off the toilet.

b. Review
1721716 and 4
; staff assistande with transfers and positioning in
with CNA#1 on 6/4/16 at 2:35
he resident needed physical
bt least one staff member for

PM canfirmed}
gssistance of
transfers.

of the nurse's notes dated between
27/16 showed the resldent required
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$5020| Continued Frorp page 1 $5020 community Registdred Nurse or LPN
completed withln forty-five (45) days prior to wher; applicable by regulation. or Nursge
admission an:j};—,ere is no change in the Practice Act, shall pvaluate/document at
resident's condtion. least annually on the ALF 102 and with
: any significant chafige in condition the
() Tpe ALF 102 must be completed services that each fesident is receiving.
and signed by n RN. Services should be thodified as needed fp
th ident's .
(1)) The ALF 102 may be completed rn;:;:; ent © rest entﬂ‘ needs cl:) 2:1 E:i:g
telephonically; however, it must be verified in ’ peta

assessments/evaluatipns should indicate
status with brief cpmments to describie
any change in condifion.

C)To ensure sysfemic changes are
implemented, and dvaluate the plan for
effectiveness, the Efecutive Director and
Clinical Service Dfector will audit, at
random, a minimurr| of 3 charts monthly
to ensure consistericy between servicas
being provided, th¢ ALF 102 and the
resident care plan. [These audits will be
integrated into the QA program, with the
first audits schedfiled for June and
continue at minimum of six months. All
audits completed qach month will be
documented to track|completion.
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2, Medical recofid review showed resident #1 had
a functional scrpening assessment for assisted
living completefi on 3/1/2016. The resident was
determined to §b intermittently confused and/or
agitated, occagjonally Incontinent, independently
opriately able to transfer and/or
¢r without a device. Additionally,

a diagnosis of COPD [chronic

obstructive pulfnonary disease] and did not

 require oxygenjadministration by facility staff, The

following concqrns were identified:

a. Review §f the care plan dated 3/1/2016
revealed the reident had a diagnosis of
demantia, wasfincontinent of bladder and bowel,
did not wear ingontinence products and needed
assistance to thie toliet,

b. Review pf a nurse note dated 3/22/2016
disclosed "[Re§ident] has had Increased

| confusion aftefimaving in. [Resident] has been

incont [incontifent] of B & B [bowsl and bladder]
and unable to nderstand how to help clean
[herselfihimsel] up. [S/he] has needed help with
tolleting and gelting dressed in the morning."

¢. Review pf the nurse's notes from
3/23/2016 thr§i4/10/2016 showed an increase in
confusion andjan increase In the need for
assistance with ADLs including incontinence care.

14/2B/2016 revealed the need for
continuous mqpitoring, tolleting every two hours,
redirection, anfl reminders to wear oxygen.

3. Interview h the administrator and CSD on
514/16 at 4:10fPM confirmed the ALF 102 did not
accurately reffect these residents' care needs.

Ch 12 Sec 7 (B)(I)(A-K) Assisted Living Facliity
{(ALF) Core St lb'vlces

§5020

55054 S5054 Ch 12 Sec 7

e)(I)(A-K)
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§5054{ Continued Frany page 3 55054 Assisted Living Fheility (ALF) Co

insuranca ide

request ‘
(i} Each fol pr shall include the following:

{A) Info nation from the referring agent, if
applicable; :

(B) Hist ry and physical performed by a
physician or physician extender;

(C) Indifldual admission form. The form
shall, at a mini;hum, contain the following
information: |

(I F ]l name of resident and former

address;

(I ; te of admission;

i) fex, race, date of birth, soclal
security numbdgf, and former occupation;

er of relative, friend, Power of
rdian;

(V) Hame, address, and telephone
number of resiflent's personal physiclan, dentist,
or optometrist;

Medicare number of other medical
ifying data;

Services

A)Corrective acti
deficit,
4/1/2016 will be rep
licensing agency by
B)Effective immed
involving injury or oy
the Healthcare Licen

C)An internal checkK

has been developed| and will be used to!

ensure  reporting

checklist will be iL

consistently for am
systematically char
incident reporting, 4
basis.

