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WYOMING DEPARTMENT OF HEALTH AGING Core Services.
! DIVISION RULES FOR PROGRAM
ADMINISTRATION OF ASSISTED LIVING (a)
FACILITIES
| Chapter 12
. o o The facility will ensure that
gect(on 7. Assisted Living Facility (ALF) Core residents who express suicidal
¢ Services. . .
ideations are adequately
(a) The assisted living facility core services monitored to prevent a
4 Include the following: (x) Twenty-four (24) hour completed suicide. In addition, ;
x . monitoring of each resident. the facility will ensure that ;
' This RULE was not met as evidenced by: residents are adequately Z
monitored while bathing. This .
Based on staff interview and medical record will be accomplished by: ;
: review, the facility falled to ensure 1 of 2 sample ‘;
; residents (#1) who expressed suicidal ideation : : ;
| was adequately monitored to preventa 1a)-Re5|de-nt I# 3.'5 deceased. Al L 4/27/12
| completed suicide. In addition, the facility failed to residents including new ;
“ adequately monitor 1 of 3 current sample admissions will be screened for ;
* residents (#3) while bathing. The findings were: depression and suicide risk ;
' . . regardless of diagnosis by the
" 1. Review of the medical record for resident #1 - . . '
- showed sfhe wais admitted to the facility on 2/6/06 facility social worker or licensed :
. and had diagnoses including chronic pararioid healthcare professional.
- schizophrenia, The resident was last seen by Subsequently, all residents will be ;
. Msther psychiatrist on 8/22/11 and by the medical ; screened no less than bi-annually !
. physician on 11/10/11 for a routine check-up. The for depression and suicide risk.
. resident had his/her bi-annual nursing .
- assessment completed on 8/7/11. Review of !
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i progress notes written on 1/1/12 at 2:30 PM 1b) Resident #3 has been ; 4/15/12
Ir\‘evtgealeﬁi éhe} fﬁcil'li_tly tn;.eceivtea?. acall frqgi rt:t]?'n ’ discharged. All residents |
\ational Sulcrde Hotine staling a resident ha ; ; o . :
called indicating s/he was suicidal and had a plan. including new adr_"issw"s will be i
Further review of these notes showed the assessed for bathing safety. This
resident "called to [the] nursing desk, stated will continue bi-annually or more |
[sthe] was depressed this holiday season...” Tha frequently if needed.
resident further stated s/he had purchased some :
benadryl because s/he was not sleeping very well - ‘s . P .
 at night and was feeling "somewhat paranoid at c) The facility suicide prevention | 3/26/12
i times." Continued review.showed the resident policy and bathing policy has |
* verbalized s/he had thought about suicide twice been revised.
i during the holiday season and said the plan was
- to overdose on benadryl. While review of these A Th : . :
 notes showed the resident said sfhe was no h) " social worker hasrevised - 3/77/1
 longer suicidal at this time (2:30 PM on 1/1/12) er documentation process.
. and relinquished the benadryl to the nurse, the ' ]
: resident acknowledged continued deprassion, e) The social worker, licensed 3/%0/12
: Theafgtlr%w";ag E:fi;‘c‘:;?d‘f?m tider:i;iﬁed: o staff and certified nurse aides
e R e Tacllity si aid not periorm a men . f - Cd
* | health or suicide assessment to determine the hav-e.been n SEI’VI.C(?d regarding l
 seriousness of the resident’s verbalized revisions to the suicide
- depression and call to the National Suicide prevention policy and the bathing
" Hofline. Interview on 2/29/12 at 3 PM with the policy.
. nurse who worked 1/1/12 and took the National
. Suicide Hotline eall, confirmed she did not fN M dit f i
- consider a mental health emergency evaiuation urs.e anager FD audit for 4/27/12
. because she did not really think the resident compliance and will report ;
- would harm him/herself based on the fact that results to the Quality
. she Ea%knfowq,tf;imt/h;; 'fgr a :ong ti{neih Improvement Committee for f
: . The facility staff did not monitor the o : ; ;
§ resident frequently to determine histher safety. rgwew and recommendations. :
; The next time the resident was seen by a staff i
: member, after 2:30 PM on 1/1/12, was at
i medication pass at 5:30 PM (3 hours later) and at
| 8:30 PM (4 hours later). Nine and one-half hours
¢ later, at 7 AM on 1/2/12 the resident was checked
' and administered histher morning medications. At .
