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i Rules and Regulations utilized for this survey are:

|

' Rules and Regulations for Program

- Administration of Assisted L iving Facilities,
Chapter 12, effective 12/12/2007 ;

Rules and Regutations for Licensure of Asslsted
~ Living Faciliies, Chapter 4, effective 06/28/2001
. The following common abbreviations are used
- thraughout this document;

. CNA - Certlfied Nurse Alde : !

- Less.commeonly used abbreviations will be
annotated in each deficiency.

66023 Ch 12 Sec 7 {b}{iv)(A-C) Asslsted Living Facility | 85023

{ALF) Core Services

{b) Residant Assessment and Services, The
: stafffcontract Registered Nurse (RN} shall :
t conduct initial and, at a minimam annually, an ?
| accurate, standardized, reproducible assessment
. of eadch resident's funclional capacity, physical
i assassment and medication review,
|
. (V) Frequency of assessment. An
_assessment mus! be conducted;

: (A} No earflerthan one (1) week prior to
- admission,

. (B) Immediately upon any significant
. change in the resident's mental or physical
. condition; or

(C) No less than once every twelve (123
. tnonths,

. L .
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This State Rule and Regulation s not mat as
avidenced by

- Based on observation, medical tecord review,

and siaff and family interview, lhe facility failed o
ensure the nursing assessments were accurate

andfor conducted in a timely manner for 11 of 17

sample residents (#1, #2, #3, #4, #5, #6, #7, #8,

“#9, #10, #11). The findings were:
1. Review of the ALF-102 screening dated

4/10/14 showed resident #1 was independent for
mobiiity including transfers, was continent of
bowel and bladder, was independent for feeding

self, and independent for dressing and greoming. |

Review of the 5/13/14 nursing assessment
showed it was consistent with the fevel of
independence shown on the ALF-102. The
resident resided on the memaory care unit and
observation on 11/25/14 at 3:40 PM showed the
resident was seated in & recliner in his/her room

and the resident appeared very thin, The resident
- was hard of hearing and was confused. The i
- resident's son was visiting and was Interviewed at

that time. The following concerns were identifjec:
a. Inlgrview with the son on 11/25/14 at 3:40
PM revealed his parent had declined in the past

. two weeks, The son verified the resident could no
- lohger transfer without assistance of two staff,
- and could not eat without assistance due to

complications of a recently diagnosed
esophageal tumor, Tha gon verified the resident

as not receiving any additional outside sarvices, |

Further, the wellness director had tatked to him
aarlier in the day regarding hospice services, and
they wera planning o pursue these additional

- services,

b. Interview with CNAs #1 and #2 on 11/25/14
at 3:26 PM verifled the resident required two
people to physically ransfer due to weakness and

- decline, The aides verified the resident had

3
1

|

Plan of Correction
1. Resident #1 passed away }1/28/
review of all residents ensuring th

102s, was completed 2/2/2015,

Rach resident will be reviewed for

Assurance meetings and any time

QA meetings starting February 1,

of care is appropriale for assisted living or
memory care, including a review of ALF

appropriateness by the Wellness Director
and Administrator at quarterly Quality

With Resident #1s passing, no fur
corrective action will be taken. The

implementation of the resident care ‘
review is in effect and will be used at all

2014, A | 21202015

eir level

1
1

the

resident shows a change in condition.

When it is determined reassessment is i
needed, the Wellness Director will use the :
ALL 102 and/or community assessment, |

ther

2015.
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required this level of assistance with transfer for ;
- about the last two weeks, and the assistance i
- needed for sating was due to a medical condition,
and had been ongoing for about 1 month. :
© ¢ Interview with the wetiness director on.
11/26/14 at 1 PM verifled a change of condition
assessment had net been started and the
hospice was contacted on 11/25/14. i

2. Revisw of the ALF-102 functional screening 2. Resident 2's reassessment was complete ; 2/2/2015
dated 5/27114 showed resident #2 was marked as 12/11/2014. A review of all residents ‘
c. completely dependant, frequent transfers, ensuring their level of care is appropriate

frequent positioning..." This category reguired for assisted Livi i
, incorporation of services provided by outside ox assisted Lving or memory care,

1
 sources. The resident was also shown to fall into including a review of ALF 102s, was |
. this category for the areas of bathing and : completed 2/2/2015. i
: continence. Review of the 8/2C/14 nursing i
arseszj;nr;g; g;gnwg:%hﬁq 2‘?%3%’3 gimf;dnd Each resident will be reviewed for |
: bladder care consisting of "toileting avery 2 wpprop r'a.le.m_ss ,by ﬂ?e Welllnea:, Dm.:cwr {
 hours." Additionally, the nursing agsessrment and Administrator at quarterly Quality |
- showaed the residenl required 1 person for Assurance meetings and any time the
! transferring. The following concerns were resident shows a change in condition. :
; identified: When it is determined reassessment is ,
a, Interview with GNA#1 and #2 on 11/25/14 needed, the Wellness Director will use the |
+at 3:05 PM veriflied they provided total assistance ALF 102 and/or community assessment.

for toileting, bathing for the resident, and sfhe
: was a twoe person transfer at all times, e . )
: b, Review of the medical record showead The implementation of the resident care
| there was no documentation of outside services review is in effect and will be used at all
i being provided for the resident. QA meetings starting February 1, 2015,

: ¢ Interview with the wellness director on

j 11/261‘14 al 1 PM verified the ALF-102 and

; hursing assessment were not congistent, She
| further stated there were no outside services

' being provided for this resident,

3 Review of the ALF-102 functional screening 3. Resident #3's reassessment was compl(.le 2!2/2013
{ dated 9/28/14 showed resident #3 had occasional 12/14/2014.
f incontingnce and required occasional help to
Wyaming Dapt of Haalth, Aging Diviglon, Healthcare Licensing and Surveys
STATE FORM 636y Q28011 Il confination sheat 3 of 48
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clean self. Review of the 10/8/14 nursing
assessment and negotlated services pian showed
the resident required "reminders for bathroom or
protestive garment usage." Qbservation on {
11/25/14 at 4:23 PM showed CNA#2 assisted the |
resident to the bathroom. Af that time, the CNA
; stated the resident was not aware when s/he was
- incontinent and staff had to change the brief and
" to provide total perineal care each time the i
. resldent was toileted,

4. Review of the 11/11/14 ALF«102 functichal
. sereening for resident #4 showed s/he was coded |
under contihence as continent of bowst and
- bladder. The assessment also showed. under ;
. kehaviorfmotivation the resident was
interrittently confused and/or agitated; required
- ocoasional reminders as fo person, place, or ;
: ime. The area for excessive wandering was left |
“blank. The following concerns were identified: !

Regarding wandeeing,
a. Interview with amployes #4 on 11/26/14 at
. 3,05 PM revealed tha resident was always
_confused, wandered cften, and had eloped from
* the facility on several occasions, Qhsarvation at
that time confirmed an alarm was on the
resident's front deor even though this resident
resided in tha level | area of the facilify,
b. Review of the admission resident
. assessment revealed the resident, "Requires.
_reguiar prompting due to confusion and
- disorientation... Wanders intrusively, but easily
directed "
: ¢. Review of the admission service
agreement revealed the resident "Wanders
“intrusively, but easily dirscted... Wandering tft
- [related to] resident's constant movement, AEB
- [as evidenced by]: Resident walking around and
“ wanting to fix pipes at home..."

Each resident will be reviewed for

Assurance meetings and any time

1 When it is determined reassessme

QA meetings starting February 1,

i4. Resident #4 was discharged due
higher care needs on 11/29/2014,

102s, was completed 2/2/2015,

‘Pach resident will be reviewed for

Assurance meetings and any tine

QA meetings starting February 1,

level of care is appropriate for assisted
living or memory care, including a review
of ALF 102s, was completed 2/2/2015,

appropriateness by the Wellness Director
and Administrator at quarterly Quality

regident shows a change in condition,

needed, the Wellness Director will use the
ALY 102 and/or community assessmend,
The implementation of the resident care
review is in effect and will be used at all

of all residents ensuring their level of care
is appropriate for assisted living or
memaory care, including a review of ALE

appropriateness by the Wellness Director
and Administrator at quarterly Quality

|
resident shows a change in condition. !
When it is determined reassessment is ;
needed, the Wellness Director will use the
ALF 102 and/or community assessment,

The implementation of the resident care
review is in effect and will be used at all

the i

1
nt is i
1

2015,
to 21202015
A review |

the

2013,
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85023é Continued From page 4

d. Review of the facility CNA communloation
' book [not part of the medical record) revealed the
 foilowing, "11/15/14 [day of admission] Got
1 out. Very confused: Wants to get out...stil
: confusad," "11/16/14 Babysitting [the resident] all
: night...needs to be re-directed to bedroom."
"1118/14 Wandered in people's rooms.. up half
: the night." "11/19/14 [The rasident] went inte
: people's rooms, wandered: averywhere-including
F {the resident] tried 1o exit the exil doors.” Review
. of Progress Notes In the CNA communication
. book revealed the following, "11/16/14 [The

i resident] left the bullding, was sitling in someone

. els@'s car...[The resident} wandered around and
want into other resident's rooms..." "{11/18/14 {The
resident] Wandered into a couple of residents

i rooms. Redirected [the resident].” "11/20/14 [The
resident], .. Trled wandering Into peoples roems...*
: €. Review of the memory care hurse

: communication boek [not part of the medical

: record] revealed the following, "11/22/14 Went

| Into [another resident's] room..." "11/18/14 [The

; resident] Confusion. High risk slopemeant.”

"M 714 [The resident]...elopament risk,

. Gonfused agitation...kept opening doors-court

- yard/all." “11/17/14 days | The resident] Keep

i getting out of Building, confusion, agitation." “[Not
: dated] [The resident] out of building." "11/16/14

. [The resident] Flight risk did get out-confused.”
1516114 Wants to go home, door alarm."

: f. Interview with the wellness diractor and

¢ adiministrator on 11/26/14 al 1:05 PM revealed
when the resident was admitted they reallzed they
P wara "in over their heads” and were actively

: seeking to transfer the residant to a higher level

. of care.

: Regarding |ncantinence:
i a. Observation on 11/25/14 at 3:05 PM
: showed the resident in his/ner room without panls

(4] ID _ SUMMARY STATEMENT OF DEFICIENCIES T
PREFIX {EACH DEFICIENCY MUST DE PREGEDED BY FULL PRERIX [EAGH GORRECTIVE ACTION SHOULD BE i COMPLETE
TAG REGULATORY OR L.6C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE

DEFICIENGY) :
$6023 :
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» on and incontinent. Interview with. employee #4 at

s that time confirmed staff were required to

L routinely provide incontinence cere for the
resident, and did so at that lime, i

: . Review of the facility CNA communication

" book [not part of the medical record] revealed the

- following, "11/16£14 [The resident} babysitling
[him/her] all night."

¢. Review of the memory care nurse
communication book [not part of the medical
record) revealad the following, “{not dated} [The
resident] ingontinent, refused to change...” "[not
dated) [The residenl]... Wet [the resident's] panis,
refused help."

d. interview with the walliness director and
administraior on 11126/14 at 1.05 PM revealsd
when the resident was admitted they realized they
were "in over their heads” and were actively

- sgeking to transfer the ragident to & higher level
of care,

&. Review of the 10/31/14 ALF-102 functiong!

- behavior/motivation for “ntermittently confysed

* andfor agitated; requires occasional reminders as

- to person, place, or lime." The area was left blank
for safety concerns which included danger to saif
or others with continuous surveillanca required,

. The following concerns were identified:

. a. Observatlon on 11/26/14 at .15 PM
showed the resident had barricaded the front

" door fo hisfher apariment with a tabls, and an
glectronic alarm was noled on the resident's front
door even though the resident resided in the lavel
| area of the facility. Interview with employee #4
at thal time revealed the resldent barticading the

" front door to his/her apartment was an ongoing
issiie.

b, Raview of the facility CNA communication

screening showed resident #5 was marked under |

. book [not part of the medical record] revealed the

5. Resident #5's reassessment was complete 2/2/2015
12/15/2014. Resident transferred from i

assisted living to memory care on {
12/1/2014. A review of all residents
ensuring their level of care is appropriate
for assisted living or memory care,
including a review of ALF 1025, was
completed 2/2/2015.