D)To ensure correg
sustained, the ED ar
reporting. These aud
into the QA prograr

safety meetings. A discussion of incidents

and reconciliation
reporting will take
safety meeting,

effective at the Jung

and will continue for a minimum of 6

months.

all incidefts dating back to

fhis  will

s: To correct the

rted to the healthcane
b/30/2016 :

ately, all incidenté,
pt, will be reported to
bing Agency. '
list for fall reporting]
of incidents, This
full use and used:
imum of 60 days to|

ge the process of
ind on an as needed

Jion is achieved and
d CSD will audit fa)l
its will be integrated
h during the monthty

of incidents and
blace at the monthly
become
2016 Safety meeting

6/30/2014
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Continued Fro page 4
(VIl) R written Inventory of all personal

! possessions; hpwever, this inventory need not

include personyl clothing.

(D) Alle cidents. injuries, incidents,
finesses, and 3llegations of abuse, neglect or
exploitation shll be reported to the resident's

i family or respo stble party and be documented In

the individual rgsident records. All such
occurrences siall also be reported to the
appropriate en | for follow up and resolution.
Reports of all ifcidents affecting the health,
welfare or safey of a resident shall be provided to
the Licensing Qlivislon immediately (within one
business day).J|Reporting shall be done by
telephone or fgx. The facllity's investigation.of
the incident shisll be reported to the Licensing
Division and te Long Term Care Ombudsman
within fiva (5) Jorking days. Documentation to
support the fadliity reporting the situation and
follow-up musfalso be present in the resident
records;

(E) An iccounting of all personal funds
deposited withfiand disbursed by the facllity;
1

Q) bon written authorization of a
client, the facifty must hold, safeguard, manage
and account f4 !k'the personal funds of the client.

(1) The faclity must deposit any
personal fundg§ in excess of $100 in an interest
bearing accoynt.

(3) The facllity must establish and
maintain a sygtem that assures a full and
complete andfgeparate accounting according to
generally accdpted accounting principles of each
resident's perfonal funds entrusted to the facility.

$6054
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$5054; Continued Fro 'page5

Y |
a personal fund
facility must co
s funds a final 3
individual or prq
resident' s estd

Upon the death of a resident with
deposited with the facility, the
vey, within 30 days, the resident'
ccounting of those funds, to the
bate jurisdiction administering the

i

| (4} The facility must not impose a
t charge againstfhe personal funds of a resident

(G) The §
individualized gsistance plan;

i§s of all applicable resident
acts, signed by both parties;

(1) Writte
| and explanatio

responsibilities};if applicable.

This State Rulg and Regulation is not met as
evidenced by: |
Based on med al record review, staff interview,
review of Licerpsing Division logs, and review of
incident logs trje facility failed to report incidents
or accidents affecting the health, welfare or safety

85054
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55064 Continued Fro :page6 §5054

of the resident § the Licensing Division, for 3 of 4
sample residenfs (#1, #4, #6).
]

The findings we j?e:

1. Review of th ‘ nursing/progress notes for

resident #1 rev aled three separate falls occurred
/302018, and 4/25/2016.

Licensing Division reporting
016 showed only one of the

8. Interview wi

revealed that
needed o be
falis that did nd

e thought only falls "with injury”
pported. She further confirmed
rasult in injury were not reported
Division.

. b facifity's incident log recelved on
| 5/4/2016 revedled 23 falls between 4/1/2016 and
4/30/2016. Reflew of the Licensing Division
reporting recolis revealed that 2 falls had been
reported to Heplithcare Licensing and Surveys

during the sal §atlmeframe.

