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5000 Opening Comments

Rules and Regulations utilized for this survey are:
Rules and Regulations for Program '
Administration of Assisted Living Facilities,
Chapter 12, effective 12/12/2007

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

‘ Alicer{éﬁré éurvey was cﬁn’dﬁi:ted b"y Healthcare
i Licensing and Surveys on 523117,

5006, Ch, 12 Sec 6 {¢) Personnel and Staffing
Requirements

living facility shail successfully complate, ata
minimum, a State of Wyoming Division of
Criminal Investigation (DCI) fingérprint

: background eheck and a Departrnent of Family
Services Central Registry Screening-before direct
resident contzct.

.

This State Rule and Regulation is not metas
evidenced by:

! Based on review of personnel fles and staff

< interview, the facility failed to ensure Division of

i Criminal Investigation (DC1) criminal background
. checks were completed for 2 of 3 employees

: (employee #1, employee #3) reviewed and failed
! to ensure the {DFS) central registry screening

; was-conducteg prior to resident contact for3 of 3
employees reviewed. The findings were:

1. Review of personne! files revealed no evidence
of DCI fingerprint background checks for

i employee #1, a cerlified nurse aide (CNA), and

{ employes #3, a GNA. During an interview on

: {c).Background checks. -All staff of the assisted -

S 000

$5006

i

E"‘.‘ha Facility will ensure that a?]

" current and new employees will

. iprovide all necessary documentation
i 1o the administrator And that al!
employees will consent to a Wyo.
Srate DFS Central Registry check,
Criminal background check and
fingar prints, prior to completing

' orientation and resident contact.
Management will monitor

i compliance through facility Quality
i L{&vssurance program.

}
! |
! !
: H
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$50061 Continued From page 1

| 5/23/17 at 12:36 PM the manager confirmed

! there were no DCI background checks for the

" employees. She stated she thought if she hired a
, CNA who had recently received their CNA

i license, she didn't need to do the check because
| it would have been done as part of the licansure

! procedure.

2. Review of personne! files revealed the
follawing:

a. Employee #1, a CNA, had a completed
ofientation checklist dated 8/31/14, The results of
the DFS central registry screening were dated
10117114,

b. Empioyee #2, a cook, had a completed
orientation checkiist dated 12/8/13. There was no
evidence of a DFS central registry screenjng.

c. Employee #3, a CNA, had a completed
onentation checklist dated 8/17/14. The results of
the DFS central registry screening were dated
a22114.

; During an interview on 6/23/17 at 12:36 PM the
manager confirmed the DFS screening results
were not received prior to resident contact for
employees #1 and #3, The manager stated she
did not have results of the DFS screening for
employee #2.

S5052 Ch 12 Sec 7 {d)(v}{A) Assisted Living Facility
(ALF) Core Services

‘ (d) Medications.
{iv} Medication assistance.

{A) The staff shall be responsible for
providing necessary assistance {0 residents
| deerned capable of self-medicating, but are

H

$5008

55082

1) A s1aff meeting will be held on 6/23/2017 with
current staff to review policy. All will sign and date a
copy of this policy that will be placed in their
employee file. A standard copy will be added to the

new employee hire packet, for new highers to read
and sign as well,

2) All current stafT will have finger prints and

background checks completed by 06/30/2017 and in
files by 07/15/2017

/Mw

:
:
i
!
|
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unable to do so because of a functional disability,
in taking oral medications. Non-ficensed staff can
only assist with aral medications, Medication
assistance may include:

(I} Reminding resident to take
medications;

(i) Removing medicalion containers
from storage;

() Assisting with removal of cap;

(IV) Assisting with the removal of a
medication from a container for residents with a
disability which prevents independence in this act;

{V) Observing the resident take the
medication; and

(V1) Documentation of observation.

