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Rules and Regulations utifized for this survey are:

Rules and Regulations for Program
Administration of Assisted Living Facilities,
Chapter 12, effective 08/24/2020.

Rules and Regulations for Licensure of Assisted
Living Faciliies, Chapter 4, effective 06/28/2001.
Alicensure survey was conducted by Healthcare
Licensing and Surveys from 3/3/22 o 39722,

$5000! Ch 12 Sec 6 (a) Personnel and Staffing $5000
Requirements

(a) Management If the assisted living facifity has
a governing body, 1t must designate a manager. if
there is no governing body, the owner shall
appoint a manager.

() The Manager shall:

(A) Be at least twenty-one (21) years of
age;

(B) Assume the overall responsibility for
the day-to-day operation of the facility;

(C) Direct the work of others, including
the training and development of staff;

(D) Be able fo read, write, and speak
English;

(E) Maintain financial and other records;

(F) Have a telephone with 3 listed

number in the phone directory under the name of
the assisted living faclity;
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Continued From page 1

(G) Be familiar with and follow the Siate's
promulgated Assisted Living Facility Licensure
and Program Administration Rules;

(H) Pass an open book test on the same.
The open book test shall be administered by the
Program Division. The passing score will be 85%
or greater. Those individuals who syccessfully
completed the examination administered by the
Licensing Division shall have their test scores
honored;

() The manager shall provide an
acceptable plan of correction to the Licensing
Division-within ten {10) days of the date when a
statement of deficiencies is received by the
assisted living facility;

(J) The manager shail not actas, or
become the legal guardian or conservator of, or
have power of attorney for any resident of the
facility; and

(K) The manager shall meet one of more
of the following requirements:

() The manager shall have
completed at least forty-eight (48) semester
hours or seventy-two (72) quarter hours of
post-secondary education in healthcare, elderly
care, health case management, facility
management, orother related field from an
accredited college or institution; or

() Have completed at least two {2)
years' experience working with elderly or disabled
individuals. This experience may have been paid,
fullime employment, or ime equivalent in
part-time employment of volunteer work that is

85000

55000

The facility will ensure the designated
manager will pass an open book test on
the same. This will be accomplished by:

A) Owner provided test from the Pro
Division to designated manager on
3/3/2022.

B) Manager has completed test and
submitted on 2/25/2022. Awaiting results;

C) Manager has completed test and i
aware of current rules & regu]aﬁmi
provided by Healthcare Licensing an
Surveys.

3/28/22
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55000 Continued From page 2 $5000
directly invoived with the elderly or disabled.

This State Rule and Regulation is not met as
evidenced by

Based on employee file review and staff interview
the facility failed to ensure the manager
completed the Assisted Living Facility Licensure
and Program Administration Rules open book test
ae required. The findings were:

1. Review of the administrator’s employee file
failed to show evidence of the open book
completion. Inferview on 3/3/22 at 4 PM with the
administrator confirmed she dld not take the test.

85006 Ch 12 Sec 7 (b)()) Assisted Living Facility (ALF) $5006
Core Services

{p) Resident Assessment and Services, The
stafficontract Registered Nurse: (RN) shall
conduct initial and, at the minimum annually, and
accurate, standardized, reproducible assessment
of each resident's functional capacity, physical
assessment and medication review.

() The completion of the ALF 102

(A) The current versian of the ALF 102 is
the designated screening tool. The form may be.
updated and /or revised periodically by the
Program Division. Providers will be notified of
changes in the form. The following guidefines
apply to the ALF 102:

() TheALF 102 is only valid i
completed within forty-five (45) days prior to
admission and there is no change in the
resident's condition.