)
%

|

§6095 Ch 12 Sec 8 (
Provided by L

(i) Services Which Cannot Be 55005 $5095 Ch 12 Sec 8 {a)(i)
el | Services Which Capnot Be Provided by
Level 1 %

Services which
Asslsted Livin

Wyoming Dept of Health, Aging
STATE FORM

cannot be provided by the Level |
Facility staff,

i
Division, Healthcare Licensing and Surveys
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S5095 | Continued Frorh page 7 $5005 A)Corrective Actidus: Coordination of
j outside services andfor discharge planning
(a) The followirfg services cannot be provided: {fe:r?d?x?g gﬂr fgafﬁm #2. (I;antlily éms
] ified o ¢ need to hirg
(i) Continudus assistance with transfer and additional caregivefs or relocate to 4
mobility; skilled nursing facillty. ED and CSD mﬂi
' [i ‘ with Resident’s son fon 5/11/16 to explain
Thllg Statz SU! :and Regulation is not met as regulations and | options. Son i
evidenced by: investigatin the t  of i
Based on caregiver interview, staff interview, HBatng ¢os . p{lva;e
- ! e caregivers- and a 30 day notice will b
medical recordjreview, and review of the facility's issued no later than |6/3/2016 if sufficient
policies and priicedures, the facility failed to . . . [ sutliciem
ensure 1 of @ sample residents (#2) did not private care is not a yiable option.
require continupus asslstance with transfers and 11 6/3/2016
mobliity. The fiRdings were: B)Effective immed|ately - To identify
o other residents whe require continuous
A unction! solpening assessment for asisted assistance and mobifty and so the defict
ti , it
living comple! =z' on 4/4/16. The resident was gac. ':e C(iiocs ;;Ot rdeur, The Cmmnun“:y
determined to Je independent with mobility. egistere use} or  LPN where
Further reviewfshowed the resident was applicable by regulafion or Nurse Practice
intermittently nfused and medically stable, The Act, shall evaluatp/document at least
following concgrns were Identified: annually and with ahy significant chang
, ge
a. Review bf the care plan dated 4/4/18 . T e
showed the refident required support of 2 staff %n conc?n}on the se.rv ces that each res1.de1;t
members to trfnsfer to/from bed, lounge chal, 1§ receiving. Servicds should be modified
wheelchair, o ] nd off the toilet, and to assist the as needed to meet [the resident’s needs.
legs Into bed. Further review showed the resident For each residejpt, the completed
had g“;:‘ei ca fg:voer;%ngesl?hdakAg ey assessments/evaluatfons should indicate
. Review pf "Ou ealthcal =] . :
Service Acknopviedgement” dated 1/21/16, Statush w'th.bnef d(': mments to descrlbe
1/22/16, and 1J25/16 showed the resident was any change In condrgion.
receiving outsiie services to assist with "ADLs, :
toileting, transiers.” Further review showed an C)Effective immediately - Discharge
"Qutside Heal ca::'eAgency Service i planning, or confracting of outside
Acknowledgerfient” dated 1/21/16 showing the services will be fnitiated when the
: E:?g:gg‘gg)s F ' eiving hospice services "PRN residents needs excged the ability of the
c. Reviewpf the nurse's notes dated bstwesn ggg::;mg t(\)’v;afelythprowd% care to ﬂée
1/21/18 and 4@7/16 showed the resident required i en jthe residents needs
' staff assistang with transfers, mobility, and exceed the scope off care the Community
Wyoming Dept of Heallh, AgingjDivision, Healthcara Licensing and Surveys :
STATE FORM ; L 4URH11 It contination shest 8 of 13
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x40 | SUMMARMSTATEMENT OF DEFICIENCIES D PROVIDER'S PLAMIOF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE RGTION SHOULD BE COMPLETE
TAG REGULATORY §iR LSC IDENTIFYING INFORMATICN) TAG CRDSS-REFEREggggbg%EAPPROPRIATE DATE
85085 Continued Fron ]page 8 $5085 is licensed to proviﬂE. Discharge planning
positioning In bgd and chalr. will be initiatgd when transfer assistandg

