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{S 000} Opening Comments {8 00C} )
§5020 Ch 12 Sec 7 (b)(1)(A) Assiste]
Rules and Regulations utilized for this survey are: i
Rules and Reguiations for Program ) . .
Administration of Aésisted Living Facilties, The comective action(s) thar will be
Chapter 12, effective 12/12/2007 accomplished for residents #6 and #7,
who have been identified to be affecte
Rules and Regulations for Licensure of Assisted by the deficient practice, will be to ensu
' Living Facilities, Chapter 4, effective 08/28/2001 that a new ALF 102 and Nursin
. ‘ Assessment is completed and signed by
A post-survey offsite survey to the 3/15/17 an RN to accurately reflect the change ¢f
complaint survey was conducted by Healthcare o .
6/27/17,
: The corrective action that will be taken tp
! The following abbreviations are used throughout identify other residents from being
the document: affected by the same deficient practicg
.  Assistant will be to retrain nursing staff on the toolg
g:A g:rtzgtzdre%um?ge sistan we have in place, used in conjunctio
) g with our Change of Condition policy,
Less commonly used abbreviations will be which will prompt the completion of
annotated in each deficiency. new ALF 102 and Nursing Assessmen:
‘ form by the RN. Additionally, an in;
{85020} Ch 12 Sec 7 (b)(I{A) Assisted Living Facllity | {85020} {service will be held with nursing staff t¢
(ALF) Core Sarvices educate them on identifying and reporting
, . a change of condition.
(b) ResldentAssessment and Services. The
staff/coniract Registersd Nurse (RN) shall 7118/201%
conduct initial and, at & minimurmn annually, an
accurate, standardized, reproducible agsessment . .
of each resident's functional capacity, physical Measures that will be put into place 1
assesament and medication review. ensure that deficient practice does not
recur will be for Alert Charting and
(i) The completion of the ALF 102. fncident reports to be reviewed amn
) . documented daily during morning Stand
(A) The current version of the ALF 102 is p meetings to identify residents wh ;
the designated screening tool. The form may be have had han. ¢ diti
updated and/or revised periodically by the jad a change of CONGILOL, a}
Program Division. Froviders will be notified of identified in ovr policy, and are in need o
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Continued From page 1

changes in the form. The following guidelines
apply to the ALF 102,

(h The ALF 102 [z only valid if
completed within forty-five {45} days prior to
admission and there is no change in the
resident's condition.

(Il The ALF 102 must be completed
and signed by an RN.

() The ALF 102 may be completed
telephonically, however, it must be verified in
person by an RN,

(V) Anew ALF 102 shall be completed
at least annualy, and when there Is a change in
the resident's condition. ’

This State Rule and Regulation i not met as
evidenced by:

Based on medical recerd raview, policy and
procedure review, and staff interview the facility
failed 1o ensure the Assisted Living Facility (ALF)
102 was completed afier a resident change of
condition for.2 of 10 (#8, #7) sample residents
with a change of condifion. The findings were:

1. Review of the medical record for resident #6
showed the ALF 102 was last completed on
8/17/16. The resident was marked as -
"intermifténtly confused or agitated " Review of
the RN assessment last completed on 8/17/16
showed the resident was marked as "socializes
appropriately.” The following concerns were
identifled:

a. Review of a "Physical Therapy Diecharge
Assessmient with Oasis Elements” dated 2/12/17
under section M1720 showed the resident had

impaired decision-meking, exhibited verbal

(s50203 | anew ALF 102 and nursing assessment fo
be completed.

The effectiveness of this practice will be
evaluated weekly during the Health
Services Review Schedule Audit which jis
part of our Quality Assurance program.

71717

7/26/20
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 §5023 Ch 12 See 7 _(b)i¥)A-Q)
- Assisted Living Facility (ALF) Cone

' The corrective action(s) that will t
‘accomplished for residents #6 and #7.
who have been identified to be affectéf
by the deficient practice, will be to ensur
that a new Nursing Assessment
completed and signed by an RN
“accurately reflect the change of conditio ;
 for these residents. - 7/20/2047

ot ok

| The corrective action that will be taken t
dentify other residents from bein
affected by the same deficient practic
will be to retrain nursing staff on the tools
{we have in place, used in conjunction
‘with our Change of Condition policJ)
{which will prompt the completion of &
inew ALF 102 form by the RN
Additionally, an in-service will be helq
with nursing staff to educate them or
identifying and reporting a change of
condition. 7/18/201%

=0~

The corrective action plan that will be T
accomplished to identify other residents
that have been affected by the deficient
practice will be to audit chart notes and :
1dcnt1fy residents that have had a change :
condition. The residents identified to
ave had a change in condition will have;
new ALE 102 and. 3,  Nursing!