-';-I—-,.,_-_I-II—-'_-' E—
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The facility will ensure to follow Assisted
() The ALF 102 must be completed Living Facilities Core Services and
and signed by an RN. complete ALF 102s at the time of
admission, annually and/or a change of
() The ALF 102 may be completed condition, This will be completed
telephonically, however, it must be verified In signed by an RN, This will He
person by an RN. accomplished by:
(IV) A new ALF 102 shall be . ,
completed at least annually, and when there is @ A) ALF 102 monitoring will be placed
change in the resident's condifion. the facilities Quality Improvement pl
on 3/28/2022 and will be reviewed at least
annually, ontil resolved.
Th."’; St::g ﬁ;’e and Regulstion I8 not met a5 B) Facility conducted a review and audjt
Based on resident record review and staff of all current residents’ documents angl
interview, the facility failed to ensure ALF 102 resident files on 3/25/2022 to ensure ALY
assessments were completed for 2 of 7 (#2, #3) 102s are current and up to date. Reside
sample residents. The findings were: ) #2 is current up to date with ALF 1024,
1. Review of the resident record showed resident year of 21 was done on 4/22/2021 an
ok mgg%amﬁnfwﬁ‘:dﬁmcgg ok g will due for another on 4/26/2022
hyapiﬂipl"dem. and unspecified psychosis not ﬁ‘é‘iﬁ“t 3# is current and up to date o
due to a substance or known physiologic 102s. Year of 21 done on 9/19/202
condition. The following concems were identified: and next is due on 9/16/2022.
a. Review of the resident record showed an C) Facility has designated and educa
ALF 102 assessment was documented; however, Unit Coordinator to complete ALF 10
the form was not signed or dated. Further review during an admission, and coordinate wi
of the sesident recort: faﬂedcotﬂmﬁﬂg;d aaaz%ﬁi’gss’““ annual service plan renewals unless it h
o oo s AL 102 s | |15 = S L
Q or 2021.
were completed dixing 2019 or20 of when each residents annual ALF 102 i
2. Review of the resident record showed resident due and will have it completed. Schedul
#3 was admitied to the facility on 4/6/18 with will be made in next QAPI PIPS meeting
diagnoses that included hypokalemia, neuralgia and new admits will be added to schedule
and neuritis, presence of cardiac pacermakef, on date of admission.
jon, idiopathic gout, and personal
history of ranslent ischermic attack (TIA) and_
Wyorig Dapt of Fiealh, Aging Division, Healhcare Licensing and Surveys - e ; et TS
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85006 | Continued From page 4 85006 | F) Unit Coordinator will monitor and
cerebral infarction without residual deficits. ensure annual ALF 102s have
Further review showed an admission ALF 102 completed and placed cormectly in
assassment was completed on 4/2/18. The resident’s file.
following concems were identified:
a. Review of the resident record failed fo
show an annual ALF 102 assessment was
completed for 2019. Continued review showed an
assessiment was completed on 7/6/20; howevef,

ihis assessment was signed by a GN (graduate
nurse), and not by an RN (registered nurse).
Further review showed an ALF 102 assessment
was documented; however, the assessment was
not dated or signed.

3. Interview with the administrator on 3/10/22 at
9:35 AM revealed the facility did not have
documented ALF 102 assessments for the
missing years associated with each resident. She

stated she was aware assessments were 3561‘6/1:
required upon admission and annually, in addition
o upon changes in condition.

85020 Ch 12 Sec 7 (e) Assisted Living Facility (ALF) 55020
Core Services

(e) Resident Records and Reports. Each
resident's records shall be curent, organized and
maintained in individual folders which shall be
made available to the resident, the Licensing
Division, or designated representative upon
request

() Esach folder shall include the following:

(A) Information from the referring agent,
if applicabte;

(B) History and physical performed by a
physician or physician extender,

Wyorming Dept of Fiealth, Aging Division, Healthcare Licensing and Surveys
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$5020| Continued From page 5 55020 $5020
- - Facility will ensure that electronic
(C) Individual admission form. This form resident records will be accessible 1o
shall, 2t a minimurn, contain the following survey team. This will be accomplish
Information: by:

b E ident and form "
() Full name of resident a er A) Facility has created three user accoun

address;
‘ for survey team to access records the ne
(Il) Date of admission; time they are in the building.
_ information will be readily availabl
() Sex, race, date of birth, soclal located in our facilities state ready book.

security number, and former occupation;

(V) Name, home address, and B) Facility is in the process of setting

felephone number of relative, friend, Power of trainings with our system m order
better navigate in the future, Will by

A=

Attomey, or guardian; >
added to our QAPI and reviewed annually
(V) Name, address, and telephone until resolved. |
number of resident's personal physician, dentist, 2722
ophthalmalogist or optometrist;
(V1) Medicare number or other

medical insurance identifying data;

(i)  Awgitten inventory of all
personal possessions, however, this inventory
need not include personal clothing;

(D) All accidents, injuries, incidents,
iiinesses, and aliegations of abuse, neglector
exploitation shall be reported to the resident'’s
family or responsible party and be documented in
the individual resident records. All such
occuvences shall also be reported to the
appropriate entity for follow up and resolution.
Reports of all incidents affecting the heaith,
welfare of safety of a resident shall be provided to
the Licensing Division immediately (within one
business day). Reporting shall be done by

Wyoming Dept of Health, Aging Division, Heallhcare Licansing and Surveys
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55020

Continued From page 6

telaphone or fax. The facility's invastigation of the
incident shall be reported o the Llcensing
Division and the Long Term Care Ombudsman
within five (5) working days. Documentation to
support the facility reporting the situation and
follow up must also be present in the regident
records;

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

(1) Upon written authorization of a
client, the facility must hold, safeguard, manage
and account for the persenal funds of the client.

(1.) The facility must deposit any
personalfundsinﬂreaxoassoﬂswo inan
interest bearing account.

(2.) The facility must establish
and maintain a system that assures a full and
complete and separate accounting according to
generally accepted accounting principles of each
resident’s personal funds entrusted t0 the facility.

(3.) Upon the death of a resident
with personal funds deposited with the facility, the
facility must convey, within 30 days, the residenf's
funds a final accounting of those funds, to the
individual or probate jurisdiction sdministering the
resident's estate.