Bach restdent will be reviewed for
appropriateness by the Wellness Direclor
and Administrator at quarterly Quality
Assurance meetings and any time the
resident shows a change in condition.
‘When it is determined reassessment is
ineeded, the Wellness Director will use the
JALF 102 and/or community assessment.
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 resident barricaded his/er front door on 11/4/14,

- other ragident's rooms on 11/10/44 and 11/12/14.
- cammunication book [nat part of the medical

. front door on 11/4/14, 11/5/14, 11/6/14, 11/9/14
“and 11/10/14.

11/26/14 at 1:05 PM revealed she was unaware

: banicading, and felt the resident was easily
~manageabie.

. B. Review of the 10/156/14 ALF-102 functional

» screaning for resident #6 showed the assessment
. was marked under behavior/motivation the

" resident had, "Appropriate behavior,

; well-motivated to, and capable. of, performing

- ADL's." The area for intermittent confusion and/or
- agitation, and other more serious areas, wers loft
; blank. The following concerns were ideniified:

i assessment showed for behaviors the resident,
! prison. Sees things that are not there.”

» showed the resident would not or could not

. answer questions, had been recently discharged
- from a geropsychiatris facility, and would state

i hon-sensical words,

. resldent called the local police 4 times on
10/25/14 due to psychotic behavior, and wanted
“to call local police on 10/28/14 due to the feeling
| of being held against his/her will.

. consider a resident's history when assessing and

11/5/14, and 11/20/14; the resident siopad from
the building twice on 11/12/14, and wandeared inlo

¢ Review of the memory care nurse

record] revealed the resident barricaded histher

d. Interview with the weilness director on

the resident had safely risks concerning

a. Review of the 10/18/14 admission resident
"I very paranoid, Believes [the resident] is In

b. Revigw of a 11/8/14 physlcian consuliation

¢. Review of nursing notes showed the

d. Interview with the wellness diractor on
11126114 al 1:06 PM revealed she did not

The implementation of the resident care |
veview ig in effect and will be used at all QA i
meetings starting February 1, 2015, !

6. Resident #6's reassessment was complete :2/2/2015
on 11/26/2014, A review of all vesidents
ensuring theix level of care is appropriate .
for assisted living or memory care, :
including a review of ALF 102s, was
completed 2/2/2015.

Bach resident will be reviewed for
approprialeness by the Wellness Director
and Administrator at quarterly Quality
Agsurance meetings and any time the
resident shows a change in condition.
‘When it is determined reassessment is
needed, the Wellness Director will use the
ALF 102 and/or community assessment,

IThe implementation of the resident care
review is in effect and will be used at al}
{QA meetings starting February 1, 2015,

Wyoming Dépl of Health, Aging Division, Healthcare Licensing and Surveys
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admitting reskdents. She further revealed she was :

not awara of the datails of the information In the -
11/8/14 physician consultation,

7. Review of the 9/3/14 admission assessment

* for resident #7 showad that the resident did not
. wander. The following concerns were Identified;

a. Review of a 8/19/14 psychiatric

- assessment from a geropsychiatric admission in

another state showed the following on the risk
assessment, "[The resident] is a risk for suicidal
ideation...[The resident] is at risk for elopamenl
potential. {The resident] has a history of going
AMA [against medical advice] and being
dispteased with lock down units in the pagl.”

b. Review of the 9/3/14 assessment at the

- facility showed the resident required regular

: prompting due fo confusion and disorientation,
" and was admitted from a geropsychiatrlc uni

- from another state,

. Review of a 9/9/14 nursing note revealsed

- the provider stated the resident was an extreme
" efopement risk, and stated staff needed to
- monitor closely.

d. Interview with the wellness director on

" 11/26/14 at 1.05 PM revealed she did not

- consider 3 resident's history when assessing and
. admitling residents, She further revealed the

. resident sfayed in the memory care unit in the

" daytime,

. 8. Review of the 8/6/14 ALF-102 functional

i screening for resident #8 showed under

. behavior/motivation the following, “Intermittently

, confused and/or agitated; requires occasional
reminders as o parsoen, place, or time." The area

Ay D | SUMMARY STATEMENT OF DEFICENCIES T
BREFIX - {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE " COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG (ROSS-REFERENCED TO THE APPROPRIATE BATE

: DEFICENGY)
T
56023 Continued From page 7 86023

{ALF 102 and/or community assessment,

7, Resident #7's reassessment was complete 2/2/2015
1/26/2015. A review of all residents
ensuring their level of care is appropriate
for assisted living or memory care,
including a review of ALF 1025, was
completed 2/2/2015,

Each resident will be reviewed for
appropriateness by the Wellness Director
and Administrator at quarterly Quality
Assurance meetings and any lime the
resident shows a change in condition,
When it is determined reassessment is
needed, the Wellness Director will use the

The implementation of the resident care
review is in effect and will be used at all
QA meetings starting February 1, 2015,

8. Resident #8's reassessment was complete  2/2/2015
12/24/2014. A review of all residents

ensuring their level of care is appropriate

for assisted living or memory care,

including a review of ALF 1025, was

. for safety concerns was left blank, Tha foilowin
: issues wﬁere identified: | completed 2/2/2015. i
: a, Interview with the resident on 11/26/14 at : i
: 4:17 PM in the day room revealed sthe planned to
Wyoming Dept of Heaith, Aging Division, Healthcare Licensing and Surveys
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_ elope from the facility as soon as s/he formulated
a plan. The resident had alarms to the front and

* back doors at that time sven though the resident
resided in the level | area of the [lacility.

b. Review of the admission resident
assessment showed the resident wandered
intrusively, but could be sasily redirected,

¢. Review of the 11/7/14 resident negotiated
service plan showed, "Mas occasional confusion
and some difficulty recalling detalls. Neads
occasional prompting or origntation... Risk for
wandering v/t resident's need o gat out. AEB [as
avidenced by]. Resident verbalizes .... wants to

- run away.”
' &, Interview with the wellness director on

11425014 at 5:20 PM revealed she was aware the -

! regident stated s/he wanted to elope. The
: wellness director further stated she was not
goncernad, and the resident said this every day,

9. Review of the 8/26/13 ALF-102 functional

" screening showed under medical care

. recuirements that resident %9 was medically

" stable. The area that stated, "Requires skilled
hursing care for chronic conditions” was left
blank. The following issues were identified:

a. Review of the medical record showed &

_ 9726714 faxed commilinication fo the physician
which stated, "Resident has 2 sores on Buttocks,
One on the upper right side measuring 2,1 ¢m by

2 T7em.t

b. Review of a 9/30/14 faxed communication

“ to the physician showed, "Resident has three
open areas on inner butlocks.”

: ¢. Review of an 11/5/13 letter from the home

 haalth agency (HHA) to the facility reveaied the

- HHA provided care, but fallad to mention wound

. care,

) d. Review of nursing notes showed the
following wound documentation, "Original hote at

Each resident will be reviewed for
appropriateness by the Wellness Director
and Administrator at quarterly Quality
Assurance meetings and any time the
resident shows a change in condition,
When it is determined reassessment is
;needed, the Wellness Divector will use the
{ALI 102 and/or communily assesstment,

gThe implementation of the resident care
:review is in effect and will be used at all QA
:meetings starting February 1, 2015,

:9 Resident #9's reassessment was complete . 2/2/2015
17312015, A review of all residents

ensuring their level of care is appropriate

for assisted living or memory care,

tincluding a review of ALF 102s, was

tcompleted 2/2/2015,

Bach resident will be reviewed for
-appropriateness by the Wellness Director
and Administrator at quarterly Quality
Assurance meetings and any time the
resident shows a change in condition.
When il is determined reassessiment is
needed, the Wellness Director will use the
ALF 102 and/or community assessinent,

The implementation of the resident care
review is In effect and will be used at all QA

meetings starting February 1, 2015,
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“resident #11 was, “Intermittently confused andfor |
- agitated; requires occaslonal reminders as to
“person, place, tima." The area for safety

. concerns was left blank. The following concerns

i . SUNMARY STATEMENT OF DEFICIENGIES mo! PROVIDER'S PLAN OF CORREGTION R
FREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE CCOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THEAPPROPRIATE | DAIE

DEFICIENCY) :
$5023  Continued From page 9 | §6023 i
2014-09-25 1822 [6:22 PK] Resident has sore |
on left buttcheek, Measuring 1.4 by 1.3...5ore on :
right side measuring 2.1 by 2.7 non-blanchable..." i
. Interview with the wellness director on g
11426014 al 1.0 PM revealed she expected the i
i HHA to care for the resldent's wounds. t
- 10. Review of the 10/30/14 assessment showed 10, Resident #10's reassessment was lz/z/zm 5
; Tesident #10 had intermiltent episodes. of complete on 1/3/2015, A care conference |
: incontinence. The following concerns were was held with the family 1/7/2015. §
*identified: RS CONFEratee fe &
a. Interview on 11/25/14 at 4 PM with ;*}‘;‘7’;28'1;““1‘ i ”,d.""’;';‘é"g |
. employee #4 confirmed staff were required to /12075 where itis anticipated 30 day
* provide incontinence care routinely. notice will be given to the family. A review |
. Review of nursing notes reveated the jof all residents ensuring their level of care |
following: "Criginal note at 2014-08-13 3:31 [3:31 is appropriate for assisted living or ;
AM] ... Required fult asglstance when toileting and | memory care, including a review of ALF
going to bed..." ]
‘ ¢. Review of the facility CNA communication | 1025, was completed 2/2/2015.
- book [not part of the medical record) revealed the | o i _
resident was incontinent an 11/4/14, 1111814 | Each resident will be reviewed for :
twice, and 11/16/14 twice. | appropriateness by the Wellness Director
' d. Review of the memory care nurse § and Administrator at quarterly Quality :
' Comfg?nicati?ndbt?fk I”C?é pati't of “il@ mﬂtfiicaL Assurance meetings and any ime the |
record] revealed the resident was incontinant on resident sh h ; ition. f
11/19/44, 11718114 on day and night shift, on Whew it s g;seiﬁhsz;“ :"“f'“l"f. |
C11/45{14-11/16/14, on 11/11/14 “al night”, on b e TERSessmEnt 15
11710114, an 19/5/14-11/6/14 nights, on 11/4/14- needed, the Wellness Director will use the
11/5/14 Nighls, on 10/30/14 "most of day”, and on ALF 102 and/or community assessment,
10/9/14.
e. Interview with the wellness directer on The implementation of the resident care
- 11/26/14 at 1:05 PM revealed she was unaware Ireview is in effect and will be used at all
. the resident could not tollet independently. QA meetings starting February 1, 2015,
1. Review of the 11/20/14 ALF-102 functionat {11, Restdent #11 was discharged due to _2/2/2015
- sereening showed under behavier/motivation that higher care needs on 12/2/2014. ‘

i

H
i
H

Vyoriing Dept of Health, Aging Division, Heallhcare Licansing and Surveys
STATE FORM

LLin

0290111

if continualion sheel 10 of 45

)
A\

\4



02/16/2015 18:06 FAX do012/0048

PRINTED: 02/02/2015
. FORM APPROVED
Healtheare Licenging and Surveys i

STATEMENY OF DEFICIENCIES (X1) PROVIDER/SURFLIERICLIA (X2) MULTIPLE CONSTRUGTION (K DATE BURVEY
AND PLAKN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING' COMPLETED
¢
ALF026 B, WING 1112612014
NAMEE OF PROVIDER QR SUPHLIER STREET ADORESS, CITY, BTATE, Z* CODE
. 2360 REAGAN AVENUE
RAIL ASSISTED LIVING
DEER TRAIL A : ROCK SPRINGS, WY 82904
(X D SUMMARY STATEMENT OF PEFICIENCIES oom FROVIDER'S PLAN OF CORRECTHON T
PREFIX (EACH DEFICIENCY MUST BE PRECEDRED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE P GOMPLETE
H [IATEE