| 11:30 AM, 4 and 1/2 hours later, the resident was
: again checked when s/he received his/her
Wioming Dépt of Health, Aging Division, Healthcare Licensing and Surveys
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. medications. The resident received medications
at £5:30 PM and 9:30 PM that evening {1/2/12). On i
- the morning of 1/3/12, the resident did not & i
- present to the nursing station for his’fher moming
. medications at which time staff began a search
; and discovered the resident had committed
. suicide, , !
j . Review of the medical record showed the
: most current psychosocial assessment
. performed by the social worker was on 8/31/08,
' six years earlier, which indicated the social
worker would spend time with the resident on an ;
- individuat basis at least twice a week. However, :
{ review of the social service notes showed only :
: one progress note was written per year which
. only included that the resident had attended the |
; care plan conference. The most recent note was
- written on 8/11/11. Review of the medical record
- showed no evidence the social worker visited with
4 ; the resident twice weekly as planned.
* ! d. Review of the medical record showed no
- evidence the social worker was notified of the :
. resident's depression and call to the Naticnal !
. Suicide Hotlineon 1/1/12. Interview on 2/29/12 at
- 3 PM with the nurse who worked 1/1/12 and took i
: the National Suicide Hotline call, confirmed she ;
. did not nofify the social worker.
e. Review of the 2/10/11 care plan showed
. altered thought processes was identified as a .
* problem based on the resident's diagnosis of i
i Schizophrenia. Interventions included providing '
* safety measures as needed which, based on
. medical record review, facility staff failed to do.
: Additionally, an interventlon to assess the
. resident's neurologicalimental status on an
- ongoing basis was not performed when the
" resident verbalized depression and suicidal
. ideation to the staff and to the National Suicide
. Holline on 1/1112.
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: 2. Review of the 1/28/12 nursing notes timed at
- 12:15 PM for resident #3 showed s/he was found )
" in the whirlpoal tub emersed up to hisfher neck in =
- hot water. Further review showed the resident :
- had no apparent mofor controld, had massive !
. vasodilation, pinpoint pupils, and was not able to i
i help him/herself out of the tub. The resident's !
. body temperature was 105.1 degrees Fahrenheit, !
- the pulse was 148 (normal is 72), and s/he
. appeared cyanotic. The notes documented the =‘
; resident entered the bathing area at 11:30 AM
-+ (46 minutes earlier). Facility staff called 911 and ch 12
: the resident was transported to the emergency apter
: room. The resident was re-admitted to the facility ,
: at 4 PM that afternoon after being administered Section 7.
fintravenous fluids. interview with CNA#1 on ;
. 2/128/12 at 8:38 AM revealed when a resident (b) :
; bathes on his/her own, staff should perforr a i
| safety check after twenty minutes if the resident 5
. | had not yet returned to higfher room, The facility will ensure that a ,
: _ comprehensive assessment is :
i Section 7.. Assisted Living Fagcility (ALF) Core performed immediately for any- ;
. Services, . . ;
' (b) Resident Assessment and Services (Iv) resident who experiences an
- Frequency of assessment. An assessment must acute change in condition. This %
+ be conducted: (B) Tmmediately upon any will be accomplished by:
» significant change in the resident’'s mentat or :
physical condition: 1a) Resident #1 is deceased. All 4/27/12
. This RULE was not met as evidenced by: residents including new
, admissions will be screened for |
* Based on staff interview and medical record depression and suicide risk :
review, the fgcility falled to ensure a regardless of diagnosis by the
: comprehensive assessment was performed . . .
. immediately for 1 of 3 sample residents (#1) who facility social worker or licensed
i experienced an acute change in condition. The healthcare professional. ,
+findings were: Subsequently, all residents willbe |
: Revi ¢ the medical A for resident #1 screened no less than bi-annually ¢
¢ Review o medical record for - A ;
 showed sfhe was admitted to the facility on 2/6/06 for depression and suicide risk. |
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" and had diagnoses including chronic paranoid