TR : Xssessment completed by the RN 70207201 7
STATE FORM ' *gia MOCZ12 cantrwation sheet 4 af 7
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engure that deficient practice does n
recur will be for Alert Charting af
Incident reports to be reviewed and

have had a change of condition, :
dentified in our policy, and are in need 4
ia new ALF 102 to be completed.
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‘The effectiveness of this practice will He
‘evaluated weekly during the Heali
- Services Review Schedule Audit which i
part of our Quality Assurance program. § 7/26/20%7
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{85023} | Continued From page & (es023; | 85101 Ch 12 Sec 8 (a)(vii) Services
through 5/16/17 showed pericare was provided to Which Cannot Be Provided By
the resident on 16 occasions and transfer Level 1 '
assistance was provided 5 times. Further review «
showed the resident had fallen on 5/14/17 and The corrective action(s) that will pe
5/1817. accomplished for resi #7, wh
b. Review of a CNA note dated 5/15/17 been ?d entified rmr bzieraléfe . t;: dwbo :
during the B AM to 2 PM shift revealed "we lified oo . : y
[him/her] in and out of bed | almost dropped icient practice, will be place the
[him/her]." resident on a toileting reminder protociol
¢. interview with CNA#1 on 6/27/17 at 9:09 every two 10 two and one half hours, and
AM revealed the resident required total document any incontinence that is still -
assistance with fransfers, needed to be wheeled occurring. The CNA documentation will
to the dining room on a daily basis, and required be reviewed by the RN, and a new AIlF
incontinence care on a daily basis. . ’ )
102 and Nursing Assessment will be
3. Interview with the acting administrator on completed to determine if the resident is
! §/27/17 at 1:47 PM confirmed no other RN receiving services which cannot be
T assessments were available. provided by Level 1. 7/20/2017
4, Review of the "Change of Condition Policy &
Procedure” showad a gignificant change of A . ; ]
condition was defined as a "major deviation from jl(;hc gommﬂ‘;e acmn.;ba::'ﬂ;rbe mk;n. 0
the most recent evaluation that may affect identify other residents from being
multiple areas of functioning or health that is not affected by the same deficient practice
expected to be short-term and imposes a will be to monitor CNA charting fo
significant riek to the resident." Included as identify residents who are having frequent
| examples were; notable change in behavior, incontinence, and place them on |a
c?zn_gle li‘nlmer;tal statug,ifast c:gcllne maacétwlties toileting reminder protocol every two Jo
?qugutglgs' nereased inconunence, an two and one half hours, and document any
) incontinence that is still occurring. The
(55101 Ch 12 Sec 8 (a)(v) Services Which CannotBe | sstory | CNA documentation will be reviewed iy
Provided By Level | e RN, and a new ALF 102 and Nursing
Assessment will be completed fo
¥ Services which cannot be provided by the Level | determine if the resident is receiving
Assisted Living Facility staff. gervices which cannot be provided
) . i Level 1. 7/26/20Y7
(a) The following services cannot be provided:
Wyormning Dapt of Health, Aging biviston, Maalthcare Licansing and Surveys '
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8/3/16 showed resident £7 was determined to be
fraquently to fotally incontinent and unable to
manage the incontinence Independently. Review
of the 24-hour CNA communication log from

5110117 through 51617 showed pericare was
provided to the resident on 18 occasions. '

Interview with CNA#1 an 6/27/17 on 9:09 AW
revealed the resident required incontinence care
on a dally basis, Interview with the acting
administrator on 6/27/17 at 1:47 PM revealed the
residant has not had any acute illnesses.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION X6)
PREEIX (FACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYE
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICIENGY)
{85101} | Continued From page & (85101} | Additionally, the CNA staff will receiye
. e an in-service on the definition and act pf
{vl) Incontinence care by facility staff Perineal Care per the Nursing Assistant
This State Rule and Regulation fs not met as handbook which is used for CNA training
evidenced by: in the State of Wyoming to ensure that
Based on medical record review and staff proper documentation is occurring. 7/20/20
interview, the facility failed to ensure residents
ware appropriate for the core services level of The effectiveness of this practice will be
care for 1 of 10 sample rasidents (#7) who .
requlred incontinence care by the facility. The evalqated Weel.dy during the Health
findings were: Serwpcs Review  Schedule  Audit,
. : : o identified as a significant change in
Review of the ALF 102 assessment completed on condition. 7/26/20
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