TAl REGULATORY OR LEC IDENTIFYING INFORMATION) ) TAG ] CROSS-REFERENCED TO THE APPROPRIATE
; DEFICIENGY)

85023 Conlinued From page 10 86023

were identified

7. Observation on 11/26/14 revealed the A review of all residents ensuring their

resident wandering the hallways with rambling level of care is appropriate for assisted
speach and unable to engage the surveyoer in an living or memory care, including a review
interview, Inlerview with employeea #2 at thal time of ALE 102s, was completed 2/2/2015,

_revealed the resident had wanderad the hallways
- for hours at a time since admission. In addition,

: the resident could not engage the sta¥f in

: conversation, did not appear to understand staff,

Bach resident will be reviewed for
appropriateness by the Wellness Director

|
- and appeared to want to leave the facility. and Administrator at quarterly Quality |
, b. Review of the admission 11/20/14 ALF 102 1Assurance meetings and any time the ,
- showed the resident was, “Aculely ill, requires 24 resident shows a change in condition, :
- hour RN care/supervision to ensure medical When it is determined reassessment is
: needs are addressed. " needed, the Wellness Director will use the

¢. Review of an 11/24/14 discharge summary
s from an acute care hospitafl revealed the
+ following, “...Memory is severely impaired... )t was

ALF 102 and/or community assessinent.

i felt the patient is appropriate to dischargs to The implementation of the resident care
 skilled nursing factity [nursing home and not review is in effect and will be used at all
i assisted living) as [the resident] was 1-2 person QA meetings starting Rebruary 1, 2015.

asslst with ADL's, transfers, and feeding and
< further discussed with family wha decided to
transfer to [specific nursing home)..." :
d. interview with the welliness diractor on
11/26/14 at 1:05 PM revealed she did not :
consider a resldent's history when assessing and t
admilling residents, She further revealed she was ;
not aware of the details of the information in the '
11/2414 hospilal discharge summary,

§5054 Ch 12 Sec 7 {8)}{}(A-K) Assisted Living Facility 556064 :
: (ALF) Core Services

(&) Resident Records and Reports. Each
 resident's records shall be current, organized and !
- maintained in individual folders which shall be : t

made avallable to the resldent, the Licensing ‘

Division, or designaled representative upon |

requast, :

Wyoming Depl of Health, Aging Division, Healthcare Licensing and Jurveys .
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{iy Each folder shall include the following:

{A) Informalion from the referring agent, if
applicable;

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

(G} Individual adrmigsion form. The form
shall, al & minimum, contain the foillowing
information:

() Full name of resident and former
address;

(It} Date of admission;

(I1f) Sex, race, date of birth, social
: security nrumber, and former cocupation;

; (V) Name, home address, and
! telephone number of relative, friend, Power of
: Attorney, or guardian;

: (V) Narme, address, and telephone
" number of resident’s personai physician, dentist,
f ophthalmologist or optometrist;

{VI) Medicare number of other medical
. insurance identifying data;

(i) Awrilten inventory of all personal
| possessions; howsver, this inventory need not
: include personal Glothing.

{0} All accidents, injuries, Incidents,
ilnesses, and allegations of abuse, neglect or
exploitation shall be reportad o the resldent's

Wyoriing Dept of Health, Aging Divislon, Haalthcare Licensing and Suiveys
STATE FORM 0200 020011 If continualion sheat 12 of 45
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~family or responsible party and be documented in |

i the individual resident records, Al such

. opeurrences shall also be reperted to the

" appropriate entity for follow up and resoiution.
Raeports of all incidents affecting the health,

_walfare or safety of a resident shall be provided to
the Licensing Division immediately (within ona

. 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. Documentation to

: support the fasility reporting the situation and

: follow up must also be present in the resident

. records;

i (E) Anaccounting of all parsonal funds
. deposited with and disbursed by the facility;

: {1y Upan written authorization of a
" glient, the facility must hold, safeguard, manage
_and account for the personal funds of the client.

(1.} The facility must deposit any
- personal funds in excess of $100 in an 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 to the faciity,

(3.) Upon the death of & resident with
a personal fund deposited with the facility, the
facility must convey, within 30 days, the resident’
-8 funds a final accounting of those funds, to the
individual or.probate jurisdiction administering the
resident’ s estate.

}

o | SUMMARY STATEMENT OF BEFICIENGIES P PROVIDER'S PLAN OF CORRECTION T e
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FUILL PREFE (EAGH CORREGTIVE AGTION SHOULD BE o COMPLETE
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DEFICIENCY)
85064 Continuad From page 12 $5054
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$5054: Continued From page 13 85054 !

i

and explanation of &

(J} Copy of all

. This State Rule and
" evidenced by:

CNA communication

. were unaware of the

. (4.) The facillty musf not impose a
_charge agalnst the personal funds of a resident
“Tor any item or service for which payment is made |
- under Medlcaid or Madicare except for applicable |
. deductible and coinsurance amounts.

{F) A signed copy of the resident's rights;

(G} The resident’s assessment and
individualized assistance ptan;

{H} Copies of afl applicable resident
assistance contracts, signed by both parties;

' i
{1} Written acknowledgment of the receipt |

admissian/discharge policies;

. (K} Copy of ouiside contractual
: responsibllities, if applicable.

" Based on observalion, medical racord review,

communication book raviaw, and staff interview,
the facility failed to ensure issues required to be
. reported and Investigated to the licensing division
s were dong so for 6 of 17 sampie residents (#4,
#6, #12, #13, #14). The findings were:

" Interview with the wellness director and ;
adntinistrator on 11/26/14 at 1 PM verified they }
i
I

- and report resident to resident Incidents and

It facility policies incliding

ALF 102's; and

Regulation 18 not met as

hook review, nurse

requirement to investigate

)
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$5054 Continued From page 14 55054 i
. atercations 1o the licensing division. The following 1. The Wellness Director is responsible for
i’esfdlents Wareg Edenflﬂad W“h QCCUITences that galhering inﬁ)rmation about any incidents :
rfequareq reportirfg and further Investigation and non-incidents from the nursing staff, !
i related to safsty: , e P
. She creates a report for the Administrator
1. Review of lhe medical record showed resident via our compulerized internal reporting
: #12 moved into the facility on 10/23/14 and had system. The Administrator then
- diagnoses which included Lewy Body Dementia. determines the need to report the incident
* Review of October 2014 hursing communication 1o the state and reports as necessary. All
 hotes showed the qulowlng: _ incidents and non-incidents will be l
a. A 10/9/14 untimed note shawed the reviewed at quarterly QA meetings to
! resident was "found with Jresident #15] having rewedatq Y ceting
" gex. There were no additional notes, no ensure they are properly categorized and
investigation or any report made te any agencies | reported. If the incident involving
related to this interaction between the wo = Resident #12 happened today it would be
cognitively impaired residents. reported to the state.
- 2, Revlew of the medical record showed resident 2. The Wellness Director is responsible for | 2122015
#1 Sdmc?vedt;’?to the facility on 5/'7/ 4 an? ﬂOWth gathering information about any incidents |
resided oh the maiviory care Unit. Interview wi and non-incidents from the nursing staff,
employee #1 on 11/26/14 at 9.05 AM revealed the e it Fap g . !
" resident did not fike others including staff in She creates a report fl"?' the Af’f‘”“‘"",‘"a*"r
his/her room. The employee stated the resident Via our computerized internal reporting |
_had punched two residents (#14 and #16), and system. The Administrator then ;
. multiple staff members. Raview of nursing determines the need to report the incident
- communication notes, and incident reports to the state and reports as necessary, All
: showe;:l\ thet f°"°"'r‘!"1r}g:5/?4  4:49.PM showed th incidents and non-incidents will be
¢ a Anote on at 4:19 PM showed the : i
oo ) \ 1 ' !
 resident had "punched" resident #16 for walking rev E‘_’m? al q‘_‘arterly ?A mee“‘_’igs‘;‘? 4
into his/her room without knogking, ensure they are properly categorized and
b. A note dated "11/24-11/25" showed reported. If the incidents involving ;
resident #13 and another resident were "fighting." Resident #13 happened today they would
¢. An undated note from the September to be reported to the state.
" November 2014 nurse communication book i
. showed resident #13 "hit" another resident. !
d. A note from 11/21/14 "nights" showed the
resident hit resident #16, ]
3. Review of the medical record showed resident - 3. The Wellness Director is responsible for :2/2/2015
-#14 moved into the Tacility on 2/19/{4 with : gathering information about any incidents |
Wyoming Dept of Health, Aging Divislon, Healthgare Ucensing and Surveys
STATE FORM dhag 029Q14 If sontinuation shoat 15 of 45

vy e
A\ \E\



02/16/2015 18:08 FAX

Healthcare Licensing and Surveys

410017 /0048

PRINTED: 02/02/201%5 :
FORM APPROVED
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~page which listed all residents on the memory

- care unit. Same pages were dated and some

i ware not, The information was from September,
i Cotober, and November 2014, The notes were

" not detailed; however, showed the resident was:
- "ialent...up with &

- vengeance.. felsty...angry...mean." inferview with
~employee #2 on 11/26/14 at § AM revealed this

: resident had "hit every regident {in the unit] at

- some point." In addition, the employee,stated the
" resident's aggressive behaviors which Included

: hitting occurred on a daily basis,

+ 4. Review of the medloal record showad resident
' 4 was admitted to the facility on 11/16/14 from a
- local long-term care facility to a Level | ared [not

: secured} with diagnoses which included

. Alzhelmer's disease, dementia unspecified, and

i depression, The review showed the resident

i eloped and wandered frequently. The following

: concerns were identified:

: book [not part of the medical record} revealed the
s resident eloped from the facility on 11/15/14 and

i 11/16/14.

: communication book fnot part of the medical

- facility on 1/16/14 and 11/17/14.

" no mantion of elopements by the resident.

. administrator on 11/26/14 at 1:08 PM revealed

diagnoeses that included dementia and history of
stroke and hypertension. The individual resident
record failed {o include notes related fo the
residenl's behaviors or involvement in resident to
restdent aitercations. However, review of 5
ndrsing communication ook showed notes about
the resident's hehaviors. These noles werg on a

a. Review of the facility CNA communication

b. Review of the memory care nurse
record] revealed the resident sloped from the
¢. Review of the facility incident log showed

d. Interview with the weallness director and
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35084 |

and non-incidents from the nursing staff, |
She creates a report for the Adniinistrator |
via our computerized internal reporting |

system. The Administrator then

determines the need to report the incident '
to the state and reports as necessary. All i
incidents and noun-incidents wilt be !
reviewed at quarterly QA meetings to ;
ensure they are properly categorized and |
reported. If the incidents invelving i
Resident #14 happened today they would

be reported to the state,

H
4, The Wellness Director is responsible for :2/2/2015
gathering information about any incidents
and non-incidents from the nursing staff. |
She creates a report for the Administrator |
via our computerized internal reporting

system, The Administrator then

determines the need to report the incident
to the state and reports as necessary. All
incidents and non-incidents will be
reviewed at quarterly QA meetings to
ensure they are properly categorized and
reported. If the incident involving
Resident #4 happened today it would be

reported to the state.
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56084 . Continued From page 16 I 550564
t she did hot Invesligate or report the elopements, ;
1 5. Review of the medical record showed resident ? 5. The Wellness Director is responstble for 2/2/20;,,
 #6 was admitted to the faillly on a Level | | galheung information about any incidents *
\[J:/jll;‘rlgi?::odluuc?elg ﬁgn?gr;'?é i;ﬁ_ﬁh‘g'ﬁg\ﬁ;‘iggﬁzﬁe g and non-incidents from the nursing staff,
| the resident had elopement and behavior issues i She creates a report for the Administrator -
| that included barricading in histher room, The via our computerized internal reporting
: following concerns were identifisg; i systemn. The Administrator then :
' a. Observation on 11/25/14 &t 3115 PM determines the need to report the incident :
Showed the I’esfdenf had ba”icaded [he front to [‘he state ﬂnd reports a8 necessary" A“
door to his/her apartment with a table. Interview | incidents and non-incidents will be
with employee #4 at that time revealed the. ; N N
resident had wandered out of the facility on the reviewed at quarterly QA meetings to
evening of admission. ensure they are properly categorized and
b, Review of the facility CNA communication reported. If the incidents involving :
book [not part of the medical record] revealed the Resident #5 happened today they would be
resident eloped from the facility on 11/3/14 and reported fo the state, :
11115114,
¢. Review of the memory carg nurse ‘
communtication book [not part of the medical ! :
record] revealed the resident attempted to leave ’ :
the facility on 11/2/14 and barricaded his/her front | :
* door on 11/6/14,
d. Review of the facllity incident log showed |
no mention of any barricading or elopgments by i
the resident.
&. Interview with the welliness director and
administrator on 11/26/14 at 1.05 PM revealed
she did not Investigate or report ¢lopements or
barricading.
$5071 Ch 12 Sec 7 {i)(ii)(A-B) Assisted Living Faclity 85071 -
: (ALF) Cora Services :
(1) Adult Protection.
(i) The facllity is rasponsible to ensure all
: allegations of abuse are investigated expediently
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55071 Conlinued From page 17

; and that the resident{s) are protected from
s Hurther, potentiat abuse while the investigation is
: in progress.