This State Rule and Reguiation is not metas
evidenced by:

! Based on abservation, medical record raview,

and staff interview, the facility failed to ensure
residents were deemed safe for
self-administration of medications before staff
assisted them due to functional imitations for 11
of 11 residents in the facility (#1 through #11).
The findings were:

1. Observation on 5/23/17 at 1:04 PM revealed
certified nurse aide (CNA)} #1 assisted resident #9
with histher medications. The CNA brought the
bubbte pack of medications to the resident, and
punched a piil out onto a spoon. The resident
then put the spoon, with the pill on it, into hisfher

' mouth.

1) Staff meeting will be held

Assurance progran.,

06/23/2017, to educate staif members
by facility RN on rules and regulations
on type of assistance for each resident,
¢ | Management will monitor continued

¢ {compliance through facility Qualicy

A
{

: .
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" Cora Services

" (i) Adult Protection.

(ii) The facility must adhere 1o written policies
; and procedures that prohibit the abuse of any
! resident. Thase policies and procedures must
| identify how the facility will screen employees
1 before hirfing, ongoing in-servicing of abuse topics
i with employees, and a protocol that specifies how
| allegatians of abuse will be investigated. Each
| staff member must be accountable to report any
| suspicion or knowledge of abuse o the
i appropriate facility personnel immediately.

. This State Rule and Regulation is not met as
t evidenced by:

3) The Facility will ensure that all
current and new residents intake forms
will have as assessment done 1o
determine if the resides are dezmed
capable of self-administration of
medications, by residents physician and

“facility RN that will include reasoning

: for medication assistance and type of

.1 assistance needed. This portion will be

| added to the Medication Policy

 questionnaire and new resident intake

s form. This will 2ls0 be added to the

* current and new resident information

| packet by7/17117.

, Management will monitor compliance

* with the facility Quality Assurance

|28
o ) PRINTED: 06/02/20
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§5052| Continued From page 3 55052 P >
5 ) A ‘ 12) The faciiity will ensure that all Lﬂﬁa{ [ I A
: 2. Review of the medical records for sample - current and new residents intake forms ' ,“’\) 5 / -1
 Tesidents #1, #7, and #10 revealed no will have an assessment done to S
: assessment to determine if the residents were determine if the residents are deemed .
: deemed capable of self~administration of : nistrat m ?
Mo . ! A capable of self-administration of
i medications. An interview with CNA #2 on 5/23/17 | medications, by residents physician a d '
| at 1:23 PM revealed ali of the residents, including facility RN th :;' il inel g 4 20
{#1, #7, and #10, recelved medication assistance ity XN that will include reasoning
by CNASs. for medication assistance and type of
assistance needed. This portion will be -
3. During an interview on 5/23/17 at 1:28 PM the added to the Medication Policy ;
manager confirmed CNAs assisted alf of the questionnaire and new resident iniake i
residents with medication administration. She iform. This will also be added to the :
further stated none of the residents had an | current and new resident information
assessment to determine they were capable of ipacket. Management will monitor
i seif-administration of medications, but only " compliance with facility RN , Staff,
! needed assistance due ta physical limitations. land residsnt physician through annual
' reviews and upon significant change.
55070: Ch 12 Sec 7 (i)} Assisted Living Facility (ALF) $5070

