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FACILITIES :

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

Chapter 12

Section 7. Asgisted Living Facility (ALF) Care
Services.

{v) Frequancy of assessmaent. An assessment
must be conductad;

(B) Immediately upon any significant change

in the resident's condition,

This REQUIREMENT was not met as evidenced
by:

Based on observation, medical record review,
and resident, and staff interview, the facility failed
to accurately and fimely assess significant
declings in function for 3 of 8 sample residants
(#6, #7, #8). The findings were;

1. Medical record review for resident #7 showed
s/he was admitted 1o the facility on 11/20/09 with
diagnoses which included anxiety. Review of the
resideni's 11/1/11 ALF 102 assassment showed
s/he was independent with mobiiity, but was
intermittently confused and/or agitated, and staff
was required to give the resident occasional
reminders as to person, place, and time. The
following concerns wete natad:

a. Raview of the resident's nurses' notes
dated 12/23/11, 1/8/12, and 1/10/12 revealed
concerns with elopement. The reviaw showed the
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SALF _LIC REGS FOR ASSISTED LIVING sap | Resident #7 was assessed on 1/9 and had
been found to be inappropriate for

assisted living. . The family had been
notified and the resident was placed on 15
minute safety checks.

discharged on 1/23/12

Resident#8 was determined to B
inappropriate for assisted living. TH
facility had previously spoken with
higher level of care facility but 1
documentation was recorded on this issu

The facility will document all contact
with other facilities in the fiture. She wil]

be discharged on 2/17/2012.

Resident # 6 was determined to be
inappropriate for assisted living due to
The family was

0

incontinence issues.
notified and they are seeking placement
2 higher level of care,

In regards to assessments, these are to be
done at a minimum annually or upon any
I
DON, and charge nurses will monitor the
resident charts to ensure these state

significant change. The administrat

requirements are being met.

A monitoring tool will be implemented
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n
the form of a spreadsheet which shows
the history of assessments that have beén
given and will record the dates these are
updated due to significant change. This
will be addressed quarterly by the qualify
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resident eloped from the facility on 12/23/11 at 11
AM and was confusad at that time. Further review
showed the resident attempted tJ etopa from the
facility on 1/8/12 a1 11:30 AM. Continued review
showed the resident eloped from the facility on
11012 at 4 PM and was confused.

b. During an interview with the resident an
1712412 at 3:25 PM, the resident stated s/he did
not know the place, date, day, time, or what type
of facility sfhe was in.

¢. Review of the rasident's elopement risk
avaluation dated 1/8/12 (17 days after the first
elopement) showed thie resident was at rigk for
elopernent. Review of the record showed the
faciiity failed to reassess the resident for
increased confusion.

d, During an interview with the administrator
and DON on 1/13/12 at 10:20 AM, the DON
confirmed the facllity had not reassessed the
resident, with the exception of a urinalysis on
12123111 after the first efopement, for increased
elopement risk until 1/9/12 (17 days after the first
elopament), and had not reassessed the resident
for increased confusion since the 11/1/11 ALF
102,

2. Medical recerd review showed resident #8 had
diagnosas which included dementla. Revisw of
the resident's 11/23/11 ALF 102 assessment
showed potential for substance abuse, but was
hot codad for bahavioral safely concerns. The
following concems were noted:

a. Review of the resident's nurses' notes
dated 5227111, 141/, 118M41, 11/7111, 111041,

| $1/26f11, and 11!27/11 and physsclan fax

requests dated TN, ?/20/1 1, 119111, and
1110711 revesled aggressive hehawor from
rasident #8 toward other residents and/or staff,
h. During a confidential interview with a
resident on 1/12/12 at 3:30 PM, the resident

SALF
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stated that s’he was afraid of resident #8 because
of his/her aggressive behavior, The resident

| stated that resident #8 tried to punch him/her

once, but missed. Sfhe stated that the resident
usually appeared to be angry. The resident also
stated that resident #8 would somatimes attempt
to hit staff and other residants for no apparent
reason.

c. During an interview with the administrator
and DON on 1/13/12 at 10:20 AM, the DON
confirmed that, with the exception of the
resident's 11/23/11 ALF 102 which showed no
behavioral concerns, the facllity failed to reassess
the resident for bahaviors, Instead, the
administrator stated that the facility had hopad to
place the resident in the leve| Il area of the- facifity
bnce it was available.