(A) Instances of abuse, neglect, or

1

expioitation of disabled adults shall be reporied to

" the sheriff's department, the local pofice
department, or ko the department of family
services in accordance with W. S, 35-20-103,

(B} The facility must ensure that, if
necessary, additional authorities are contacted if
there is an allegation of abuse, neglact, or
exploitation. These additional authorities may
include the Wyoming State Board of Nursing,
Office of Healthcare Licensing and Survey, and

- the State Long Term Care Ombudsman.

. This Stale Rule and Regulation s not met as
evidenced by
Based on medical record review, nurse

- communication documeniation review, and staft
interview, the facility failled to ensure incidents
involving potential abuse were reported and
investigated for residents #12, #13, and #14. The
cehsus of the unit was 13. The findings were;

1. Interview with employee #1 on 11/26/14 al .05

: AM revealed sthe was concerned about the

. safety of residents who resided fn the memory
care unit. Tha employee stated residents #1412,

.13 and #14 had aggressive behaviors. The

amployee stated these residents had behaviors

“that included hitting, yelling, and breaking things,

i These behaviors were directed at staff and other |

- residents. The employee staled s/he was “afraid
" somaone would be hurl" The empioyea further

. statad many of the behaviors and incidenis were
- not documented due to confusion within. the
facility of what was required. The employes was

85071

1. The Wellness Director is responsible for

and non-incidents from the nursing staff.
She creates a report for the Administrator
vid our computerized internal reporting
system, The Administrator then

to the state and reports as necessary, All
incidents and non-incidents will be
ireviewed at quarterly QA meetings to
{ensure they are properly categorized and
reported. If the incidents involving
Residents ¥12, #13 and #14 happened
itoday they would be reported to the state.

gathering information about any incidents -

determines the need to report the incident

i 222015
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86071} Continued From page 18 85071 |
! sure the administration knew of these _ 2. The Wellness Director is responsible for 52/2/2015
| Incidentsfbehaviors, however, other than a recent | gathering information about any incidents |
F atiempl to keep cansistent stgﬁ* working on the | and non-incidents from the nursing staff.
unit, there was no clear directions or interventions L )
in place related to resident safefy. She creates a report for the Administrator
via our computerized internal reporting
- 2. Interview with employee #2 on 11/26/14 ot ¢ gystem. The Administrator then :
AM verified resident #12 had behaviors that determines the need to report the incident
affected others inchuding breaking things, V@.“")Q- ito the state and reports as necessary. All
and hitting. She stated these kinds of behaviors incidents and non-incidents will be
occurred weekly. . o . !
reviewed at quarterly QA meetings to
3, Review of the medical recard showed resident ensure they are properly categorized and
“#13 moved into the facility on 5/7/14 and at the reported. If the incidents involving
time of the survey, resided on the memory care Resident #12 happened todaythey would be-
unit. Interview with employae #1 '0” 11/26/14 at repor[ed to the state, ‘
8:05 AM revealed the resident did not like others,
including staff, in his/her room. The employee 3. The Wellness Director is responsible for 2/2/2015
stated the resident had punched two residents gathering information about any incidents .
g:: :Igggﬁ 1ufr5t)h§?dren\}g$|:||g<'ietﬁ;a;fe %?‘Iizzgi ngfi and non-incidents from the nursing staff.
teported to administration; however, there was Sbe crea‘tes A relpc.nrt folr ﬂ‘m Admlmst."rator
nothing being done related to the aggressive via our wmputeli?ed internal reporting
behaviors by residents in the unit. Raview of system. The Administrator then :
: nursing communication notes, and incident determines the need to report the incident :
- reports showed the foliowing: 1o the state and reports as necessary. All
e ;é rﬁ Eg?r%‘:';; I‘i 2e5d{ |1 fe :itdig?#!:ﬁrwfc:h\?g!i?n;he incidents and non-incidents will be
, into hisfher room without knecking. reviewed at quarterly QA m.eetm.gs o
b. A note dated "11/24-11/25" showed ensure they are properly categorized and
i resident #13 and another resident were “fighting.” | reported. If the incidents involving
: ¢, An undated note from the September to Resident #13 happened today they would
: November 2014 nurse communication book be reported to the state.
; showed resident #13 "hit" another resident,
: ¢ Anote from 11/21/14 "nights" showed the ;
 resident hit resident #16.
4, Raview of the medical record showed resident 1. The Wellness Director is responsible for 22/2/2015
| #14 moved into the facility on 2/19/14 with gathering infomation about any incidents
. diagnoses that included dementia, history of and non-incldents from the nursing staff.
Wryoring Dept of Heallh, Aging Division, Healthcare Licensing and Surveys '
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siroke and hypartension, The individual resident
record falled to include notes related to the
resident's behaviors or invelvement in resident to
resident altercations. However, review of a

nursing communication hook showad notes about

the resident's behaviors, These notes were on a

i page which listed all residents on the memaory
; care unit. Some pages were dated and some
- were not. The information was from Septembaer,

Oclober, and November 2014, The notes were
not delailed; however, showed the resident was:
"violent...up with a

vengeance.. felsty...angry..mean." Interview with |
employee #2 on 11/26/14 at  AM revealed this
resident had "hit every resident [in the unit] at
some point." In addition, the employee stated the
resident’s aggressive behaviors, which included
hitting, ocourred on a daily basis,

7 8. Inlerview wilth the weliness director and
- administrator on 11/25/14 at 1 PM verified they
- wele unaware of the requirement o investigate

and report resident to residant incidents and
altercations to the licensing division.

Ch 12 Sec 8 (a)(i) Services Which Cannot Be
Provided by Level |

- Services which cannot he provided by the Level |

Assisted Living Facility staff.

{a) The following services canhot be provided;

(1} Continuous assistance with transfer and
miability;

This Stata Rule and Regulalion is not met as

"evidenced by:

Based on observation, medical record review,

BEOM

1

She creates a report for the Administrator l
via our computerized internal reporting ‘[
system, The Administrator then L
determines the need to report the incident
to the state and reports as necessary. All
incidents and non-incidents will be
reviewed at quarterly QA meetings to
ensure they are properly categorized and
reported. Resident #14 passed away
1/3/2015. If the incidents involving
Resident #14 happened today they would
be reported Lo the state.
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- CNA communication book review, and staff

interviaw, the facility faited to ensure 1 of 4
resident (#10) could transfer independantly. The

findings were;

_ Review of the medical record for resident #10

showed s/he was admitted to the facility on 5/6/14
with diagnoses which included depression and

" osteoporosia, The following congerns were
- identified:

a. Observation of the resident in the. dining

- area on 11/25/14 at 4 PM showed the resident
-was in a wheelchair. An attempl to interview the

resident al that timeg was unsuccessiul, Interview
at that time with employee #4 confirmed the
resident could not transfar independently, and
staff were required to transfer the resident from

the bed o the wheslchair, from the wheelchair to- |
_the bed, from the wheelshalr to the tollet, and
, from the {ollet to the wheelchair.

b. Review of nursing notes revealed the
following: "Qriginal nole at 2014-08-28 4.01 [4:01
AM] Resident had a fall at beginhing of day shifl,

" Resident was using the restroom and just fell.
" [The resident] did not remember [the resident]

pendent or pulf cord. Dragged [self] fram
réstroom to front room of apariment...Qriginal

: note at 2014-09-13 3:31 [3:31 AM] Resident s

unable to transfer self or stand without
agsistance, Required full assistance when
tolleting and golng fo bed. Wil continue to

i

i

monitor. Original note 2014-10-22 2:55 [2:55 AM] |

Residenl was found on bathroom ficor. [The

. resident] stated [the resident] was trying to
" transfer [the resident] from the tollet to the

wheelchair independently. Ag [the resident] was

- pulling up [the resident's] brief [the resident] want |

down fanding on {the rasident's] bottem. Rt
[resident] denies any pain or discomfort. No

- injuries noted..."

:
i
i
)
|
1]

Resident #10's decrease in mobility was not {2/2/2015
communicated to the Wellness Director.
Aides now use a computerized reporting
system which is accessable by the nurses
and the Wellness Dirvector, The nurses
check notes daily and the Wellness
Director checks notes 2-3 times a week,
Issues found in change of condition will
trigger & new assessment (ALF 102 and
community assessment) by the Wellness
Director,

Residents of concern will also be reviewed
fat QA meeling to ensure their any changes
fare noted and new needs are met, A '
review of mobility competency for all
residents was complete 2/2/2015,
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55098 Continued From page 21

c. Review of the facillty CNA communicaticn
book [not part of the medical record] revealed the
following, "11/4/14 [The resident] .,.the only time
[the residant) got up is at 5:30 AM when | got her
up for the day.”

d, Interview with the wellness director on
11/268/14 at 1:056 PM revealed she was unaware

- the resident could not transfer independently,

85097, Ch 12 Sec 8 (a)(iil) Services Which Cannot Be
! Provided By Level |

. Services which cannot be provided by the Level |
; Assisted Living Facility staff.

1 (a) The following seivices cannol be provided:

| (iil) Total assistance with bafhing and
tdressing;

i This State Rule and Regulation s not met as

. evidenced by,
Based on observation, medical record review, !
CNA communication hook review, nurse i
communication book review, and staff interview, ‘
the facility failed to ensure staff requirements did
not Include total assistance with bathing and
dressing for 2 of 8 sampie residents (#4, #11)
who resided on the Level | unit, The findings
were,

1. Review of the medical record showed resident
#4 was admitted to the facifity on 11/15/14 from a
Iocal long-term care fagility with diagnoses which

. ingluded Alzheimer's disease, dementia

unspecified, and depression, The following

- coheerns were identified:

¢ @ Observation on 11/25/14 at 3:06 PM {

- showed the resident in hisfher room without pants ;

85005

85097

L. Resident #4 was discharged to higher
care on 11/29/2014, A review ofall
residents ensuring their level of care is
appropriate for assisted living or memory
care, including & review of ALF 102s, was
completed 2/2/2015.

24202015
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on, and attempting to put a shirt on.in place of
paits, placing his/her legs in the sleeves of the
shirt. An attempt fo interview the resident at that
ime was unsuccessful, as the resident was
unaware the surveyor was in the room foliowing
repeated attempts by the surveyor lo gel histher
attention. Interview with employee #4 at that time
confirmed staff were required to dress the
resident and provide totak care including bathing
anhd frequent cleaning due to Incontingnce. The
aide then provided incontinence care and
dressed the resident.

h. Review of the facllity CNA communication
book [nat part of the meadical record] revesied the
following, "11/16/14 [The resident) babysitting [the
resident] all night,"

¢. Review of the memory care nurse
communication book [not part of the medical
record] revealed the following, "Tnet dated] [The
resident] incontinent, refused 1o change, no

"in chair most of night. Wet {the resident's] pants,

refused help."
d. Interview with the wellness director and

- administrator on 11/26/14 at 1:05 PM revealed

. when the resldent was adimitted they realized they

. ware "in over their heads" and were actively
seeking 1o transfer the resident te a higher level
of care,

: 2. Review of the medical record showed resident
- #11 was adimitted to the facility on the Level | unit
[unlocked unil} on 11/24/14 with diagnaoses which
: included frontal kobe dementia of mixed stiology,
. Alzheimer's disease, and vascular demsntla, The
: following ¢coneerns wers identified:

a. Observation on 11/26/14 revealed the
i resident wandeting the hallways with rambling
i speech and Unable to engage the survayor in an
i inferview. Inlerview with employee #2 at that ime

shower 4 waeks." "[not dated] [The resident] slept.

t

3
1

Each resident will be reviewed for
appropriateness by the Wellness Director
and Administrator at quarterly Quality
Assyrance meetings and any time the
resident shows & change in condition.