i Based on review of palicies and procedure and | program. !
| staff interview, the facility falled to develop written
! policies to prohibit abuse. The findings were: .{
g Dont of Healih, Aging Dvision, Healihcars Licansg 200 Surveys
g::é?ﬂm o o Lo IKERT If tominuation sheet 4 of B
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85070 Cantinued From page 4 S5070 .
. - P 1) A policy has been developed to identify screen, ;. Ip
i Review of policies and procedures revealed no investigate, and provide inservice and accountabi}ity{' [ YA
poliey related o abuse. On §/23/17 at 12:27 PM, to prohibit abuse and will be implemented at staff
interview with the manager confirmed the facliity meeting on 6/23/2017. AWl current staff members will
did not have a policy to address abuse. be mmj‘i and orli.emed of this new policy, then will
. . B - sign and date policy and it will be added to individual
$5074| Ch 12 Sec 7 (j){fi)(A) Assisted Living Facility S5074 personnel files. This policy will alsa be added t‘(‘)"n:;
{ALF) Core Services : hl?‘_fdpﬂzkﬂsé Céﬁpif:s will also be giving to current
i ] » residents and family member, and also will be added
{j} Food Service and Nutrition. o ‘nm resi d?t— in rq@azion packet
(i) Food service supervision: ? I G
’ 3
i (A) Day to day responsibilities for food !
{ production and management of the dietary |
| services shall be assigned to a person with i
; autrition and food service management ‘
i experience equivalent to that of a Certified i
E, Dietay Manager. i 1) The Facility will see out an ! M
! This State Rule and Regulation is not met as s appropriate Dietary Management = =1
1 avidenced by: Program that meets state ) } F
! Based on staff interview, the facility failed to cequirements for that of a Certified i
. ensure the day to day responsihiliies of dietary { Dietary Manager. The facility will
- services was assigned 10 a person who was a 4 designate and individual staff
' certified dietary manager (COM) or the ;member to begm this program to
- equivalent. The findings were: | completion. Management will
. monitor staff member for completion
During an interview on 03123117 at 1:30 PMthe of said course to completion and
manager stated the facifity did not have 2 CDM or fcati sioht and in file. |
staff person who was the equivalent of a GCDM. !have certification on Siz :
§5079 Gh 12 Sec 7 (J(vil) Assisted Living Facily (ALF) | sso79 | |
Core Services ;
() Food Service and Nutrition, )

(vili} Cleaning and sanitizing of dishes and i
sitverware shall be dore by automatic :
dishwashers. z

Wyoming Dept of Health, Aging Division, Healthcare Licensing and Survays
STATE FORM haud 1K8R11 1 continustion sheet 509
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§5079: Continued From page § §5078
! This State Rule and Regulation is not metas
i evidencad by:
Based on observation and staff interview, the
facility failed to ensure monitoring of the dish
machine water femperafures to ensure the dish
machine was sanitizing dishes and silverware.
The findings were: ‘
Observation on 5/23/17 at 10:24 AM in the ‘ . U r P
kitchen revealed the faciiity had a residential 1) The facility manager will ensure {,,) % ,l H
under-the-counter automatic dishwasher. During that all atchen staff will be trained
. an interview on §/23/17 at 1 PM the manager on Food Code 2013 by U.S. Public
stated the dishwasher was a hot temperature Health Service, Food and Drug
machine but stated the facility did not use a administration 4-501.112 Mechanical
thermometer or thermolabel wash house equipment, hot water
{temperature-sensitive tape) to monitor the water sanitation temperatures. With
temperaturs. She confirmed the facility did not appropriate temperatures logged in \
have any logs to show monitoring of the water the sanitation logs placed in the
temperature. kitchen. location next 1o the dish
| According to Food Code, 2013, by U.S, Public washer. A digital thermometer has
Health Service, Food and Drug Administration, N E ored for t -
4-501.112 Mechanical Warewashing Equipment, e E ! or lemperatures,
Hot Water Sanftization Temperatures, "(A) Except tralning an momtgx:mg of
as specified in {B) of this section, in @ mechanical temperatures or 623717,
operation, the temperature of the fresh hot water Management will monitor :
SANITIZING rinse as it enters the manifold may compliance through facilities Quality
{ not be more than 80 degrees C (194 degrees F), Assurance Program i
! or less than: (1) For a stationary rack, single - =
: temperature machine, 74 degrees C (165
| degrees F); or (2) For all ather machines, 82
degrees C (180 degrees F)."
85084 Ch 12 Sec 7 {o){iii)(A-E) Assisted Living facility 55094
(ALF) Core Services
(o) Evacuation Capability, Emergency
Procedures, and Fire Safety.
Wyoming De.:pi of Healih, Aging Division, Healthcare Licensing and Surveys
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(if) Fire Safety.