3. Medical record review for resident #8 showed
sfhe had diagnoses which included dementiz.
Review of the resident's 1/10/12 ALF 102
assassment showad s/he was occasionally
incontinent and needed occasional help to clean
himselffherself. The assesament also showed the
resident had appropriate behavior and was wal|
motivated to performed activities of daily living.
The following concerns were noted:

a. Review of facility CNA notes revealed the
aldes were required to assist the resigent with
incontinence care twice daily on 12/24/11,
12/26¢11, 12/26/11, 12/28/1 1, 12029111, 12/30/1 1,
N2, 1312, 175112, 1812, 11712 , and
1412112,

b. During an interview with the resident on
171212 at 3 PM, s/he was unable answet whera
she was, the date, day, or time, Instead, the
resident looked around the room and spoke
random wards that made no sense, The room
smelled strongly of stale urine at that time, and
the resident was unable to answer whether or not
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s/he might need to go to the restroom.
c. On 1/12M12 at 3:10 PM, just after the
interview, CNA #1 was brought to the resident's
room, During an observation at that time, the aide
toak the resident back into the bathroom and
agsisted himfher with an Incontinence brief and
' perineal care.
d. On 1/12/11 at 3:20 PM, |ust after the _
observation, the aide confirmed the residant often |
required assistance of staff due to unawareness |
of incontinence, and confusion.
. During an interview with the administratar
and DON an 1/13/12 at 10:20 AM, they confirmad
the 1/10/12 ALF 102 did not accurately assess
the resident's cognition and incontinence issues,
Section 8, Services Which Cannot Be Provided
By The Level | Assisted Living Facility Staff,
(a) The following services cannot be provided:
. (vi).Care of the resident whose wandering Resident#7 was found to be inappropriate
jeopaqgl.?ﬁggggnzialth and gaffets{ lgif thte frfemdent; for assisted living. Rosident #7 wids
it} I ca carg by facility staff, : y
(X) Gare of the resident zvlth inappropriate '?ccepte:d to a higher level Of. care an]d W‘ws
social behavior; e.g., frequent aggressive, immediately put on 15 minute checks.
abusive, or disruptive behavior. Later, the residents risk elevated and sije
was put on 24 hour | on 1 care until she
This REQUIREMENT was not met as evidenced was discharged on 1/23/12
by: 8 z/} 17 /f‘L/
Based on observation, medical recort review, :I‘he .-:hml'ge nurse 011; D%I;I ng
and resident, and staff interview the facliity falle immediafely assess (ALK ) an
to ensure 3 of 8 sample residents (#6, #7, #8) evaluate any resident who attempts 4n
who required a higher levei of care had been elopement.  The chance of another
accurately assessed for appropriate placement, elopement (elopement risk will e
The findings were: determined irarediately and family will
[ [ ]
1. Medical record review for resident #7 showed bo cont;:gted with - documentation  fo
sfhe was admitted to the facility on 11/20/09 with support this.
diagnoses which Included anxiaty. Review of the
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resident's 11/1/11 ALF 102 assassmant showes
s/he was independent with mobliity, but was
Intermittently confused and/or agitated, and staff
was required to give the resident occasional
reminders as to person, place, and time. Raview
of the tesident's 7/11/11 comprehensive
assessment/service plan showed the resident
had not attempted to elope from the facility at any
time, The following concerns were noted:

a. Review of tha resident's nurses' notes
dated 12/23/11, 1/8/12, and 1/10/12 revealad.
concerns with elopement. The notes showed the
resident had eloped from the facility on 12/23/11
at 11 AM and was confused at that time. Further
review reveaied the resident attempted to eltpe
from the facillty on 1/8/12 at 11:30 AM. The notes
documented that on 1/8/12 at £:25 PM the
resident was still agitated after the attempted
©lopament and was rediracted mutiple timas.
Continued review showed the residant elopad
from the facility on 1/10/12 at 4 PM and was
confused. The notes did not specify how lang the
resident may have been outside of the facility
during elther of the two elopements, when staff
found the resident wandering.

