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Rules and Regulations utilized for this survey are
Rules and Reguiations for Program
Administration of Assisted Living Facilities,
Chapter 12, effective 12/12/2007
Rules and Regulanons for Licensure of Assisted
Living Fecilities, Chapler 4, effective 08/26/2001
A survey was conducted by Hea Licensing
and Surveys on 1/14/16 The survey was
prompled by complaint intakes LIC-15-055 and
LIC-16-011.
The following common abbreviationg sre used
throughowt the documant:
RM-  Regisiered Nurge
LPN-  Licensed Practical Nurse
CNA-  Cerlified Nursing Assistant
DON- Dirscter of Nursing
mg-  miligrams
Leas commonly used abbreviations will be
annoted in sach deficiency.
- $5023 Ch 12 Sec 7 {b)(iv{A-C) Assisted Living Facitity | 55023
(ALF) Core Services
{b) Residant Assessmant and S The
staff/contract Registered Nurse (RN shail
conduct initiz! and, a1 a minimum adnually, an
accurate, standardized, reproducibie assassment
of each resident's functionai capacity, physical
sssessment and medicaton review,
{iv} Fraguency of assessment.
assesement must be conducted:
and Suncays
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{A)} No sariier than one {1) wieek prior ta
admission;

{8} trrnedialsly upon any significant
change in the resident's mantat or physical
condifion; or

(C) Ng less than once avery iweive (12)
manths.
This State Ruie and Regulation s ot met ag
evidenced by
Based on medlical record raview, steff interview,
and facliity incident repor raview, (Ma facility failed
tv ensure @ change of condition assessmant was
completad for 3 of 3 sample residenls (#42, 48,

#52) who had & change In congition] The findings
weare.

diagnoges ihat included right hip arthropiasty,
bilateral knee surgsry, and history of lefl wrist
fractura. The foliowing concerns weate

& Reviaw of tha facility incident jre
showed resident #42 had 18 falis batwe
and 12/28/18,

b. Review of the service plan date
showed the rasident was incontinent of biatdder.

¢. Intsrview with CNA#1 on 1/14/18 at 3:10
PM reveated staff had to physically ljit the

" resident by placing thair arms undarlthe residant's

arms afer falis.
d. Intarview with the memory care
coordinator, aesistant administrator, jand DON an
1114115 at 4:50 PM confirmead the regident had 3
change in condition that was not assessed.
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Tag: 85023

Violation: Resident #42, #52, and #48
did not have an assessment completed
as per the state regulations for
completing assessments upon resident
change of condition,

Correction: The director of nursing
will conmiplete the assessments of
residents #42, #52, and #48 and all
future residents that experience “a
change of condition. o

Identify Others: An audit of each
vesident’s file that is at risk for a
change of condition will be completed
to  ensure that each required
assessment has been completed.

System Measures: Nurses will be
provided a copy of Chapter 12,
Section 7, (b) that states residents will
receive a new assessment upon any
significant  change in mental or
physical condition,

Respensibility: Director of nursing, .S)J\}W
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§8023 Contlinued From page 2 55023
2. Review of the ALF 102 dated 12/5/14 showed Quality improvement: Review of
resident #52 was continent of bowel and bladder, resident files will oceur quarterly on
intermillently confused and/or agitgted; required the QA document utilized by the

undressing, or grouming with iitle 2
The foliowing concerns were identifie
a. Review of the service plan dp

daficits with past history of poor
craating potential unsafe behaviors
others,

b, Raview of the MMSE (Mini e
Examination) deled 7/31/15 showa
had a score of zero,

, changing the
resident's brief, and changing the resident's
clothing.
4. Interviaw with the memory care
zoordinator, assistant administrator, and DON on
1714115 al 4:50 PM confirmed the
required routing nursing care and

3. Review of the ALF 102 dated &/1
resident #48 was continent of bows

g,
undressing or groaming with littie @ sistance, and
indapandently and sporopriately abje
with or without a device. The follow|ng concemns
were identified:

8. Review of facliity incident regorts showed
the resident had 12 falls betwesn &

PR révaa&ad the residant required dai

- assistance with incontinence care &
Further, Staff had o physically assist the resicsant
Wyoming ¢l Heatth, Aging Division, Hesithcate Licansing 2nd Surveys

community by the management team.
Monitoring: The DON will verify

monthly and, review changes of
COﬂd!thﬁ that reqmre for assessrments
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to stand afer falls.
€. Interview with the memory cére
coordinator, agsistent administratod, and DON on
1714116 at 4:50 PM confirmed tive risident
requingd routine nursing care and ®at the
resident wad & change of condition since the last
agsessment.

