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Responses to the cited deficiencies do not
constifute an admission or agreement by the

WYOMING DEPARTMENT OF HEALTH AGING
DIVISION RULES FOR PROGIRAM
ADMINISTRATION OF ASSISTED LIVING
FACILITIES

Chapter 12

Section 7 Assisled Living Facility {ALF) Core
Services
{iv) Frequancy of assessment. An assassment
rust be conductecd:
{B) Immedialely upon any sigmbcant change
in the resident’'s condition

This REQUIREMENT was nol met as evidonced
by

Based on observation, medical record revicw,
raside interview. and slalf interviaw, the faciity
{aled to acourately and tmely assess significant
dechnes i Tunchon for 2 of 5 sample residents
(R #2) The hndings were

1 Medical record reviow for resident #1 showed
sihe was admitied 1o the facility on 2723112 with
diagnoses which included dementiz. Review of
the resident’s 2021712 ALF 102 assessimend
showed sfhe exhilated apprapratc behavior
Further review showed the arca undet behavior
for wandernng and surveilance was not marked
Review of the resident's 2/23/12 Individual
Assistance Plan showed the resident had a
history of hallucinations with rld dementia. The
following concerns were noted

a. Review of the resident’s Inlernal

—provider-of the-trutirof the-facts-alleged-or

conclusions sef forth in the Statement of
Deficiencies. The Plan of Correction is
prepared solely as a matter of compliance
with Federal and Stafe Law.,

A. With Respact to the Specific Residents é/ 1}z

Cited: Comprehensive review of resident #1
ALF 102 assessment has been reviewed and
updated with additional services provided.
Comprehensive review of resident #2 ALF 102

- assessment has been reviewed and updated.

B. With Respect to How the Facility will
Identify Residents with the Potantial for the
Identified Concern and Take Corrective
Action: An audit of ALF 102 assessments was
conducted. An ALF 102 assessment schedule

. was established and implemented. Resident
. Care Director (RCD) will review the schedule

weekly and ensure follow up compliance.

C. With Respect to What Systemic Measures
have been put in place to address the Stated
Concern: An In-service training has been
scheduled for 07/06/2012 to review use of the
24-hour report to communicate resident follow
up needs and changes for our resident care
staff. The Resident Care Director will
communicate follow up resolution to the General
Manager. The Resident Care Director will

~ ensure review and update of the ALF 102

assessments appropriately
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Communmicatkon Nurses and CNA's note daled
32512 {or 7 AM 1o 7 DM reveaiad the resicen
was "very confused” and going o other 1ooms.

uAlLF

D. With Respect to How the Plan of
Corrective Measures will be monitored: The
Resident Care Director will report change of
condition-ALF102-assessments-io-the-General

Review ol o Resident Care Nole dated 33712 at 3
PM revealed he resident was agitated and
confused, and was "hangmng™ on the door acioss
the hall lrom tisther room. The note also
revealed [he residenl wanted o leave the
bullding Review of the residenl's Inlernal
Communicalion Nurse and CNA's note dalad
4/1712 at 3 15 AM showed the resident eloped
from the facility, was lound guiside of lhe
northeast door, and dict nod know where sfhic was
qoing,

b. Dunng observation and inlerview on
125112 al 12 Noon, the resident woulkd nol
answer questions about person, ime, or place
Instead. sthe rambled about the past and
appeared unaware of his/her surroundings

c. During an iMerview with the admimnistralos
and DON on 5/256/12 at 3 40 PM, the DON
confirmed the facility faited to complete o
comprehensive assessment alter the resident
eloped on 4/1/12.

2. Medical record review lor resident #2 showed
sthe was adimitied to the facility on 11/11/10 with
diagnoses which meluded memory lnss Review
of the resident's TH1311 AL 102 assessment
showed s/he was intermittentiy confused and
required occastonal reminders as 10 persos,
place, or ime. Review of the 12727/11 Individu!
Assistance Plan showed the residaent had very
shorl term memory and would get up at mght and
come to the nurses slation briefly. The plan also
showed the resident required reminders for
meals, activiies, ete. The following concerns
were noted

a Rewew of the Rasident Care Notes
revedled the folowing issues: On 4/8/12 Iha

Manager weekly,
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resident was found outside and kKept wanling 1o
go outside On 4/13/12 the resident was gomg
into ofher residant's rooms and was "very
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Responses to the cited deficiencies do not

confused” On 4416/12 the resident was "very
confused”,

b During observation and mterview on
H25012 at 140 PM, the resklent did not know
where s/he was, Lthe date o time, and did nal
know any staff or residents when asked

¢. During an interview with 1he adnumstrator
and DON on 5/25/12 al 340 PM. the [HON
conhrmed that the facibly faled lo complele a
comprehensive assessment after the resident
eloped on 4/8/12

Sechion 8 Services Which Cannct Be Providad
By The Level | Assisted Living Facility Stafi

(a) The following services cannot be provided.