(A} Portable fire extinguishers shall be
installed, inspected, and maintaired according
with NFPA 10, Standard for Portable Fire

. Extinguishers.

) () State of Wyaming certified

| individuals shall inspect and service the

| extinguishers. All extinguishers shall have a tag

{ or label securely altached that indicate the manth
% and year the maintenance was performed and

i that identifies the person performing the service.

§ (B) Readily available and clearly readable
telephone numbers for emergency contacts shall

be located near all telephones.

{C) Clearly readable flocr diagrams
. reflecting the actual floor arrangement showing
| the exit locations and evacuation routes shall be
" posted in conspicuous places. Each resident
i shall be instructed with its use on the first day of
| admission.
i
| (D) Resident training for the fire
| emergency plan shall be In accordance with the
| L ife Safety Code Operating Features sections.

(1) On the first day of admission, each
i resident shall be instructed in the praper action of
! the fire emergency pian, including the location of
i all the exits. A record of this instruction shall be
i in each resident file.

; (E) Fire exit drills shall be conducted in
! accordance 1o the Life safety Code Operating
| Features sections. The minimum number of

9D SLIMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CTIO i
PREFIX © {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTNEACT%;JRSSOULDNBE | compreTe
TAG |  REGULATORY DR LSCIDENTIFYING INFORMATION) . TAG CROSS-REFERENCED 10 THEAPPROPRIATE |  DATE
i DEFICIENCY) }
$5084| Cantinued From page 8 55084
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Continued From page 7

drills, as amended, shall be held at least fwelve
{12) imes per year on a monthly basis with a
minimum of one drill conducted each querter on
each shift. Fire exit drill records over a iwo-year
period shall be available upon request atthe
facility.

{1) The facility shall be responsibie for
: recording fire exit drills an an evaluation form that
i Include atleast the following:
{1.) Date of drill
{2.) Tima of day,

{3.) Type of drill (Practice,
Announced, Surprise),

(4.} Residents who participated
including staffl and family members;

(5.) Time required {(minutes and
seoonds) lo evacuate all residents (including
staff) from the occupied areas to a point of
assembly as defined in the Life Safety Code,

(6.} Listot anyone, including staff
. and family members, who did not evacuate in the

' required time allowed by the evacuation capability

rating of the faciity. Evacuation capability rating
. for each facility shall be listed on the form;

(7.} Comments on the factors that
_contributed to each individual's inability to
. evacuate successfully and any corective actions
recommended; and

s (8.) Signature and date of the
' person completing the form.

85084
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i
! ; i
This State Rule and Regulation is not met as : -
evidenced by: i i Zg 5; 7
Based on resilent record review and staff T e e i/ 4
interview, the facilty failed to document training 1) A form bas been developedto |
on the fire emergency plan on the first day of .| show that new residents are trained i
admissian for 3 of 3 sample residents (#1, #7, "| on emergency fire plan on the 1% day '
and #10). The findings were: of admissions as are of our admission |
H documentatinn. Al staff will be :
Review of resident records for residents #1, #7 . educated on the form, read and signd |
gnd #10 mmledlaﬂo Eviﬁeni?;toc; U'amfln% O? ﬂ}e i copy as well. This form will be 5
re emergency plan on the ay of admission. icnied and edded t i
{ During an interview on 5/23/17 at 12:12 PM the signed and edded toall current
! : residents and staff, and placed in i
: manager stated residents were trained, but they their personal files, This f an il
- did not document it ir personal files. This form will | }
: also be added to new residentand | |
I new hire packets by 7/15/2017. P
Management will monitor :
compliance through the facilities
Quality Assurance program.

i
|
i

|
i
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