Ch 12 Ses 7 (e}((A-X) Assisted Lving Facility
{ALF) Gore Services

{8) Resident Records and Reports| Each
resident's records shall be current. prganized and
maintained in individual folders whith shall pe
made availabie to the resident, the Licensing
Division, ordesignated represantative upon
reguest.

(i) Each foider shall include mt:jcﬁowing;

(A} Information from the re
applicable;

reing agent, if

{(B) Histary and physical performed by a
physician or physicien axtender,

(C} Individual agmission fo
shal, at a minimum, contain the
information:

. The form
wing

{li Full rame of rasident and former
address,

{f) Date of admission;

(1) Sex, race, date of birth, sacial
security numbser, and former oceupdbon;

{IV} Name, home address. and

86023

$5054

Aging Division HeaRhcare Ciosiising and Surveys

she NYUBTY

o cortinuation shaat 4 of §




Feb 18 2016 0225PM HP Fax page 7

PRINTED: 012712018
" FORMAPPROVED
STATEMENT OF DEFICIENCEES xn e X2) MULTIPLE CONSTRUCTION (%) DATE SURVEY
ANDFLAN Of CORREC TON IDENTIFICATION NUMBER. A BUILDNG: COMRETRD
c
ALF028 8. WING 01114/2016
- e T
NANME OF PROVIDER OR SUPPLIER AYTREET ADDRESS, CITY, STATE, 2% C0O0E
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%) 1D SUMMARY STATEMENT OF DEFICHENGIES e PROWVDER & FLAN OF CORRECTIDN [
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5054 Continued From page 4 56054

telephona number of relative, friand, Powsr of Tag: S5054
Atiornay, or guardian,
W N acd ’ Vielation: An incident report for
ame, address, and fele . . .
! " resident #45, #49, and #53 was not

number of resident's personal physh . ’ . .
P Jocated during the state inspection.

ophthalmelogist or oplomeirist;
The reports were also not received by
{v1} Madicare number of other medical the OHLS
insurance identifying cata; e

(Vii} Awritten inveniory
possassions; however, this invenio
~ include personal clothing.

all pergonal Correction: The director of nursing
will complete a state report for
resident #45, #49, and #53 and any

(D) A# accidants, injuries, ingidents, other resident necessary as per the

linessas, and allegations of abuse, ineglect or . IR e
exploliation shal ba reported fo the residents State of  Wyoming's  reporting
family or respansible party snd be documeanted in requirements.

the individual resident records. AN such

occurrencas shall aiso be reported fo the . . ; LI
appropriate ently for follow up and fesclution. ldentify Others: An audit of mgldent
Reports of all incidents affecting the hwailih, reports for the past 90 days will be
weliare or safaly of a resident shall pe provided to completed to ensure no other state

mhuw“ ﬁ'ggf Re 'poxtml mgmguwedh?b;iyﬂigyone reportable cvents occurred.

lelaphone or fax. The facility's investigation of

tgg:;?:eﬂng?:”l.bﬂ regorte:ét: :hg Ll:enslng ‘ System Mecasures: Nurses will be
. Division a e Care Ombudsman : -

within five (5) wo rkwmg days. Docunkentation to provided Chapter 12, Sec 7 (e)(i)

suppert the fachity reporting tha situtation and section D pertaining to the reporting
follow up must also be prasent in the resident ' of all accidents, injuries, incidents,

, illness, and allegations of abuse,
(E) An mccouriting of all parsenal funds neglect or exploitation.
deposited with and disbursed by the facility;
{l} Upon written authorization of a Responsibility: Director of nursing.

clisnt, the facility must hokl, safegugrd, manage B T ’

and account for the persons! funds bf the client.
Wiy orng Dept oF s, AaTg Bavor, asicars Tieanking nd Sovvegs
STATE FORM -
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{1.} The eclity must deposit any
parsonal funds in excesa of $100 in an inlarest
pearing aocount

{2.) Tha facility must
maintein g system tht assures a

(3.) Upon the death of

a personal fund deposited with the facilily, the

resilent ' s estate.