d. Interviewdwith CNA #1 on 5/4/16 at 2:35 becomes continuoup. Services provideq
PM revealed th§ resident required physical by outside agencies bvill be detailed in thig
assistance of afleast one staff member for Edgewood outside [Services Agreement

| transfers. Furthpr, when the resident did not have Discharge planning] will be printed and
¢ a private duty c regiver present, the facility staff made available in thé chart. :
provldeldtthe a 1slt:r;;e. 4 ;

e. Interviewwith the resident's private duty . :
caregiver on 6/ 16 at 12:40 PM revealed the .D)Tlo ensure  systemic  changes arg
resident had priate caregivers to assist 3 times a implemented, and dvaluate the plan fos
day for one hoult shifts. She further revealed not effectiveness, at rigk residents will by
all available caregiver shifts were able to be filled. assessed and reviejed by the CSD and

f. lqterview ith the administrator and CSD ED, these reviews Will be integrated intd
on 5/4/16 at 4.0 PM confirmed the resident ; . :
required a high br level of care than was the remd??t update peetings as part ofogr
appropriate for he facility. They added the communities QA pjogram, held at least
hospice servicgs consisted of a nurse who monthly. First megting is scheduled for
provided nursing services as needed. They June. This practice] will continue for &

| further revealed they had not started discharge minimum of 6 montHs.
} planning. ;
2. Review of thi policy and procedure titled
"Admission Polley- Assisted Living/Independent
Living," dated 12015, showed "G. Discharge: 1.
"When the resifent's needs exceed the ability of
the Communityjto safely provide care to the
residant... or wiken the resident's needs exceed
the scope of cate the Community Is licensed to
provide, discha ge planning Is Initiated."
§5089 Ch 12 Sec 8 (a "(v)(A-C) Services Which Cannot | §5099 $5099 Ch 12 Sec 8 (a)(v)(A-C)
Be Provided BylLevel | Services Which Capnot Be Provided by
Services whichjcannot be provided by the Level | Level 1
Assisted Living racility staff. ;

The followirk . tb dad: A) Corrective Actipns: Resident #1 has

(8) The followi g services cannot be provided: been discharged to |skilled nursing, and