When it is determined reassessment is
needed, the Wellness Director will use the |
ALEF 102 and the community assessment or :
both. :

With Resident #4s discharge, no further
corrective action will be taken. The :
implementation of the resident care review !
is in effect and will be used at all QA :
meetings starting Febroary 1, 2015, '

2, Resident # 11 was discharged for higher *2/2/2015
care needs on 12/2/2014. A reviewofall !
residents ensuring their level of care is |
appropriate for assisted living or memory
care, including a review of ALF 1025, was ’
completed 2/2/2015. :

Each resident will be reviewed for
appropriateness by the Wellness Director
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! revealed lhe residen required fotal assist with
i dressing and bathing.
' b, Review of the admission 14/20/14 ALF 102
. showed the resident was, "Acutely ill, reqlires 24
: hour RN sarefsupervision lo ensure medical
- needs are addressed."
c. Review of an 11/24/14 discharge summary
" from an acute care hospital reveaied the
~followling, “... Memory 18 severely impaired.... |t
- was felt the patiant is appropriate to discharge to
skilled nursing facility [nurging home and not
assisted living] as [the resident] was 1-2 person
assist with ADL's, transfers, and feeding and
- further disoussed with family who decided to
transfer to {specific nursing homae)."
¢, Interview with the wellness director on
11/26/14 at 1:06 PM revealed she did not

consider a resident's history when assessing and

admitting residents. $he further reveated she was
not aware of the details of the information in the
- 11/24/14 hospilal discharge summary.

Ch 12 Sec 8 (a)(vi} Services Which Cannot Be

- Serviees which cannot be provided by the Lavel | .
| Assisted Living Faciiity staff.

(a) The followihg services cannot be provided:

{vi} Care of resident whose wandering
jeopardizes the health and safety of the resident

~ This State Rule and Regulation is nol met as

avidenced by:

Based on observation, medical record review,
CNA communication book review, nurse
communication hook review, and staff intarview,

i
D
|
'

i
3

85087
| and Administrator at quarterly Quality
Assurance meetings and any time the
resident shows a change in condition,
When it is determined reassessment is

ALF 102 and/or communily assessment,

corrective action will be taken, The

! is in effect and will be used at all QA
meetings starting February 1, 2015,

556100

i

needed, the Wellness Director will use the

With Resident #11's discharge, no further

implementation of the resident care review
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1. Review of the medical record showed resident
#*4 was admitted to the facllity on 11/16/14 from a
loca long-term care facllity to a Level | area [not
secyred] with dlagneses which included
alzhelmar's diseass, damentia unspecified, and
cdlepression, The following concerns were
Identlfied;

a. Obsarvation on 11/28/14 at 3:06 PM
showed the residant In histher room without pants
on, and attempting to put a shirt onIn place of
pants, placing his/her lags in the sleevas of the
shirt. An alteimpt to interview the rasident at that
time was unsuccessful, as the resident was
unaware the surveyor was in the room despite
repeated aftempts to get his/her attention. An
alarm that prompts staff electronically when the
door Is opened was attached to the rasident's
door even though the resldent resided in the level
| area of the facllity. Interview with employee #4 at
that time confirmed the rasident was always
conhfused, wandered often, and had eloped from
the facility on several occasions.

b. Revilew of the admission resident
assessment revealed the resident, "Requires
reguiar prompting due to confusion and
disorlentation.. Wanders Intrusively, but easily
diracted

. Review of the admlssion service
agreement revaeaied the resldent "Wanders
Intrusively, but easly directed...Wandering it
resident's constant movement, AEB [as
ovidenced by]: Resident walking around and
wanting to fix plpes at home. Expected outcotme:
For the next 30 days, resident wandering will be

. 2360 REAGAN AVENUE
DEER TRAIL ASSISTED LIVING ROCK SPRINGS, WY 82901
oD SUMMARY STATEMENT OF DEFICIENCIES - 0 PROVIDER'S FLAN OF GORRECTION ()
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBBREFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
55100 Gontinued From page 24 856100
the facillty failed fo ensure staff in tha Level | area
of the facllity did not provide services for 5 of 6
sample rasidents (4, #6, #7, #8, #11) who had
wandeting and eloping behaviors, The findings
were:
2/2/2015

L, Resident #4 was discharged due to the
need for higher care on 11/29/2014, When
a need is determined, a safety plan will be
written by the Wellness Director and
approved by the Administrator or
designee. That safety plan will be
contained in the resident plan of care. The
Wellness Director or designee will educate
the balance of the wellness staff on the new
needs for that resident and the
implementation of the safety plan. The
need for safety plans will also be visited
during QA meetings.

With the discharge of Resident #4, no
further corrective action will be taken,
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evaluated. Resident will be redirected by staff as
heeded and kept safe..."

d. Review of the facility CNA communication
book {hol past of the medical record] revealsd the
following, "11/156/14 [day of admigsion] Got
oul.. . Very confused: Wants to get out...stil
confused." "11/16/14 Babysilting [the resident] all
hlght,..needs to be re-directed to bedroom,*
*11/168/14 Wandered In people's rooma...up half
the right." "$1/19414 [The resident} went into
people's rooms, wandered everywhere-including
[the resldent] tried to exit the exit doors," Review
of Progress Notes In the CNA communleation
book revealed the following, "11/16/14 [The
resident] left the bullding, was sitting in someone
else's car,. [The resident) wandered around and
went Into other regklent's rooms. A few residents
were upset that they were wandering into thelr
room." "11#18/14 [The resldent] Wandered into a
couple of residents rooms. Redirectad [the
resldent].” "11/20/14 [The rasldent] Resldent was
awalce all night. Tried wandering Inte peoples
roems. When CNA tried Lo redirect resldent got
very vialent and combative, [The resident] was
hitting & pushing. Meds didn't help calm patlent,
Eventually calmad down about 3:30 A"

&. Revlew of the memory cate nlirse
communication book fnot part of the medical
racord) revealad the following, "11/22/14 Went
Into [anather resident's] room and got punched,
agitated," "1/18/14 [The resident] Confusion.
High risk elopement." "11/17/14 [The
resident]...elopement risk. Confused
agltation...kept opening doors-court yard/hail."
1117114 days [The resident] Keep getting out of
Bullding, confuslon, agitation." “[Not dated] [The
reaident] out of building." "11/16/14 [The resident]
Flight risk did get out-confused.™11/15-16/14
Wants to go home, dogr alarm,"

f. interview on 11/26/14 at 9:30 AM with

85100
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rgsident #17 revealed s/he felt unsale because
the resident wandered into her rpom, and now
locks the front door. Interview on 11/26/14 at 9.38
AM with resldent #18 revealad the resident had
heen scared after the resident wandeared into
histher room,

g. Interview with the weliness director and
administrator on 11/26/14 at 1:08 PM revealed
when the resident was admitied they reallzed they
were "in over thelr heads" and were actively
seeking to transfer the resident to a higher level
of care, However, the weliness director
acknowledged the resident slept Ih hig/her room
ott the Level | [unlocked unit] unit,

2. Review of the medical record showed resident
#7 wag admittad 1o the fadility on a Level |
{unlocked unit] on 8/3/14 with dlaghoses which
Included dementla, depression, and anxlety
Observation ¢of the resident on 11/25/14 at 4 PM
showed sfhe was confused and could not state
what kind of facliity s/he was In. The following
concarns wera idenlifiad:

a. Review of a 8/19/14 psychlatrie
assessment froin a geropsychiatrio admilgsion in
another state showed the following on the risk
assessment, "[The resident] |s a tisk for sulcldal
Ideation,..[The residsnt] is at risk for elopement
potentlal. [The resident] has a history of going
AMA [against madical advice] and helng
displeased with lock down units in the past.”

b. Review of the 8/3/14 resldent assessment
showed the resident requited regular prompting
due to confusion and disorientation, and was
admitted from a geropsychiatric uhit from another
glate,

c. Revlew of nursing notes revealed the
following: "Original Note at 9/9/14 15:04 [3:04 PM)
Res fresident] seen by pravider today. Providet
states [the resident] Is an extreme elopement

STATEMENT OF DEFICIENGIES (1) BROVIDERISUPPLIERICLIA {%2) MULTIFLE CONBTRUCTION {43) DATIE SURVEY
AND PLAN OF CORRECTION IBENTIRIGATION NUMBER: A. BUILDING: COMPLETED
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% When a need is determined, a safety
plan will be written by the Wellness
Director and approved by the
Administrator or designee. That salety
plan will be contained in the resident plan
of care. The Wellness Director or designee
will educate the balance of the wellness
staff on the new needs for that resident and
the implementation of the safety plan, The
need for safety plans will also be discussed
at QA meetings.

An emopement assessment was complete
upon admission and most recently on
1/22/2015. The assessment did not
indicate Resident #7 is an elopement risk.
The resident's primary care physician
agrees with the assessment and will
provide documentation of his opinion.
Further assessments will be complete by
the Wellness Director if there is a change
in condition,
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risk. States we nead to monitor olosely. Resldent
in MC [memory cara] most of the day talking with
other residents.”
d, Interview with the weliness director on
1112614 at 1:06 PM revealad she did not
consider a resldent's history when assessing and
admitting resldents, She further revealed the
resident stayed In the memory care unit in the
daytime; however, the resldent stays In the |.eveal
{ [unsecured unit] unit in histher own apariment at
night.
3. Review of the medical racord showed resident 3. Resident #5 was transferred to memory | 2/2/2015
#5 was admitted to the facility on a Level | care on 11/29/2014. When a need is
[uniocked unit] unit on 10/31/14 with dlagnoses determined, a safety plan will be written by
g(?ti‘igmglijﬁg ;Sgrwiﬁr@ydl'gss' The foliowing the Wellness Director and approved by the
a. Observation on 11'!25f14 at 3:15 PM Admin‘istrator or f}esig'llee. That safety
showed the resident had barricaded the front plan will be contained in the resident plan
door to his/her apartment with a table. Employee of care. The Wellness Director or designee
#4 at that time came to the resident's room and will educate the balance of the wellness
Wats akl)let to ‘puah :Phetgcor ‘-"‘:gh ttablteﬂ?sti{zie and staff on the new needs for that resident
| enter. Interview with the resident al that time ; b s s fod-
revealed sthe was confused and did not know T; d the,zll]gp ],efnfe m‘u;on of!he b_dfely plan.
where sthe was. The door had an electronlc he need for safety plans will also be
device that alerted staff via electronlc messaging visited during QA meetings.
If the door was opened even though the resident
resided In the level | area of the facllity, Interviaw With the transfer of Resident #5 to
with empioyee #4 at that time revealed the memory cate, no further corrective action
resldent had wandered out of the buliding on the will be taken
evening of admisslon, '
h. Review of the facllity CNA communication
book fnot part of the medical record) revealed the
following,"” "11/15/14 [ The resident] wandared
outside emergency exit." "11/20/14 [The resident)
wandered all day...riad going outside." "11/6/14
{The resident] wandered.” Review of the sepatate
CNA communication form in the CNA
communication book revealed the following, "11/3
[Rasident] room #resident's room] got aut of the
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exit by room #113. No alarm went off. Reporied |t
to [wellnees director).” "11/5/14 [The resident] has
wandered inlo [3 other resident rooms) and the

beauty shop, Regldents are getting upset. Tried to|

take [the resldent] away from people doors. [The
resident] gets upset-Talkad to (ancther CNA|
about it. {The resident] also trlad to exit through
emargency door by the beauty shop. [ redirected
[the resldent] back to the bistro living room..."
"[The resident] was wandering down the hallways
going Into everyone's room, CNA's fried to
re-direct [the resident] from pounding on other
resldent's doors. [The resident] grabbed other
CNA's and started to hit them and was yelllng.
Resident also ran outside towards cars trying to
leave ¥ 2 [twice]." "11/12/44 [The resideni]
wandering, vety combative, trying to elope."