(4.) The facility must not impose
a ¢charge against the personal funds of 2 resident
for any item or service for which payment is made
under Medicaid of Medicare except for applicable
deductible and coinsurance amounts.

(F) Asigned copy of the regident’s rights;

85020
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§5020

Continued From page 7

(G) The resident's assessment and
individualized assletance plam;

(H) Copies of al applicabie resident
assistance contracts, signed by both parties;

(1) Written acknowledgment of the
receipt and explanation of all facility policies
including admission/discharge policies;

(J) Copy of all ALF 102's; and

(K) Copy of outside contractual
responsibilities, if applicable.

(if) The resident shall be assured of
confidential treatment of all information in the
record, and the resident's written consent (or the
consent of the guardian) shall be required for the
release of information to persons not otherwise
authorized for receive it

(iii) All residents’ records shall be retzined in
a physically secure area for @ minimum of six (6)
years after the resident has left the facility and
may be disposed of, by shredding or buming,
after that time.

(iv) in the event of dissolution of the facility,
the manager shall notify the Licensing Division a$
o fhe location of all residents’ records.

(v) Al records shall be protected from
damage by fire, water and other hazards.

(vi) All entries in each resident's record shall
be made in ink, signed and dated.

$5020
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55020 | Confinued From page 8

This State Rule and Regulation is nat met as
evidenced by:

Based on observation and staff interview the
facility failed to ensure the efectronic resident
records were accessible to the survey ieam as
requirad. The findings were:

1. Observation on 3/3/22 at 2:30 PM showed the
required areas for resident record review were
inaccessible in the alectronic medical record

able fo be provided, and she was not able to
provide the required access 1o the EMR. She
further stafed she was notable to contact the
EMR company to assist with surveyor access to
the records.

S5029 Ch 12 Sec 7 (J)(v) Assisted Living Facility (ALF)
Core Services

) (v) Individuals with food preparation
responsibilities shall be in good heaith and shall
practice safe food handling techniques in

and Drug Administration.

This State Rule and Regulation is not metas
evidenced by:

of the 2017 Food Code, the facllity failed to
ensure eafe food handiing techniques were
followed during 1 of 1 meal observation. The
findings wene:

(EMR) system. Interview with the administrator on
313122 at 4 PM confirmed only limited access was

accordance with the current edition of Food Code
published by the U.S. Public Health Service, Food

Based on observation, staff interview, and review

55020
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$5029| Continued From page 9 $5029 $5029

1. Observation on 3/3/22 af 11:25 AM showed
dietary aide #1 was serving lunch from the steam
table. Continued observation showed the dietary
aide was wearing gloves while she removed a
piece of chicken from the bin in the steam table,
placed it on a cutting board, and cut it into pieces.
She then placed the chicken on a plate along with
additional food and handed the plate to a CNA
(certified nurse aide). The following concerns
were identified:

a. Observation on 3/3/22 at 11:30 AM showed
dietary aide #1 removed her gloves, and used the
hand sanitizer dispenser which was mounted on
the wall above the chicken which was on the
culing board. The digtary aide, donned anather
pair of gloves. She cut the chicken on the cutting
board, and placed it on a plate for a resident
meal. The dietary aide removed her gloves and
used the hand sanitizer prior to dorining another
pair of gloves.

b. Interview on 3/3/22 at 11:35 AM with
dietary aide #1 revealed she never thought about
the placement of the hand sanitizer dispenser
directly sbove food, and food preparation
surfaces.

¢. Interview on 3/3/22 at 1:30 PM with the
dietary manager stated they moved the steam
table from another area approximately 4 months
ago. She further stated the hand sanitizer.
dispenser had been in its present location prior to
moving the steam table. She stated they had not
thought about the hand sanitizer being located
above the food and food preparation ares, and
confirmed it should not be there,

d. According to Food Code 2017, U.S. Public
Health Service: 3-305.11 Food Storage. (A)
Except as specified in (B) and (C) of this section,
FOOD shall be protected from contamination by
storing the FOOD: (1) In a clean, dry location; (2)
Where it is not exposed to splash, dust, or other

Facility will ensure safe food handling
techniques will be followed and food will
be protected from contamination. s
will be accomplished by:

A) Dietary manager has been re-educated
3/25/2022 on cumrent Public Health
Service Food codes.

B) Dietary manager has been educated op
implementing kitchen walk through sh
3/25/2022 and facility will review th
annualily in QAPI until resolved.

C) Hand sanitizer dispenser was remov
from previous location over the ste
table and was placed in a location where
would not be able to conteminate any
food, dispenser was moved on 3/09/2022. 222
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$5029| Continued From page 10 85029
contamination; and (3) At least 15 cm (6 inches)
above the floor.

e. According to Food Code 2017, U.S. Public
Health Service: 3-305, 14 Food Preparation.
During preparation, unpackaged FOOD shall be
protected from environmental sources of
contamination.

Wyoming Dept of Healt, Aging Division, Healthcare Licensing and Surveys
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