b. Review of the resident's elopement rigk
evalualion dated 1/9/12 (17 days after the first
elopement) showed the resident was ar
¢lopement risk, Review of the recard showed no
change to the resident's treatment plan at that
time, or assessment for placement to a higher

 level of care, -

¢. During an interview with resident #7 on
11212 at 3:25 PM, the resident statad that s/he
did not know the piace, date, day, time, or what
type of facility s/he was in.

d. During an interview with the. administrator
and DON on 111312 at10:20 AM, the
administrator said he had spoken via phene with
the resident's daughter on 1/10/12 cenceming the

(X4 i0 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORREGTION %)
FREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETE
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' DEFIGIENCY)
SALF| Continued From ﬁaga 4 SALF | An in-gervice will be given by the DOV

and adminisérator to all nursing staff in
regards to the proper protocol to follow
upon any elopement attempt,

A monitoring protocol will b
implemented to ensure proper handling ¢
all elopement situations to proper
address the risk a resident poses

jeopardizing their own health and safe
This protocol will consist of taking ai
recorded documentation of an elopement
and organizing it into separate monthj,
All elopements will be reviewed quarterly
by the quality assurance team for
compliance of the elopement protocol,

Ty T

2/27/12]
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naed for a higher level of care. He further stated
| that a focal fong term care facility had agraed to
admit the resident when a room became
available. The administrator stated there was no
documentation cancerning that conversation with
the resident's daughter or with the lorg term care
factlity. He stated the facility intended to send #
J0-day notice to the residents daughter that day
(1/13/12). The DON confirmed the facility had not
reassessed the rasldent, with the exception of a
urinalysis obtained after the 12/23/11 elopament,
forincreased elopement risk untii 1/9/12 {17 days
after the first elopamant),

&, A return phane call message from the
resident's daughter on 1/13/12 at 4:38 PM
revealad she was unaware the resident had baen
considerad for a higher level of care by the
facility, or that a long term care fatility had been
contacted regarding the resident,

f. Review of 1/13/12 faxed information from Resident #8 was assessed for aggressive
ﬂ;@ facﬂtlitv 3&'“@“5152"?1%; 1f§)\ftealtﬁd a C?dpy ?fa 30 behaviors and determined fo He
~tay notice (date ! 0 the rasident's : : s ot ;
daughter stating the resident required a higher {Nappropriate dﬁ?r asszstzd iwmhg' ‘Famn Y
level of care. The letter did not mention any prior was contacted in regards to this issue, |a v / vig L
contact with the resident's daughter concerning 30 day discharge letter was sent, arld {
this issue, family in conjunction with our facility h

found placement at a higher level of ca:F
2. Medical record review for resident #5 showed The resident will be discharged on
sfhe had diagnoses which included dementia. 2/1712012
Review of the resident's 11/23/11 ALF 102 ’
assassment showed potential for substance o ,
abuse, but was not coded for behavioral safety The charge nurse and DON wilt monitpr
concems, Review of the resident's care plan ast all residents for aggrossive behaviors agd
updated on 1/6/12 showed the resident was any instance of an aggressive behavibr
ver@ally abusive and threatened cthers, but did will be immediately documented
?h?}eg)tgir?i?\te ?gﬁ;’gﬂﬁlwiz !Ij)ggsmaily sted: determine the proper level of cafe.

a, Regfew of the reé%ent‘s nTrsS;\:’erﬁor;ese ' C(_)ntinual qocumentation and complia.n- ©
dated 5/27/11, 1111111, 1108111, 11/7111, 1179111, will determine the frequency of behaviers
11268111, and 11/27/11, and physician fax and  therefore  determine e

Wyoming Dept of Health, Aging Diviglon, Haalthcare Licensing and Surveys appropriateness-of the-resident. as-well
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requests dated 7/7/11, 7/20/11, 11/9/11, and
1110111 révealed aggressive behavior fram
resident #8 toward other resldents z@ndfor staff,
The documentation showed the resident hit or
attempted to hit other residents and staff on
numerous accasions. However, no residents or
staff members were injured. With the exception of
the resident's 11/23/11 ALF 102 which showed no
behavioral concerns, the resident was not
reassessed for behaviors.

b. The record showed no attempts by the
resident to elope. However, a 1/6/12 slopament
risk evaluation scored the resident at a 20, with
10 or higher being at risk for elopement.