¢. Review of the memory care nurse
communication book [not part of the medical
record] revealed the foliowing, "11/86/14 [The
resident] wanderlng, door alatm coming, Keep an
sye on. Barricades door with coffae table.” '
"11/2114 {The resideni] confused....trying to
leave."

d. Intervlew with the wellness director on
11/26/14 at 1:08 PM revealed the resident stayed
in the memory care unif in the daytime; however,
the resident slayed In the Level i [unsacured unit]
unit in hisMher own apariment at night,

4, Review of the medical record showed resident
#11 was admitted to the faciiity on a Level | unlt

[urlocked unit] on 11/24/14 with diagnoses which
Included frontal tobe demeantia of mixed stiology,

- Alzheimer's disease, and vasculat dementia. The

following concerns were Identifled:

& Observation on 11/26/14 revealad the
resident wandering the hallways with rambling
gpeach and unable to engage the surveyor in an
interview. Interview with employee #2 at that time

846100

4. 1. Resident #11 was discharged due to
the need for higher care on 12/2/2014.
When a need is determined, a safety plan
will be written by the Wellness Director
and approved by the Administrator or
designee, That safety plan will be contained
in the resident plan of care, The Wellness
Director or designee will educate the

balance of the wellness staff on the new

2/2/2015
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revealed the resldent had wandered the hallways
for hours at a time sinoe admlsslon, could not
engage the staff In conversation and did not
appaar to understand staff, and appeared to want
to ieave the facility.

b. Review of an 11/24/14 discharga summary
from an acute care hospltal revealed the
following, "This is a [stated age and gender]
voluntarlly admitted via DPOA [DPOA's name]
from [a different ALF] secondary to increased
Irritability, restlessness, wandering behavlors,
agdlation with sundownling features, The patlent
was previously discharged for Geralric
Paychiatric Unit 2 weeks earlier affer 17 day
hospital siay, but was readmitted for above
martloned reasonsg and facility felt thay were
unable to effectively care for this patient, Upon
admission, the patlent appeared to be ¢lose (o
baselne to demonstrate slgnificant acholalia
{involuntary repetitlon of words)] and echopraxla
[meaningless Imltation of mations made by
others}, Cognitively had severs impalrments,
would not respond to quastions Ih consistent
manner, Frequently ramble and babble. No
notable depression, anxlety, crying episodes. The
patient did nof appear to be responding to Internal
stimull, ...Attenfion and ¢concentration are poor.
Interast and motivation are poor. Memaory Is
severely Impaired....It was falt the pationt (s

| appropriate to discharge to skilled nursing facliity

[nursing home and not assisted living] as [the

1 resldent] was 1-2 person asslst with ADL's,

transfers, and feeding and further discussed with
family who declded to transfer to [specifle nurelng
tome).”

¢ Interview with the wellness director on
1172614 at 1,08 PM revealed she did not
consider a resident's higlory when agsessing and
admitting residents, She further revesied she was
not aware of the delalls of the Information in the

XA SLIMMARY STATEMENT OF DEFICIENGIES In PROVIDER'S FLAN OF CORRECTION {40}
BREFN (EAGH DEFICIENCY MUST B2 PREGEDED BY FULL, PREFIX (EAGH CORRECTIVE ACTION SHOULD B COMPLETE
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BEFICIENGY)
56100} Contlnued From page 29 85100

|With the discharge of Resident #11, no

needs for that resident and the
implementation of the safely plan, The
need for safety plans will also be visited
during QA meetings.

further corrective action will be taken
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11/24/14 discarge summary.
6. Review of the madieal record showed resident > Resident #8 was originally admitted to
#8 was admitted to the faollity on a Level | unit memory care on 8/22/2014. Over time it
{unlocked unit] on 8/22/14. Interview on 11/25/14 was cbserbed by staff that his cognitive
at 4:17 PM revealed the resident planned to elope abilities were above what was originally
from the facliity as soon as s/he formulated a determined.
plan, The resident had an alarm to histher front
and back doors thal alerted staff If the front door . - ,
wes opened even though the resident resided in An ALF 102, MMSE and assessment
the level | area of the faclilty, The following (including emopemet sub-assessment)
concerns wera |dentified: {were completed on 11/7/2014 to determine
_a. Obsetvations on 11/26/14 revealed the the possibility of the resident's move to
pgﬁlﬁgtmegg ;":;% :EO;% ;g}zﬁg&; histher assisted living. 1t was determined the
observations showed staff were not dlways _réfff(}fyl‘:?md do Weu in,a l,ess rfs,li“ftwe
present in the day FoOMm area, db.‘:}b @ Vl'l‘.lg emv;ro!'umnl once (he
b. Raview of the admission residant resident adjusted, This has proven to be
assessment showed the resident wandered true,
intrusively, but could be easlly redirected,
¢. Raview of the 11/7/14 resident negml&i‘ed When a need is determined, a safe['y plan
service plan showed, "Has occaslonal confugion will be written by the Wellness Director
and some diffioulty racalling details. Needs and approved by the Administrator oy
oceasional prompting o arientation... Risk for , approvea by 15 !
wandering r/t [related/to] residant's heed to get des‘g',‘ee- Thal safety plan will be
out. AEB [as evidenced by): Resident verballzes contained in the vesident plan of care. The
[s/he] wants to run away, Expected outcome; For Wellness Director or designee will educate
 tha next 6 months, staff will assess resident's the balance of the wellness staff on the new
gtatus of wandering. Currently, resident Is able fo needs for that resident and the
come and go as [s/he] pleases. Resident's ; . _ :
guardian the State of Wyoming is aware." ‘mp iefn wntall_on of the s afety pla“'. The
d. Interview with the weliness director on need for safety plans will also be visited
11/26/14 at 5:20 PM showed she was awara the during QA meetings.
resident stated sfhe wanted to elopa, The
weliness director further stated she was not
concermed, and the resident sald this every day,
886101| Ch 12 Sec 8 (a)(vil) Services Which Cannot Ba 585101
Provided By Level |
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Services which cannot be provided by the Level |
Agsisled Living Facility staff,

(8) The followtng services cannot be provided:
(vit) tncontinence care by faclllty staff;

This State Rule and Regulation Is not mel as
avidenced by:

Based on observation, medical record review,
CNA communication book reviaw, nursing
communication book review, and staff Interview,
the facllily falled fo ensure staff were not requlred
to provide Incontinence care far 3 of 3 sample
residents (#4, #10, #£11) who reslded on the Level
[ unlf and were identified as balng Incaniinent.
The findings were:

1. Revlew of the medical record showed resident
#4 was admitted to the facility on 11/15/14 from a
iocal long-term care facility with diagnoses which
included Alzheimer's disease, dementla
unspecifled, and depression. The following
goncerns were identified:

a, Observation on 11/25/14 at 3:06 PM
showed the resident in hisfher reom without pants
on, and attempfing to put a shirt on in place of
panis, placing hisfher legs In the sleeves of the
shirt. An attempt o Interview the resident at that
time was unsuccessful, as the resident was
unawara the surveyor was in the room despite
rapeated atlempts to get his attentlon. interview
with employee #4 at that time confirmed staff
were raquired to rouinely provide incentinence
care for tha resident. The aide then provided
tncontinence care for the resident,

b. Review of the memaory care nurse
communication book {not part of the meadical
record] revealed the foliowlng, “[not dated] [The-

$6107

Director will determine continence

| will be given o the family, ensuring a

Becaues Resident #4 was discharged, no

1. Resident #4 was discharged for higher
care needs on 11/29/2014, The Wellness

appropriateness through an ALF 102 and
community assesstnent when a change of
condition is noted. An overall review of

assessments for all residents to ensure their
accuracy was complete on 2/2/2015,

If a resident does not meet the continence
standard set by the state, a 30 day notice

community providing the proper level of
care can be found in a timely manner. The
continence of residents will be reviewed at
each Quality Assurance meeting.

further action will be taken with this
resident,

2/2/2015

Wyaralng Dapt of Heaith, Aging Division, Yealthcare Licarding and Surveys

STATE FORM

fl ]

020G

i continuation sheot 32 of 45

A



02/16/2015 18:15 FAX 0034/0046

PRINTED: 02/02/2016 :
FORM APPROVED

Healthears Licenslng and Surveys
STATEMENT OF DEFICIENGIES 1X1) PROVIDER/SUPPLIRIGLIA {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AN PLAN OF CORREGTION IDENTIFIGATION NUMBER:! 1 A nuiome: GOMPLETED
B 5 c
ALF026 - WING 11/26/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- ) 2360 REAGAN AVENUE
DEER TRAI. ASBISTED LIVING ROCK SPRINGS, WY 82001
(X4) 1D _SUMMARY. STATEMENT OF DEFICIENCIES . b _FROVIDER'S PLAN OF CORRECTION {%6)
PREFIX (EACH DEFIGIENCY MUBT BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE CONPLETS
TAG REGULATORY OR LSS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE |
BEFIGIENGY)
86101 | Continued From page 32 85101

resident] incontinent, refused to change, no
shower 4 weeaks." "[not dated] [The resident] slept
in chalr most of night. Wet [tha resident’s] pants,
refused help." '
¢. Interview with the welinesas director and
administrator on 11/26/14 et 1:06 PM revealed
{ when the resident was admitted they realized they
wara "In over thelr heads" and were acllvely
sesking fo {ransfer the resident 1o a highar level

of care,
2. Review of the medical record showed resident 1. Resident #11 was discharged for higher | 2/2/2015
#11 was admitted {o the facillty on a Levsl | unit care needs on 12/2/2014. The Wellness
ciuded fronallobe domentiaof mixod otogy. Director sl deermine continence
Alzheimer's disease, and vasoular dementla. The appropriateness thmug,h an ALF 102 a“d_
following concems wera Idsntified: community assessment when a change of
a. Observation on 11/26/14 revesled the condition is noted. An overall review of
resident wandering the hallways with rambling assessments for all residents to ensure
speech and unabie to engage the surveyor in an their accuracy was complete on 2/2/2015,
interview. Interview with employee #2 at that time
\T‘i;’ﬁgﬁg tﬁ’]‘@ resident required total asslstance If a resident does not meet the conlinence
: g standard set by the stale, a 30 day notice

b. Review of the admission 11/20/14 ALF 102

showed the resident was, "Acutely Il, regulres 24 will be given to the family, ensuring a

hour RN carefsupervislon to ensure medical communily providing the proper level of
needs are addressed.” cave can be found in a timely manner, The

¢. Review of an 11/24/14 dlscharge summary continence of residents will be reviewed at
from an acute care hospltal revealed the each Quality Assurance meeting.

following, "... Memory is seversly impaired....It
was felt the patlent is appropriate to discharge to ] )
skiliad nursing facllity [nursing home and not Becaues Resident 11 was discharged, no
assisted living] as [the resldent] was 1-2 peraon further action will be taken with this
assist with ADL's, transfers, and feeding and resident,

further discussed with family who decided to
transfer to [specific nursing homal"

d. Interview with the weillness director cn
11/26/14 at 1:08 PM revaaled she did not
consider a resldent's history when assessing and
admitting resldents. She further revealed she was
Wyortng Dept of Health, Aging Division, Healthcare LIcensing and Sutveys
STATE FORM 5400 080Q11 IFcontinuation shaat 33 of 45
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not aware of the detalls of tha information in the
11/24114 hospital discarge summary.