Quality improvement: Review of
resident-involved incident reports will
oceur each time a reporl is submitted.
The report wiil be deemed appropriate
or not appropriate to submit to the
state of Wyoming per the reporting
criteria. The quarterly QA document
will be utilized by the community by
the management team.

Monitoring: The DON will verify
monthly and, review changes of

(4.) The faciity must
charge against the parsonal funds
for any item or sarvice for which payment is made
under Medicaid or Medicara exceptfor appiicabla
deductible and coinsurance ampunts,

{F) Asignad copy of the rasident’s rights;

(G} The resident's assessment and
individualized asgistance plag,

{1} Written acknowiedgment df the receipl
and explanation of all faclity policies i
admission/discharges policies;

(J} Copy of sl ALF 102's; and

-

_ FORM APPROVED
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c
ALF028 8 WiNG 011412018
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4 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER S PLAN OF CORRECTION o5
PREF (EACH DEFICIENCY MUST DE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DaTE
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86054 Cantinued From page S 5054

34l

{K) Copy of outside contractul
Wyoming Dept of Haskn, Aging UVIEion, Heakrcams qém and Surveys
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c
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NAME OF PROVIDER OR SUPPLIER STREET ADRRESS, CITY STATE, ZIP CORE
4154 TALON DRIVE
MOUNTAIN PLAZA ASSISTED LIVING CASPER. WY 83804
(KO BLBAJARY STATEMENT OF DEFICIENCES o FROVIBER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST SE PRECEDED BY FuLL PREFIX EACH CORRECTIVE ACTION SHINAD BE COMPLETE
NG REGULATORY OR LSC IDENTIFYING INEORMATION) A6 CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
86084 Continued From page 8 38054

rasponsibilities, if applicabis.

This State Rule and Regulation & hot mat ay
evigenced by
Based on medical record review, staff inferview,
and Licensing Division record revigw, the facility
falled to report invidents involving the health,
sajely, or welfare of residents to the Licenzing
Oivision for 3 of 3 sampie residents {#45, $48,
#53) with a reporiable incident, Tha findings
ware!

1. Review of the progress notes foq resident #45
dated 8/4/15 and timed B8 PM shownd ancther
resident "shoved the door open forbefully” and
backed the resident in the comar The residents
engaged in a physical aliercation wi
#45 “started punching fhinvher] in i
Further review showed the facility
faw enforcement of tha incident

2. Review of the progress notes for resident #53
daled 8/21/16 and timad 5:45 PM showed
“rasident became very sggitated (sk]” and was
iaken to the garden arsa “to help dé-escaiate ©
The steff was unable to calm the resident and
sMe "kicked opsen the gardan galeand left the
facility grounds, While out of tha fagliity, the
rasident "attemptad to enter nesr by apartments”.