¢. During a confidential interview with a

1 resident on 1/12/12 at 3:30 PM, the resident

stated that s/he was afraid of resident #6 because
of histher aggressive behavior, The resident

stated that resident #8 tried to punch him/her

once, but missed. Sthe stated that the resident
usually appeared to be angry. The resident also
stated that resident #8 would sometimes attempt
to hit staff and other residents for no apparent
reason,

d. During an interview with the administrator
and DON on 1/13/12 at 10:20 AM, both canfirmed
that the resident had not been considerad for
placement to a higher level of care outside of the
facility. Instead, the administrator stated that the
facility had hoped to place the resident in the level
il area of the faciiity once it was available,

3. Medical record review for resident #6 showed
s/he had diagnoses which included dementia,
Review of the resident's 1/10/12 ALF 102
assessment showed sithe was accasionally
incontinént and needed occasional help to claan
himself/herself. The assassment also shaowed the
resident had appropriate behavior and was well
motivated to performed activitlies of daily living.

O4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (5§
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SALF | Continued From page 6 SALF

The DON will give an in-service on all
paperwork, documentatiod,
communication, and any techniques far
resident care that need to take place i
such instance. Each aggressive behavidr
will be reviewed by the DON an
administrator to determine if we ate
caring for a resident with inappropria
social behavior, e.g. frequent aggressive,
abusive, or disruptive behavior, (Section

(X)

All  aggressive behaviors will be
organized by month and reviewe
quarterly as well as immediately
uncover frends.

22712
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inu : Resident # 6 was re evalvated for
SALF | Continued From page 7 _ SALF incontinence and determined to be
Review of the resident's 8/16/11 camprehensive inappropriate for assisted living, Family
assessment/service plan showed the resident has been contacted and they are seeking/a
was oriented to time and place and behaved ‘ 1 of Resident # 6 lis
apprapriately to the situation. The plan also higher level of care. Resident #
showed staff were required to remind the resident currently on two hour to:}etmg E‘Bmlndel:s
on wearing a poise pad during the day and a brief and will remain on this until she |is
with poise pad Inside (for incontinence). The discharged.
follewing concems were noted:
a. Review of facility GNA notes revaaled the . . . .
aldes were required to assist the rasident with Other resndentf will be 1de2t1ﬁed Y
incontinence care twice on 12/24/11, 12/26/11, hav1§1g , hurse’s aides and  nurses
1226111, 12028111, 12720111, 12/30/11, 1H1H12, monitoring residents for mcontmel} I
1312, 15012, 116112, 1712, and 1/12/12. patterns to determing if they are managing
‘ b. During an interview with the resident on this process. This information will be
1112112 at 3 PM, s/he was unable answer where documented to determine patterns.
sihe was, the dale, day, or time. Instead, s/he
looked around the room and spoke random . . , , .
words that made no sense. ThEa rearh smelled An in-service will be given to all nursing
strongly of stale urine at that time, and the aides and nurses on proper !nfzontl_nenue
resident was unable to answar whether or not care in regard to assisted living in the
sfhe might need to go to the reatroom. state of Wyoming.
. On 1/12/12 at 3;10 PM, just after the
oo Tho sics sonTimes Ho e et “All issues in regards to incontinenco will
stale urine. During an observation at that time, be reviewed upon g:gmficant change,
the aide attempted to get the resident to go to the quarterly by the quality assutance team,
toilet, and was required to take the resident's arm and on the comprehensive service plan
and direct him/her, The resident was saturated completed bi-annually.
with utine in histher brief and additional 2/27/12
incontinence pad. The aide set-up the clean brisf
and pad and left them with the resident. The
resldent then came out of the bathroom without a
brief on and was holding the brief in his/her hand
with a confused look an her face. At that time, the
aide took the resident back into the bathroom and
asslsted him/her with the briaf and perinaal care,
&. On 1112/11 at 320 PM, just after the
observation, the alde confirmed that the resident
often required assistance of staff due o
unawarenass of incontinence, and confusion.
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&, During an interview with the administrator
and DON on 1/13/12 at 10:20 AM, they stated the
facility had trieq different techniques to aasist the
resident to care for histher incontinence, byt had
been unsuccessfiy. Thay stated the resident had
baen considerad for Placemant to 5 higher lavet
of care, but no plan had been Pt in place,
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