3. Review of the madical record showed resident
#10 was admitted to the faoility on 65/6/14 with
diagnoses which included deprasslon and
osteoporosis. The following concerns were
Identified:

a. Ghservation of the rasident in the dining
area on 11/25/14 at 4 PM showed the resldent
was in a wheelchalr, An attempt fo interview tha
tesident at that fime was unsuccesstul. Interview
at that time with employee #4 confirmed staff
were required 1o provide incontinence care
routingly.

b. Review aof nursing notes revealed the
following; "Onginat note at 2014-09-13 3:31 [3:31
AM) ...Requlred full assistance when tolisting and
gaolng to bed. Wil continueg to monitor,

¢. Review of the faciiity CNA communication
book [not part of the medical record) revealed the
foliowing, "11/18/14 [The resident] ... Ihcontinend 2
times." "{1/16/14 [The resident] ...had to change
in bed *2 f2 imes]" “11/4/14 [The resldant] .. .was
incordinent so | had to change [the resident's]
prief in bed,”

d, Raview of the memory care hurse
gompmunication book [hot part of the madical
record] revealed the following, "11/19/14 [The
resident] 1C [incontinent] stool.” 11/18{14 Days
[The resident] mess in bed." "11/18/14 Nights
{The resldent] incontinent BM [bowel movement]
at 0100 [1 AML" "11/16M4-11/16/14 [The resident]
not refusing folleting.” "14/11/14 [The resident]
incontinent all night, refused cara," "11/10/14 [The
resident] Inconlinent, Refused to assist with
change." "11/6/14.-11/6/14 Nights [The resident)
incontinent every othet time, wotld not get up to
change brief" “{1/6/44 [The resident] incontlnent,

refused to tollel” "11/4/14-11/5/14 [The resident]

{X4)iD . BUMMARY STATEMENT OF DEFICIENCIES . | n . N (2]
BREFIX {EACH DEFICIENGY MUST BE PREOEDED BY FULL PREFIX {EAGH GORREGTIVE AGTION SHOULD BE GOMPLE T
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DEFICIENCY)
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{1. Resident #10's reagsessment was
{jcomplete on 1/3/2015. A care conference

was held with the family 1/7/2015,
Another care conrerence is scheduled
2/17/2015 where It is anticipated 30 day
notice will be given to the family,

The Wellness Director will determine
continence appropriateness through an
ALF 102 and communily assessment when
a change of condition is noted. An averall
review of assessments for all residents to
ensure their accuracy was complete on
2/2/2015.

[f a resident does not meet the continence
sstandard set by the state, a 30 day notice
will be given to the family, ensuring a
community providing the proper level of
care can be found in a timely manner. The
continence of residents will be reviewed at
each Quality Assurance meeting.
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1 buttocks, and 1 stage Il pressure ulger to the right

Confinued From page 34

incentinent at night, refused o get up to
bathroom,” "10/30/14 [The resident] incontinent
most of day.” "10/25/14 [The resldent] arguing
ahout toileting.” "10/8/14 [The resident]
incontinent.”

&, Interview with the wellness director on
11/26/14 at 1:06 PM revealed she was unaware
the resident could not follet indepandently,

Ch 12 Seo 8 (a)(ix) Services Which Cannot Be
Rrovided By Level |

Satvices which cannot be provided by the Level |
Assisted Living Facllity staff,

{a) The followlhg services cannot be provided;
(Ix) Stage Il skin care and heyond;

This State Ruls and Regulation s hot met as
evidenced by:

Based on observation, medical record review,
and staff Interview, the facllity falled to ensure
staff were not required to provide wound care for
1 of 1 sample resident (#9) who had stage |
wounds, The findings were:

Review of the medical record showasd resident #9
was admitted to the facliity on 7/25/13,
Observation on 11/26/14 at 9 AM showed the
rasident had 2 stage || prassure ulcers to the right

heel. Review of the resldent assessment signed
on 4/30/14 by the Community Wellness/Resldent
Services Director {wellness. director} revealad the
following, "Resldent utllizes Home Heslth:

86101

385103

Restdent #9 receives State Il would care
from a Home Health Agency (HHA) fora
Stage 2 would which requires a sterile
dressing change. Documentation from the
EHEA has been received describing the care
to be given to Resident #9, who will provide
that care and how often the care will be
administered. This documentation s
contained in the resident’s chart.

In the overall review and reassessment of
current residents, the issue of would care is
addressed. An overall review of
assessments {o ensure their accuracy as it
pertains to skin care was complete

2/28/2015

Wellness Nurse will monitor visits by home health 2/2/2015.
nurse and report any concerns to the healthcare
pravider...HHN [homa health nurse] to provide
Wyoming Dopt of Health, Aging Division, Healthcare Licensing and Swiveys
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decub care per physiclan orders, Under the The Wellness Director will train staff on

_category "Acute lliness Needs” the following was what skin care services can be provided

identified, "Leslon: Resldent hes a stage Il decub within the Level I community setting at an

&u&@‘n‘tmﬁ:&%ﬁ{gz'gv?tlﬁ ﬁllg;?gksfvxg&n:ss : in-service meeting to be held before

, 2/28/2015, 1f a resident exceeds the care

health agency] so care can be given,.." The

following concerns were identlfied: that can be provided, an HHA will be

a. Raview of the medical record showed a required to provide that care. The need for
9/26/14 faxed communication to the physician outside services to cave for Stage 2 or
which stated, "Resident has 2 sores on Bultocks. ])ey()nd woulds will be adressed at each
One on the upper right side measuring 2.1 om by Quality Assurance meeting.

2.7 cm. Applied antlbacterial cream and covered
with a tegaderm. One on the left side measuring
1.4 ¢m by 1.3 om. Applled antibacterlal cream,”

b. Review of a 9/30/14 faxed communication
io the physiclan revealed, "Resident has thres
open areas on inner buttocks, May we have an
order for Home Health to come and tx. Currently
we are dressing with cream and simple dressing,
Continues t¢ [lessen] in conditlon In part due to
scratching,”

¢. Review of an 11/5/13 Iatter from the home
health agency (HHA} to the facilily revealed,
"THHA] Is providing skiiled nursing care and home
hetilth aide care as ordered by [primary
physlclan], This care is to be provided at ithe
rasident's] resldence which Is your faciity. The
plan of care approved by [the primary physiclan)
includes: Skilled nursing assessment ohoe per
week to Include body systern assessment as
needed, lab draws for PT/AINR svery four weeks
_and as ordered by {the primary physician], any
other labs as ordered and any other assessments
as deemed necessary (o maintain health.
Review of the letter showad no interventions for
pressure ulcers by the HHA. Review of the enfire
medical record failed to show other letters or
agreemants with the HHA, and falled to show the
documentation of care from the HHA staff.

d. Review of nursing notes showed the
Wyaoming Dept of Health, Aging Divislon, Healfhcare Licensihg and Surveys
STATE FORM o609 029GH If continuation sheel 36 of 4B
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following wound care provided by facillly staff,
"Original hote at 2044-07-01 18;08 [6:08 PM)
[Primery physician's) office notified of [the
resident's] continued swelling and weeping from
tags.." “Original note at 2014-07-02 3:19 [3:18
AM] Res [resident]legs continue fo weep olear
fuld LLE fleft fower extremity] saturated gauze
dressing. Changed dressing." "Originat note at
2014-09-26 18:22 {8:22 PM] Rasldent has sora
on left buttcheek. Measuring 1.4 by 1.3, Cover in
antibacterlal cream, Sore on right side measuring
2.1 by 2.7 non-blanchable, Covered In
antibactartal cream, foarm, then tegader, Wil
conlinue to monltor." “Orlglnal rote at 2014-09-27
18:22 [6;22 PM] Resident still has dressing in
place on [the resident's] butiack.”

! e, Interview with the weliness director on

| 1426/14 af 1:06 PM revealed she was unaware
facility staff had provided wound care for the
resident.

86104) Ch 12 Sec 8 (a)(x) Sarvices Which Cannol Be 55104
Provided By Level |

Services which cannot be provided by the Level |
Agsisted Living Facillty staff.

(&) Tha following services cannot be provided:

{x] Care of the resldent with ihappropriate
socly| behavior; 8.9., frequent aggressive,
abusive, or disruptive behavlor, and

‘This State Rule and Regulation is not met as
avidenced by:

Based on ohsarvation, medical record review,
CNA communication book review, nurse
communication book review, and staff Interview,
the facility falled to ensure staff did not provide

Wyoming Dept of Health, Aging Divislon, Healthcare Ticensing snd Survays
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| conslder a resldent's history when assassing and
admitting residents.

care for 2 of 2 sample residents (#6, #6) with
Inspproptiate soclal behavior whe resided on the
Level | unit Junfocked unltl, The findings wers,

1. Review of the medical record showed resident
#6 was admitled to the facility on the Level ] unit
funlocked unit) on 10/16/14 with dlagnoses which
included frontal temporal lobe dementia,
Aizhelmer's diseage, vascular disesse,
depression, and anxlely, Observation of the
resident on 11/26114 at 3:30 PM showed the
resident was ambulatory. Interview with the
resident at that Hme revealed facility staff asslsted
with his/her meals and medicatlons, The following
concerns were identifled,

a. Review of nursing notes showed the
foliowing, "Original ncte at 10/26/14 2:61 [2:54
PM] ...Res [residant} anxlous, administered xanax |
at 2360 [11:60 PM]. Res {resident] called police *4
[four times] unable to explain why other than fthe
resident] was having an emergency. Nephew
contacted, agresd to send [the resident] to ER If
[the resident] calls poflce again.... Res [resident]
doas not belleve we are medical personal [SIC).
Wilt continue to monitor throughout the night,”
"Original note at 10/28/14 12:43 [12:43 PM]
Resident up since 4 am. {The resident] requests
to call police states 2omeone is holding [the
resident] against [the resident's] will, Brought to
memory care for awhile sc {the resident] would be
with other staff and ris, [resldents].”

b. Interview with the welinese director on
11/26/14 at 1,05 PM revealed she did not

2. Review of the madical record showed resident
#8 was admitted to the faclity on the Levef |
[unlocked unit] unit on 10/31/14 with dlagnoses
which included memory loss and dementia. The

1. When a resident displays behaviors
beyond what is acceptable for a Level 1
setting, the family will be consulted and a
resolution will be sought, If a change in
behavior is not anticipated, the
Administrator will issue a 30 day or 72
hour discharge notice to the family,
depending upon the severity of the non-
[compliance as determined by the Wellness
Director and the Administrator. Resident
behaviors will be reviewed al each Quality
Assurance meeting and with any change in
condition and adressed as needed,

In the case of Resident #6 medication
management was needed. Changes have
been made by the physician which have
been effective. Also, Resident #6
transferred to memory care 1/27/2015,

2. When a resident displays behaviors
beyond what is acceptable for a Level I
setting, the family will be consulted and a

2/2/2015
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following concerns were (dontlfied: resolution will be sought, Ifa change in
a, Observation on 11/26/14 at 3:15 PM behavior is not anticipated, the
ghgwg)dr:r’?hmsmenr: hadtba,';ﬁca‘tje& thEé fm?t Administrator will issue a 30 day or 72
oor to his/mer apariment witn & table, Employes hour discharge notice to the family,

#4 at that time came to the resldent's room and
was able (o push the door with fable aside and
enter, Interview with the rasident at thal time

depending upon the severity of the non-
compliance as determined by the Wellness

showed s/he was confused and did not know Director and the Administrator. Resident
where s/he was, Even though the resident behaviors will be reviewed at each Quality
restded In the le\fa' | area of the fﬂoi"ty the door " |Assurance lneeting and with any change in
had an elecironic device that prompted the staff if condition and adressed as needed.

the doorwas opened. Interview with employee #4
at that fime revealed ooncern that the rasident ,
barricading the front door to hisfher apartment Resident #5 transferred to memaory care
was an ongolig issus. 11/29/2015 and has not displayed any

b. Review of the facllity CNA communleation behavior issues, including barricading or
| book [net part of the madical record) revealed the elopement,
following, "11/4714 [The resident] confused, kept |
barricading {the resident's] door with side table so
GNA couldn't get In," "11/5/14 [The resident] has
[the resident's] door blockad off with a coffes
table." “11/10/14 [The resident] wanders a
fot-refused to change clothes. Argues a lof,
opehing doors all marning." "11/20/14 [The
resident] ...confused, barricaded door," Review of
Progress Notes In the CNA sommunlgation book
revealed the following, "11/4/14 {The resident] is
very confused, [the resident] keeps puting [the
resigent's] slde lable in front of ihe door so CNA
can't getinto [the resident's] room.* "11/12/14
[The reskient] was wandering down the hallways
going Into evaryona's room, GNA's tried to
re-direct [the resident] from pounding oh other
resident's doors. [The resident] grabbed CNA's
and started to hit them and was yelling. Resident
also ran outslde towards cars trylng to leave *2
[two times]."