_ schizophrenia. The resldent was last seen by

- hisfher psychiatrist on 9/22/11 and by the medical
. physician on 11/10/11 for a routine check-up, The

" resident had his/her bi-annuat nursing

E

i assessment completed on 8/7/11. Review of

pragress notes written on 1/1/12 at 2:30 PM

revealed the facility received a call from the

National Suicide Hotliné stating a resident had

called indicating sihe was suicidal and had a plan.

Further review of these notes showed the

! resident "called to [the] nursing desk, stated

[sthe]} was depressed this holiday season...” The

resident further stated s/he had purchased some

! benadryl because sfhe was not sleeping very well

i at night and was feeling "somewhat paranoid at

! times." Continued review showed the resident

* verbalized sthe had thought about suicide twice

i during the holiday season and said the plan was

. to overdose on banadryl. While review of these
notes showed the resident said s/he was no

; longer suicidal at this fime (2:30 PM on 111/12)

. and relinguished the benadryl to the nurse, the

resident acknowledged continued depression.

The following concems were identified:

a. The facility staff did not perform a mental
health or suicide assessment fo determine the
seriousness of the resident’s stated depression
and call to the National Suiclde Hotlihe. Interview
on 2/29/12 at 3 PM with the nurse who worked
17112 and fook the Natlonal Suicide Holline call,

* confirmed she did not consider a mental health

; emergency avaluation because she did not really
i think the resident would harm him/herself based
on the fact that she had known himvher for a long
i time.
: b. Review of the 2/10/11 care plan showed
: altered thought processes was identified as a

| problem based on the resident's diagnosis of

: Schizophrenia. Interventions included providing

b} The facility.suicide prevention P 3/26/12
policy has been revised.

¢) The social worker has revised 'V 3/27/12
her documentation process. L
d) The social worker, licensed
staff and certified nurse aides
have been in-serviced regarding
ravisions to the suicide
prevention policy.

ﬁ 3/30/12

&) Nurse Manager to audit for
compliance and will report
results to the Quality
Improvement Committee for
review and recommendations.

E
|
[ 4/27/12
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' safely measures as needed, which, based on
medical record review, the facility staff failed to
do. Additionally, an intervention to assess the
resident’s neurological/mental status on an
ongoing basis was not performed when the

j resident verbalized depression and suicidal
ideation to the staff and to the National Suicide
Hotline on 1/1/12.

[ Section 7. Assisted Living Facility (ALF) Core

1 Services.

| {e)Resident Records and Reports. (D) All

. accidents, injuries, incidents, ilinesses, and
 allegations of abuse, neglect or exploitation shall

~ be reported to the resident’s family or responsible
. party and be documented in the individual

" resident records. Al such occurrences shall also

- be reported to the appropriate entity for follow up
- and resolution. Reports of all incidents affecting

. the health, welfare or safety of a resident shall be
- pravided to the Licensing Division immediately

* (within one business day). Reporting shall be

: done by telephone or fax. The facility's

- investigation of the incident shall be reported to

- the Licensing Division and the Long Term Care

: Ombudsman within five {5) working days.

- Pocumentation to support the facility reporting the
 situation and follow up must-also be present in

' the resident records;

| This RULE was not met as evidenced by:

| Based on staff interview and medical record

: review, the facility failed to report 1 of 1 incident
of possible neglect that affected the heaith of the

Section 7.

(e} (D)

The facility will ensure that -
incidents of possible neglect that
affect the health and safety of
residents are reported to the
Office of Healthcare Licensing
and Surveys (OHLS). This will be

. accomplished by:

1a) Resident #3 has been 4/15/12
discharged. All residents
including new admissions will be
assessed for bathing safety bi-
annually or more frequently if
needed.

b) The facility bathing policy has 3/26/12
been revised in that all residents
will be checked every twenty
minutes to ensure safety while

I resident (#3) to the Healihcare Licensing and bathing.
Survey office. The findings were:
Review of the 1/29/12 nursing notes timed at
! 1
Wyoming Dept of Health, Aging Division, an‘Ethcare Licensing and Surveys
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: room. The resident was re-admitted to the facility
" at4 PM that afternoon after being administered

“ intravenous fluids, Interview with CNA#1 on

© 2128112 at 8:38 AM revealed when a resident

* bathes on hisfher own, staff should perform a

. safety check after twenty minutes if the resident

: had not yet returned to histher room. Interview

| with the nurse manager on 2/28/12 at 3 PM

i revealed she thought this Incldent was a medical
 issue rather than a facility issue and therefore:it

: was not reporied to the Healthcare Licensure and
: Burvey office as required.
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£12:15 PM for resident #3 showed s/he was found _
" in the whirlpool tub emersed up to hisfher neck in ¢) ticensed staff and certified 3/90/12
- hot water. Further review showed the resident . nurse aides have been in-serviced
~ had no apparent motor control, had massive regarding the revisions to the
* vasodilation, pinpoint pupils, and was notf able to bathi l dth
 help him/herself aut of the tub. The resident's pathing policy, and that reporting
- body temperature was 105.1 degrees Fahrenhait, incidences of resident neglect will
i the pulse was 148 {normal is 72), and sthe be reported to OHLS by
. appeared cyanotic. The notes documented the - management.
: resident entered the bathing area at 11:30 AM !
! (45 minutes earlier). Facllity staff called 911 and . Co
 the resident was transported to the emergency d) Nurse Manager to audit for - A/27/12

compliance and will report
results to the Quality
Improvement Commiitee for
review and recommendations.
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