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8000 OPENING COMMENTS oo | The facility will ensure the
safety of each Veteran, this will
Rules and Regulations utllized for this survey are: be accomplished by:
Rules and Regulations for Program 1.) The Administrator has
Administration of Assistad Living Facilties, Initiated log which is titted
Chapter 12, effactiva 08/24/2020. Concerm/Complaint Log" that
T ——— Assistod will be brought to the morning 04/13/23
ules and Regulations for Licensure Of Asaigle
Living Facllities, Chapter 4, effective 08/28/2001. tmhgeffggiz}’;gg?mﬁ::::gt i
A complaint survey was conducted by Healthcare of any heard complaints from
';}‘33.?5&”% ﬁnd Surveys from 4/ 1:%3bthrouﬁhl - staff or Veterans. Administrator
e survey was prompted by complain : i
Intakes LIC-22-037 and LIG-23-025. :"c')"g' date and time concern in
1a.)The Administrator and or
designee will investigate the
N concerns/complaints within 24
86020 Ch 12 Sec 7 (e) Assisted Living Facility (ALF) . 88020 | 10 \va of notification
I v
oI SAIESS 1b.) The Administrator or
(8) Resident Records and Reports. Each designee will chart all notes
resident’s records ishall be ;:urrant. organized and about the situation In the
maintained in individual folders which shall be ; toni
made avallable to the resident, the Licensing concern log dating and tlmm_g
Divigon, or designatead representative upen notes, If the concern/ complaint
reguest. is agreed that it Is resolved all
ies Involved sign the
() Each folder shall include the following: "prz‘;olutil;‘rrmoof Com‘;n:g form
(A) Informatlon from the referring agent, '
If applicable; : 1c.) The notes and signed form
, will then placed In the resident
(B) History and physical performed by a
physician or physician extencer; chart In the admin ofﬁce and 05/12/23
kept on file for remainder of
(C) Individual admiaslon form. This form time at VHW and then stored
shall, at a minimum, contain the following with all medicat files
information: )
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address;
- (1) Date of admission,

(li1) Sex, race, date of birth, social
sacurity humber, and former ogcupation;

{IV) Name, home address, and
telaphone number of ralative, friand, Powsr of
Attorney, or guardian;

(V) Name, addreas, and telephone
ophthaimologlst or optometrist;

(VI} Mad|care number or other
medical ingurance identifying date;

(VIl}  Awritten inventary of all
parsonal possessions; however, this inventory
need not Include personal clothing;

(D) All accidants, injurles, incidents,
liinegses, and allegations of abuse, naglact or
exploitation shall be reported ta the resident's
family or responslble party and be documented In
the individual resident records. All such
occurrences shall also be raported fo the
appropriate entity for follow up and resolution.
Reports of all incidents affecting the health,
weilfare of aafety of a resident shall be provided to
the Licensing Division immediately (within one
bueiness day). Reporting shall be done by
telephoneg or fax. The faclity's investigation of ﬂ\e
Incident shall ba reported to tha Licensing
Division and the Long Term Gare Ombudsman
within flve (8) working days. Documentation to
support the facllity reporting the situation and

number of resident's personal physiclan, dentist,
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() Full name of resident and former or any allegations are made during gglz 132’

facility investigation VHW staff will
initiate OHLS incident report. The
completed report once submitted
will then get printad and placed
with the residents chart in admin
office.

1d.) Administrator will notify the
managemaent team In daily morning
meeting of updates of concerns
and when and what resolution is
made.

2.) Veterans Home of Wyoming
Policy and Procedure for Abuse
and Neglect will be updated to
reflect the new tracking method.

3.) All Department managers wili
post a copy of the new policy easily
accessible to staff in perspective
departments.

4.) All employees of the Veterans
Home of Wyoming will review the
new changes to the policy and slgn
an education form stating they
understand the changes.
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o lp 9 he res| 5.) The policy will continue to be 05/12/
re'c';‘fd:.p must aiso be present in the resident mandatory for all staff upon hire 2023
' and thereafter annually.
(E) An accounting of all parsonal funds
teposited with and disbureed by the faclllty: 6.) All concerns/complaints will be
(I) Upon written authorization of @ re-6valuated quarterly at QA to
client, the facllity must hold, safaguard, manage ensure resolutions are still
and account for the personal funds of the client. maintalned and to ensure no
- re forming.
(1.) The faclilty must deposit any battsms ars fo 9
personal funds in the excess of $100 In an .
Interast bearing account. 7.) This addition/update to the
(2.) The facllty must establieh Abuse and Neglect policy will
.) The facllity must establls indefinitely.
and maintaln a system that assures a full and remain in effect indefinite y
complete and separate accounting according to .
generally accepted accounting prineiples of each _ '
resident's parsonal funds entrusted to the facility,
(3.) Upon the death of & resident !
with pergonal funds deposited with the facllity, the
facility must convey, within 30 days, the resident's
funds a final accounting of those funds, to the
Individual or probate jurlsdiction adm Inistering the
resident's estate,
(4.) The facllity must not Impose
a charge against the personal funde of a resident -
for any item or setvice for which payment ls made
under Medicald of Medicare except for applicable
dsductible and colnsurance amounts. :
(F) Asigned copy of the resident's rights;
{G) The resident's assessment and
individualized agsistance plan;
(H) Coples of al applicable residant
Wyoming Dept of Heallh, Aging Division, Healthcare Licansing and Burveys
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assistance contracts, signad by both parties;

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

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

(K) Copy of outslds contractusl
responsibilities, If applicable,

(1) The resldent 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 recelve It.

(iry ANl restdents' records shall be ratained in ;
a physically secure area for a minimum of six (8)
yaars after the resident has left the facllity and
may be disposed of, by shredding or burning,
after that time.

(Iv) In the event of dissolution of the facliity,
the manager shall notify the Licensing Divislon ag
to the location of all resldents' records.

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

(v) All entries in ach resident's record shall
ba made In ink, signed and dated.

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

Based on review of facility reporting forms,
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resident and staff interview, and facllity policy, the
facllity falled to record appropriately and report
allegations of abuse for 1 of 1 incidents reviewed.
The facllity census was 66. The findings were:

1. Interview with resident #1 on 4/11/23 at 8:20

AM revealed s/he had recently submitted a
complaint to the facllity that one of the faclilty
residents was being harassed by another resident
that chased them around with dirty underwear.
The findings weare:

a. Review of the facllity "Riak Management
Incident Reports" since 2/26/23 showed there
were no entries for sexual abuse or harassment.

b, Interviaw with the DON on 4/11/23 at 10:36
revealed the allegation had been recslved and an
immediate Investigation was launched. All parties
involved told the facility, "It dign't happen." Further
interview with the DON revealed because the
investigation falled to substantiate the allegation it
was naver entered In the system as an Incldent.

c. Interview with the executive directar on
4/12/23 at 9,16 AM revealsd that after reviewing
the regulations, the allegation should have been
recortied and reported.

d. Review of the facllity policy "Suspectad
Resldent Neglect of Abuse" dated 6/18, showed
"This polioy strives ta achieve the following: ... To
asaure all allegations of abuse are Investigated
and reportad as appropriate according to facllity
policy ..." The policy further showed "Incidents of
abuse or naglsct affecting the health, welfare or
safety of a resident will be reported immediately
to local law enfarcement and Dapartment of
Family Services. Reporting will also occur to the
Office of Healthcare Licensing and Survey
Immediately ..."
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