¢. Review of the memory ¢care nurse
communication book [not patt of the medical
racord] revealed the following, "[ho date on nhote]
Wyoming Dapt of Health, Aging Division, Healthcare Licensing and Surveys
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[The resident] batticades door." "11/20/14 [The
resldent] new order haldol (antl-psychotio
medication)." “11/8/14-11/10/14 [The rasident]
has table with lamp In front of door.” "11/9/14
[The resident] door alatm." "11/8/14 [Tha
resident] blocks door with coffes table, blocks the
door at night." "11/6/14-11/6/14 [The resident]
Wandaring, door alarm coming. Keep an eye on,
Batricades tha door with coffee table.” "11/5/14
fThe resldent] pushed coffes table in front of
door, atarm for her door." "11/4/14-11/5/14 {The
rasident].. barticades the door at night.” *11/2/14
[The resldent] confused, chack and follef Q2h
[every 2 hours].” "{0/30/14 [The resident]
regplie-wanderer, check and tollet”

Ch 12 Sec 9 (a){l-v) Coentractual Svcs Provided
Outslde ALF Auth

Contractual Services Previged Qutside Assisted
Living Facllity Authority, Residents in an
assisted lving facliity may recelve services from
an outside entity for care beyond that provided for
o specifled in the Asslsted Living Program
Administration Rules. These services must be
arranged by the approprlate professional and he
Incorporated into the resident's assisfance plan.
The resident's cholee of providers must be
honored.

{a} Components of the outside service(s)
gontract:

() Who will provide servica(s);
{ily What service(s) will be provided,
{iil) When the service(s) will be provided,

85104

- 88107
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| Based on observation, madical record review,

{iv} Where the service(s) will be provided;

tv) How the service(s) will be provided,
and

This State Rule and Regulatlon s not met as
gvidenced by:

and staff interview, the facility failad to enswre
outside sontractual sarvices were specified to
provide wound care for 1 of 1 sample resident
{#9) who had stage |l wounds. The findings wers:

Review of the medical record showad residant #8
was admitted to the facility on 7/25/13,
Observation on 11/26/14 &t 9 AM showed tha
resident had 2 stage 1l pressure ulcers to the right
buttocks, and 1 stage Il pressure ulcer to the right
heel, Review of the resident assassment signed
443014 by the weliness director revealed the
following, "Resident utllizes. Home Health:
Wellness Nurse will monltor visits by home health
nurse and report any concemns to the healthcars
provider...HHN [homa health nurse] to provide
dacub care per physician orders. Under the
category "Acute liiness Needs" the following was
Identifled, "Leslon: Resldent has a stage Il decub
on [the resident's] left middie buttock, Wellness
Nurse will make contact wlih [name of home
health agency] so care can be glven..." The
following concerns wers identifled:

a, Review of the medical record showed a
9/26/14 faxed communication to the physiclan
which stated, "Resident has 2 sores on Buttocks,
One on the upper right side measuring 2.1 em by
2.7 em...One on the left side measuring 1.4 om
by 1.3 om..."

b. Review of a 9/30/14 faxed communlcation
to the physician showed, "Resident has three

opah ateas oh inner butlocks, May we have an

'Wellness Director will monitor the needs of]

Resident #9 receives State 2 wound care 202720158
from a Home Health Agency (HHA). A
detailed letter describing services by the
HHA is now in the resident’s chart. The

each resident receiving services from an
HHA weekly and whl determine whe will
meet those needs as well as how and when
they will be met,

A record of services provided by the HHA
wil] be recorded on a form in the resident's
room fOl' EﬂCh occurrence OfSﬁWiceS
provided. The HHA provider will be
required to document their visit on this
form, which will allow the community
wellness staff to know when services are
provided. The form will be available in the
room of each resident who receives HHA
sevvices by 1/26/2015. Residents who
receive outside services will be reviewed at
each Qualiy Assurance meeting.
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Conlinued From page 41

ordet for Home Health to oome and tx..."

. Revlew of an 11/6/13 letter from the HHA to
the faciity revealed, "[HHA] s providing skilled
nursing care and home health alde care as
ordered by [primary physlclan], This cara ig to he
provided at [the resident's] residence which is
your faclilty, The plan of care approved by [the
primary physician] Includes: Skilled nursing
assassment ance per week i Includa body
system assessment as needed, lab draws for
PTANR every four weeks and as ordered by [the
primary physiclan), any other labs as ordered and
any other assessments as deemed necessary to

malntain health." Review of the letfer showed ho |

Intetventions for pressure ulcers by the HHA,
Revlew of the entlre medical record falled to show
other letters or agreements with the 14MA, and
failed to show the documentation of care from the

1 HHA staff.

d, Interview with the wellness direcfor on

11126114 at 1:06 PM revealed she was unaware

the facility falled to obtain, and placa on the
medical racord, a contractual agreament In
writing with the HHA concsrning stage Il pressure
Wlear care, and failed to ehsure the sarvices
provided by the HHA was documented in the
medical record.

Ch 12 Seq 10 (i) Secure Dementla Units

Secure Dementia Units. Level 2 assisted living
facilities require adherence to ali Level |
requiraments with the following additional crierla
for a Level 2 Asslsted Living Facllity License,

{H Level 2 Discharge Requirements, In
addition to Level 1 discharge oriteria residents of
Level 2 facilifies must be discharged whan cne or
mote of the following situations exist:

56107

8556136
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Continued From page 42

{1y When It has been determined that
intermittent nursing care has become chgolng; or

This State Rule and Regulation is not met as
evidencad by

Basad on medical record raview, observation,
and staff and family inferview, the facillly failad to
ensure 2 of 8 sampla resldents (#1, #2) were
appropriate for ALF lavel 2 (secura demeantia unit)
additional core services. The findings wers;

1. Review of the ALF-102 functional screening
assessment dated 5/27/14 showed resldent #2
was marked as "c. completely dependent,

frequent transfers, frequent positioning..." Thig

' category on the screening assessment required

incorporation of services provided by outslde
sources. The resident was also shown to fall into
this category of requirlng outside service for the
areas of bathing, and continance. Review of the
B/20/14 nurging assessment showed the resident
required "raegular’ assistance ih managing bowel
and bladder care consisting of "tolleting every 2
hours.” Addiilonally, the nursing assessment
showed the resident required 1 person for
tranaferring. The following concerns were
identifled.

a. Interview with GNA#1 and #2 on 11/25/14
at 3:05 PM verified for this resident they provided
total assistance for tolfeting and bathing, and she
was a two person transfer af all imes. Thay
stated the resident no longer ambulated, s/he
used a wheelchalr for mobility,

b. There was no documentation to show
outside services were being provided for the
resident,

c. Intarview with the wellness director on
11/26/14 at 1 PM verified there was not a clear
understanding of what level of services could be

56136

1. Resident #2 continues to receive outside
services including physical therapy and
occupational therapy which started
12/29/2015 in an effort to help the resident
return to a more independent state of
mobility,

The Wellness Director will monitor the
progress of Resident #2 and assess the
resident with the ALF 102 and community
assessment to ensure the resident
continues to be appropriate for the
community.

| When resients are found to fall outside the
bounds of state regulations, the
Administrator will issue a 30 day or 72
hour discharge notice to the family,
depending upon the severity of the non-
compHance as determined by the Wellness
Director and the Administrator. Resident
behaviors will be reviewed at each Quality

condition and adressed as needed.

Assurance meeting and with any change in |

2128/2015
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provided. She further stated there were no
outslde services being provided for this resident.

2. Review of the medical record showsd tesident
#1 moved into the facillty on 4/11/14 and resided
on the memeory care unit, Review of the ALF-102
screening dated 4/10/14 showed the resident was
indapendent for mobllity including transfars, was
continent of bowel and biadder, was Independent
for feeding self, and indspendent for dressing and
grooming. Review of the 6/13/14 nursing
assezsmant showed It was consistent with the
level of independence showh on the ALF-102.
The followlng concarns were identifled;

a, Observation on 11/26/14 at 3:4¢ PM
showad the resident was seated In a recliher in
hig/har room and the resident appeared very thin,
The resident was hard of hearing and was
confused. The resident's son was vislting and
was interviewad at that time, interview with the
son revealed his parent had dechined in the past
two weeks. The son veriflsd the resident could no
longear transfer without assistance of two staff and
could not eat without assistance due fo
complications of a recently diagnosed
asophageal tumor, The son verifled the resident
wag not receiving any edditional outside services.
Further, the wellness director had talked to him
earller in the day regarding hospice servicss, and
they were planning to pursue these additional
services,

b. Interview with CNAs #1 and #2 on 11/25/14
at 3:26 PM verlfied the resident required two
people to physleally transfer due lo weakness and
dachine. The aides verified the resldent had
rejuired this level of assistance with fransfer for
about the last two weeks, and the aeaistance
needed for eating was due to a medical conditicn
and had been ongeing for about 1 month,

o, Interview with the wallness director on

2. Resident #1 passed away 11/28/2014.

When resients are found (o {all outside the
bounds of state regulations, the
Administrator will issue a 30 day or 72
hour discharge notice fo the family,
depending upon the severily of the non-
compliance as determined by the Wellness
Director and the Administrator. Resident
behaviors will be reviewed at each Quality
Assurance meeting and with any change in
condition and adressed as needed.

With Resident #1's passing no further
corrective action will be taken with this
resident.

21212015
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11/26/14 at 1 PM verifled a change of condftion
agsegsment had not baen completed and was not
in process. Further, the faciilty had not issusd any
notice to the family regarding the Increased fevel
of care that was required above what could be
provided by the facikty staff, As of 11/26/14 the

| regidant's information wag sent to a local hospice

service and acceptance was yet o be
determined,
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State Form: Revisit Report

(Y1) Provider/ Supplier/ CLIAS
Identification Number

ALLFO26

{Y2) Multiple Construction

A. Building
B. Wing

(Y3) Date of Revisit

3/26/2015

Name of Facility

DEER TRAILASSISTED LIVING

Street Address, City, State, Zip Code

2360 REAGAN AVENUE
ROCK SPRINGS, WY 82901

This report is completed by a State surveyor to show those deficiencies praviously reported that have been corrected and the date such corrective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown 1o the left of each requirement on tha survey rapart form).

(Y4) Item (Y5) Date (Y4) ltem (Y5) Date (Y4) item (Y5) Date
Correction Correction Correction
Completed Complsted Completed
ID Prefix 55023 02/02/2015 1D Prefix  §5054 02/02/2015 ID Prefix S5071 02/0212015
Reg. # Ch 12 Sec 7 (b){Iv){A-C} Reg. # Ch 12 Sec 7 (e)i}{A-K) Reg. # Ch 12 Sec 7 (iMiil){A-B)
LSC LSC LSC
Correction Corraction Correction
Completed Completed Completed
ID Prefix 85097 02/02/2015 D Prefix 55100 02/02/2015 ID Prefix 55103 02/28/2015
Reg. # Ch 12 Sec 8 (a)il)) Reg. # Ch 12 Sec 8 (a){vi) Reg. # Ch 12 Sec 8 (al(ix)
LsC LSC LsSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 85107 _02/02/2015 ID Prefix 1D Prefix
Reg. # Ch 12 Sec 9 (a){i-v) Reg. # Reg. #
LSC LSC } LSC T
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # o Reg. # Reg. #
LSC o Lsc Lsc
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix IDPrefix
Reg. # Reg. # Reg. #
LSC LSC LSC
ReviewedBy Rewewed B, Date: nature of § rveygr Date:
State Agency "4 C’%WLLLCL anu 7%
ReviewedBy — .. Rewewed By Date: i’gnature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for a any Uncorrected Deficiencies. Was a Summary of
11/26/2014 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO
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