3. Review of pragress notes for resident 249
dated B/29/18 and untimed shawed the resident

was welking in the haliway and pasked anothar
regident. Resident #49 began to yel at the other
resident and "hit the other residents Isic] arm.”
4. Interview with the memory cara goordinator,
Wwwmmmmmﬁm;
STATE FORM eo NYUB1 ¥ cengnuation shes) 7 of 9
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o FORM APPROVED
Healthcars Licensing and Surveys
STATEMENT OF DEFICIENCIES (k1) PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION ¢X3) GATE SURVEY
AND PLAN OF CORRECTION OBNTIFCATION SUMBER, A BUILING COMPLETED
Cc
ALFO28 B Wit 01142015
RAME OF PROVIOER OR SUPPLIER STREET ADDIRESS, CITY, STATE 2P CODE
4154 TALON DRIVE
MOUNTAIN PLAZA ASSISTED LIVING CASPER, WY 82604
3.01% ) SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (i)
PREFIX {EACH DEFICIENCY MUST B8 FRECEDSD BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
78G REGULATORY OR LSC IDENTIFVING INFDRMATION TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY)
§8034 Continued From page 7 55054
assistant sgminlsirator, and DON on 1/14/18 at
4:50 PM revealed they were not sude if tha
neidents had been reported and not aware
of the resident 1o resident altercation involving
resident 849,
. B. Review of the Licensing Division incident icgs
an 1/21118 sonfirmed rone of the incidents had
bean reporied.
§. Reviaw of the poiky tithed "Abuse and Neglect -
Policy reviewed 171514 showed " 2. Mountain
Piaza wiif report sush afiegations loithe sigte, a3
per Wyoming Regulstions. 3, Mouniain Plaza will
report all investigation findings o state as per
Wyoming regulations...”
85135 Ch 12 Sec 10 (fY)) Secyre Dementia Units 85135
Securs Dementia Unilsi Level 2 assistad living
facliites require achererice to ali Lavel | Tag: 5135
requirements with the fbliswing additional critsria O R
for a Level 2 Assistad Living Faciiity License. . . )
) Level 2 Discharge Requt o | Vielation: Resident #52 did not meet
evel 2 Discharge Reguirements. in : R, ' o
addition to Leve! 1 discharge criteria residents of the Sbf)rb of %0 on the‘ MMSE as per
Level 2 faciiies must be discharged when one or the 5‘{“3 of Wyoming rules and
more of the following situations exist: regulations for Chapter 12, which was
(1) They score less than 10 o the MMSE: a chfnge mn condition from the prior
MMSE.
This Staie Rule and Reguiation is g0t metas Clorrectmx_l: The reg:dent he.ls. been
evidenced by: given notice and will transition to
: Bfa}dged an medical record review, steff interview, skilled nursing care as soon as an
and policy and procedure review, facility failed . p— . 3
1o ensure residents met the minimurm MMSE Opering ocours. In the meantime, he
requirement for 1 of 6 sample residents (#£52) in has private one-on-one care.
Viyoming Dept of Reallh, Aging Division, Rewtnsers Liseneing 3o Bumvays i
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, _ FORM APPROVED
Healthcare Licensing and Survays :
STATEMENT OF DEFICIENCIES (41} PROVIDERISUPPLIERICLIA {%2) MULYIPLE CONSTRUGTION {X%) OATE SURVEY
ARD PLAN OF GORRECTION DENTIFICATION NUMBER. A BLLONG COMPLETED
ALFO2B B. WiNa :
0114472018
NAME OF PROVIOER OR BUPPLER STREET ADDRESS, CITY STATE, 2P CODE
4154 TALON DRIVE
s e

MOUNTAIN PLAZA ASSIBTED LIVING CASEER, WY 02504

{4y I SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION

PREFIX {EACH DRFIGIENCY MUSY BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE oM ETE

TAG REGULATORY OR LG [DENTIFYMG INFORMATION TAG CRO3SS-REFERENCED 1O THE APPROPRIATE DATE
DEFICIENCY)
$5135 Continued From page 8 85135

the secure unit. The findings were: Identify Others: An audit of all

1. Raview of the MMSE (Mini Menta! State resident MMSEs will be completed to
Examination) dated 7/31/15 showedl resident 852 ensure  compliance  with  state
. had 2 score of zefo. :
regulations.

2. Reviaw of the MMSE dated 12/5/14 showsd

resident #52 had a score of 7. System Measures: Nurses will be
3. Interview with the memory care gacrdinator, provided Chapter 12, Sec 10 {H(1)
assistant administrator, and DON an 11415 at requirements  pertaining to  the

4:80 PM confirmed the resident did nol meet the requircment of MMSE scores 1o be no
minimum Level 2 requirement for residents to

have a MMSE score of 10. Iess than 10.
Responsibility: Direclor of nursing,

Quality improvement: Review of
resident files will occur quarterly on
the QA document utilized by the
community by the management team.
Monitoring: The DON will verify 3/4/ (¢
monthly and, review changes of
condition that require for assessments

Wytniing Depil of Heafth, Aging Dvialon . Hsallhcare Licadeing 870 Sunveys
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