L then subsequently tiken to her family’s

(v) Care of i sident who is on continuous home with 24 hour care and hospice

Wyoming Dapt of Heslth, Aging @ivision, Healthcare Licensing 8nd Surveys T
STATE FORM ‘ o AURH1 If continuation sheet © of 13
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$5099| Continued Fronyl page 8 $5089 services as of 5/5/16  All discharge plan
oxygen, if; ! and or conversationf will be documente
; in the chart rather thjn via email. |
(A) The fesident is unable to determine if | 5/512016
oxygen Is on orjoff; B)Effective immedigtely, to identify othéj
L ' residents who fequire  continuous
\ (B) The fesident is unable to adjust the monitoring of oxygkn and so the defici
: flow or turn the xygen on or off; practice does not rdcur, The Communits
(C) Conffuous monitoring Is required. Registered  Nurse| or LPN  wherg
! applicable by regulafion or Nurse Practice
Thlic? Stat: Sul and Regulation is not met as Act, shall evaluatf/document at least
evidenced by: | : ‘. e
Based on stsz terview, medical record review fmnualb.(.and with apy significant Ch.an ge
and review of f3cility policies and procedures, the in condition the servjces that each resident
facility falled to Bnsure a resident did not require Is receiving. Servicgs should be modified
continugus mo toring of oxygen for 1 of & as needed to meet fhe resident’s needs
sample residengs (#1) on oxygen therapy. The For each residept, the completed
findings were: assessments/evaluatipns should indicate
1. Medical recolid review showed resident #1 had status with brief cgmments to describe
a functional sciening assessment for assisted any change in conditjon. '
living completed on 3/1/2016. The resident was
determined to e "intermittently confused and/or . . o
agitated", and yias “medically stable”. Further, the C)Discharge plannifjg, or contracting of
resident had a gliagnosis of COPD (chronic outside services will be initiated when
obstructive pulrponary disease) and did not the residents needs pxceed the ability of
require oxygen pdministration by facllity staff. The the Community to shfely provide care to
following concgns were identified. the resident or wheg the residents needs
showed e reslent e 3 dagnosts of daments exoeed the scope ofjcarc the Community
b. Review ¢f nurse's notesgdated 3/3/2016 ls.lﬁcel’: SEd. to .prov'd“‘ DISCharg? P ].amm?’
thru 3/2672016 fhowed the resident needed will be initiated hen monitoring off
continuous remfinders to wear oxygen and was oxygen becomes _gontinuous. - Services
confused and I§thargic. provided by outside agencies will be
¢. Review df the nurse's note dated 4/8/2016 detailed in the Edgevfood outside Services
and timed 7:01JPM revealed "Resident sitting on Agreement. Discharpe planning will be
couch sloucheover sleeping. Oxygen tubing and printed and made avdilable in the chart.
cannulaon C i reports oxygen saturation of '
77%. RN assegsment: resldent did not turn on
oxygen conce ator"
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850994 Continued Fronj page 10 S5089 D)To ensure sysfemic changes am
| d.Review df a nurse’s note dated 4/13/2016 implemented, and dvaluate the plan fof
showed the CSP informed tha resident's family effectiveness, at rifk residents will b
that the "residegt's care is beyond facllity scope of assessed and review
- assisted living gnd without significant change we ED theesea:evifwzlw ?g 5 y.ﬂ:e CSI; 2 11;
will need to findlaiternative placement.” | e reet S ypill be integrated It
. Review cf the nurse's note dated ! the rcsndf:r?t update rIeetmgs as part of ou
4/25/2016 showed the resident was found on the . communities QA pfogram, held at leas
floor with an oxjgen saturation of 71-75%. "Per monthly. First megting is scheduled fo:
CNA oxygen was not on when res [resident] on June. This practice} will continue for .
fioor" and, In adkition, the CNA reported "Res freq minimum ofp6 ontlls contimtie tor
[frequently] remfoves oxygen during the noc )
[night]." :
f. Review ofithe nurse's note dated 4/27/2018
showed "Conti les to remove oxygen. Oxygen
sats [saturatior] decrease to 60's."
g. intervielwith the CSD on §/4/2016 at 4:09
PM revealed th ; resident was on a walling list for
a skilled nursing facllity.
h, Review ' the medical record on 5/4/2016
showed no eviq ence of discharge planning, such
as documentat pn related to actively seeking
alternative plaggment or a discharge notice.
2, Review of thj policy and procedure titled
"Admisslon Po : y- Assisted Living/Independent
Living,” dated 42015, showed "G. Discharge: 1.
i "When the resifient's needs exceed the ability of
the Communi ‘ o safely provide care to the
resident... or w hen the resident's needs exceed
the scope of cgre the Community is licensed to
provide, dischafige planning is initiated."
55101| Ch 12 Sec 8 (ali(vii) Services Which CannotBe | 55101 |
Provided By Lewel | $5101 Ch 12 Sec|8 (a)(vii) Services
, ! Which i
: Services whichjicannot be provided by the Level | Cannot Be Rrovided by Level 1.
Living[Facility staff. . . . f
Assisted Livin gF ty A)Corrective Actions: Resident #1 has
(a) The followi P services cannot be provided: been discharged to |skilled nursing, and
then subsequently tdken to her family’s
Wyoming Dept of Health, Aging Rivision, Healthcare Licensing and Surveys
STATE FORM eew 4URH11 It eonﬁnua@m sheet 11of13