(w1} Care of the resident whose wandering
jeopardizes the heaith and safety of the reswdent;

This REQUIREMENT was not met as evidenoed
hy

Baser on observation, medicat record review.
resident nteraew, family interview and staf
inlerview, the facility lailed o ensure 2 of 5
sample residents (#1, #2) who requued a higher
level of care had been accurately assassed lor
approprate placement This failure pul resicdents
at a safely risk The findings wete,

I Medical record review for resident #1 showed
s/he was admitted to the facility on 2/23712 with
diagnoses which meluded dementia. Review af
the resident’s 2/2 112 ALF 102 assesshient
showed s/he exhibiled approprate behavior
Furiher review showed the area under behaviar
for wandering and survellance was not marked

censtitute-an-admission-oragreementby-the
provider of the truth of the facts alleged or
conclusions set forth in the Statement of
Deficiencies. The Plan of Correction is
prepared solely as a matfer of compliance
with Federal and State Law.

A. With Respect to the Specific Residents éﬁ’/‘/*z"'
Cited: Resident #1, ALF 102 assessment has 4.
been updated the area under behavior for {r / 14 //
wandering and surveiliance has been marked
and includes additional observation and services
provided daily until the discharge date of
06/30/2012 to Mountain Towers Nursing Home
Secured Unit. Spouse, family members, and
staff are providing 24 hour observation.
Resident #2, ALF 102 assessment has besn
updated and assessed for a higher level of care
which include. Resident #2 scheduled discharge
date is 06/17/2012 to Aspen Wind Memory Care
Level 2. The Community staff will provide 24
hour observation until discharge date.

B. With Respect to How the Fagcility will
ldentify Residents with the Potential for the
Identified Concern and Take Corrective
Action; Prior to admission Resident Care
director will complete an use ALF 102
assessment prior to resident approvat for
admission. The Resident Care Director and the
General Manager will review the care and
service needs prior to admission approval. The
community move-in and adimission process was
reviewed and modified to ensure review of the
care and service needs prior to admission
approval.
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Review of the residant's 2123112 Individual
Assistance Plan showed the resident had a
hisinry of he ions with imdd demenba.

Further review showed the resident neaded no
assistance 1IN this area The [ollowing concerns
weie noled

a8 Review of the resident's Intarnal
Communication Nursas and CNA's nole daled
125112 for 7 AM to 7 PM revealsd the resident
was "very confused” and gomyg inta other rooms
Rewview of a Resident Gare Nole daled 3/3/1.2 at 3
PM revealed the resident was agitated and
confused, and was "hanging” on tha door acioss
the hall from tusMer tocim. Fhe note also
revealed the resident wanled to leave the
building . Review of the resident’s inteimal
Communicabion Nurse and CNA's note daled
411712 al 315 AM showed the resident elaped
irom the faciily, was found oulside of the
nartheast door, and did not know whera s/he was
grwng

b During obiservalion and interview on
L2502 at 12 Noon, the resident wolild not
answer questions aboul person, ime. o1 place.
Instead, sfhe ramblad aboul the pasl and
appeared unaware of lis/ber surraundings.
Inferview with the resident’s spouse at thay lune
ravealed s/he was worriad that the residenl would
wander off and get lost or njured. The spouse
rferred to the 40112 incident and statod that
was likely the resident would elope agam. The
spouse further stated thal when the resident was
found cutside the building on H/1712, stafl dhd not
know how lony the resident had been outside of
the building

c. During an interview with the adminstraiol
and DON on 5/20/12 at 3740 PM. the
administrator and DON conhirmed the facihly was
aware thae rasident had been confused and had
cloped. However, the facilily had falled lo
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The Century Park Resident Weekly Retention
process will be utiized to review resident care and

-service-nesds-weekly—Faellity-Elopement-Missing
' Resident Policy and Procedure was reviewed.

.C. With Respect to What Systemic Measures
‘have been put in place to Address the Stated
-Concern:

An in-service training will be scheduled to review
the community Elopement Policy with emphasis
on communication and follow up. The Resident
Care Director will review resident incldent and
Accident follow up with the General Manager daily
to include Elopement follow up.

D. With Respect to How the Plan of Corrective
Measures will be monitored: The Resident Care
Director will submit and review assessment
schedule with the General Manager weekly.
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considet tha resuden) {or a lgbor level of care

7 _Medical record review [or resdent #2 showed

I3

041252012

sihe was adnitled to the faciity on 11071710 with :
diagnoses which included memoy loss Review
of the resident's 11/13/11 ALF 102 assessmenl
showed s/he was nlermiltently confused and
required occasional reminders as {o person,
place, ar lime Review of the 12727111 Indwicuat
Assistance Plan showed the resident had very
short term memory and would get up at ighl and
come to e nurses' station brefly The plan also
showed the resident required reminders for
meals, aclivities, etc The following concemns
ware noted.
a. Review of 1he Resident Care Notos
ravealed the following issucs On 4/8/12 the
resident was found outside and kept wanting to
go outside. On 4/1.3 17 the resident was gaing
nlo other resident’s rooms and was "very
conlused” On 416717 he resident was “vory
confused”
b Observation and interview on 57200172 ol
140 ['M showed the resident did nol know where
s/he was, lhe dale or time, and did not know any
slall o residents when asked. At that bme. CNA |
i1 had to show the resident where hisfher room ‘
wis i order for the resident o be remimded 1o
use the et When interviewed al that imiz, UNA
11 contrmed the resident was always confused
c Duting an interview with the administiator
and DON on 525412 al 3 40 PM, the
aciinistrator and DON confirmed the facily was
awadre the resident hatl been confused and had
eioped However, the lachty had faled o
consier the resident tor a highet level of care
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