Jun *03 2016 03:09PM HP Fax Spring Wind 13077458191 page 13
f PRINTED: 05/18/2016
. ; FORM APPROVED
galthcare Licensing andiSurvevs
STATEMENT OF DEFICIENCIES || | (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE; SURVEY
AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: A BUILDING: COMPLETED
. c
| ALF014 - WING 05/04/2016
; !
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE i
i
1 1072 NORTH 22ND STREET
SPRING WIND ASSISTED LV I
ASSISTE ING COMMUNITY LARAMIE, WY 82072
(X4) ID ! SUMMARYIBTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN [OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY IR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED JO THE APPROPRIATE DATE
i DEFICIENCY)
85101 Continued Fronjlpage 11 S5101 home with 24 hofr carc and hospick
! services as of 5/5/16f All discharge plan§
i) Incantifence care by facillty staff: and or conversationd will be documentef
% in the chart rather thqn via email.
This State Rulejand Regulation is not met as

1. Medical reco y review showed resident #1 had

| showed the resjlent had a diagnosis of dementia,

- that the "reside t‘s care Is beyond facllity scops of

. showed no evigence of discharge planning, such

evidenced by: 1

Based on staff terview, medical record review
and review of the facility policies and procedures,
the facility faileqito ensure residents did not
require incontinpnce care by facllity staff for 1 of §
sample residenfs (#1) with incontinence. The
findings were:

a functiona! scrpiening assessment for assisted
living completed on 3/1/2016, The resident was
determined to e independent with mobility and
had occaslonalincontinence requiring "occasional
help fo clean sdf."

a. Review ¢f the care plan dated 3/1/2016

was inconfinengiof bladder and bowel, and
needad assistahce to the toilet

b. Review qf the nurse’s notes dated
3/22/2016 thru §/10/2016 showed an increase in
confusion and gn increase in the need for
assistance withADLs including incontinence care,

¢. Review ¢f a nurse's note dated 4/13/2018
showed the CHD informed the resident's family

assisted living gnd without significant change we
will need to fingqaiternative placement.”

d. Review ¢f nurse's note dated 4/15/2016
and timed 3:30JPM showed the resident required
staff to "toilet efery two hours."

e. Interviewiwith the CSD on 5/4/2016 at 4.09
PM revealed th residsnt was on a waiting list for
a skilled nursin ' facliity.

f. Review of the medical record an 5/4/2016

as documentatjon related to actively seeking

B)Effective immedfately, To identify

other residents who
care by facility staj
practice does not re
Registered  Nurse

require incontinencs
f and so the defici
bur, The Community
or LPN whert

Act, shall evaluat
annually and with a
in condition the serv

is receiving. Servicep should be modified

as needed to meet
For each
assessments/evaluati
status with brief cqg
any change in condit

C)Discharge plannir
outside services wi
the residents needs
the Community to
the resident or whe
exceed the scope of

applicable by rcgula{on or Nurse Practick

residedft,

s‘chly provide care td)

/document at leas
y significant changg
ces that each resident

the resident’s needs
the completed
pns  should  indicaté
mments to describg
on. "

g, or contracting of
I be initiated when
exceed the ability of

the residents needs!
care the Community

is licensed to provid

will be initiated whey incontinence care is

being provided by
provided by outsi

detailed in the Edgefood outside Services
Agreement. Discharfe planning will be

printed and made av.

. Discharge planning

cility staff. Services
agencies will be

lable in the chart.

5/5/2016
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$5101{ Continued Frory page 12 $5101 D)To ensure sysfemic changes ar¢
alternative plackment or a discharge notice. implemented, and dvaluate the plan fof
! effectiveness, at rigk residents will be
2. Review of the policy and procedure titled assessed and reviewed by the CSD and
"Admission Polpy- Assisted Living/Independent ED, these reviews will be integrated intp
Living," dated 1§2015, showed "G. Discharge: 1.

g the resident update nfeetings as part of our
"When the resident's needs exceed the ability of

o safel id to th communities QA pgogram, held at leas’g
° st:e iyep'rg:nfes?er:d: exgeed monthly. First meefing is scheduled far
entheeco::munity s licensed to June. This practicefwill continue for a

e planning is Initiated.” minimum of 6 montlfs,
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