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Rules and Regulations utilized for this survey are:

Rules and Regulations for Program
Administration of Assisted Living Facliities,
Chapter 12, éffective 12/12/2007

Rules and Regulationis for Licénsure of Assisted
Living Facllities, Chapter 4, effective 06/28/2001
A complaint survey was conductéd by Healthcare
Licensing and Surveys on 11/10/18 and 11/11/18.
The survey was prompted by complaint intake
LIC-19-009.

The following conmon @bbreviations are used
throughout this document:

ALF-
CNA-
DON-
RN-

Assisted Living Fagility
Certified Nurses Aidev
Director of Nursing -

- Registered Nurse

Less commonly used abbrewations will be
annotated in each def clency.

§5020| Ch 12 Sec 7 (b){(I)(A) Asststgd Living Facility $5020

(ALF) Core Services

(b) Resident Assessment and Services. The
stafflcontract Registered Nurse (RN) shall
conduct iniflal and, at a minimum annuglly, an
accurate, standardized, reproducible assessment
of each resident's functional capacity, physical
assessment aid medicatlon review.

() The compleﬂon of the ALF 102.

(A) Ttie cufrent version of the ALF 102 is
the designated scréening tool. The form may be
updated and/or revised penodtcalty by the
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Program Division. Providers will be nofified of
changes in the form. The following guidelines
apply to the ALF 102;

(1) The ALF 102 is only valid If
campleted within forty-five (45) days prior to
admission and there Is no change in the
resident's condition.

(Il) The ALF 102 must be completed
and slgned by an RN.

(1) The ALF 102 may be completed
telephonically; however, it must be verified In
person by an RN.

(V) Anew ALF 102 shall be completed
at least annually, and when there Is a change In
the resident's condition,

"]

This State Rule ang Regulation is not met as
evidenced hy:

Based on resident record review, resident and
staff interview, incident review, and review of the
11/4/1 8 weather for the facility, the facllity failed to
ensure a new ALF 102 was cornpleted
concerhing a change in condition for 1 of 4
sample residents (#2). The findings were:

Resident record review showed resident #2 was
admitted to the facility level | area on 10/20/18
with diagnoses which Includéd deméntia,
osteoporosis, and poly-osteoarthritis, Review of
the ALF-102 prior to admission dated 10/12/18
showed for Behavior/Motivation the resident was
selected for "b. Intermittently confused and/or
agitated; requires occaslohal reminders as to
person, place, of time." Undér the same area was
a selection at"e.” left blank that showed: “Safety
concerns. In danger of self-inflicted harm or
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self-neglect. Continuous surveillance required.
Excessive wandering.” Review of the 10/19/18
"Resident Negotiated Service Plan Without
Schedule” showed "Resident does not wander.”
Interview with the resident on 11/10/18 at 4.PM
showed s/he was mildly confused, aware of being
in some type of care facility, and unaware of the
day or time. The following concerns were
identifled:

a. Review of 4 nurging noted dated 11/4/18
timed 19:26:18 [7:26 PM] revealed, "Resident
was confused at diner [dinner] time [sthe] trigd.to
go into kitchen and leave. [S/he] was redirected
to [his/her] room. Then a little while later the
CNAs reported that a woman had just pulled up
outside with [the resident] in her car, she stated
that she picked [nim/her] up at the senior center,
and brought [him/her] her asked another rt
{resident] and her family if [the resident] lived
here. [The questioned resident] sald yes [the
resident] is my nelghbor. CNAs assisted into
building. Karen [DON] notified via text message,
Incident report filled out. Did not notify MD rit no
fax number for him/har. [Family member] called.”

b. Review of an 11/4/18 Hot Note [CNA notes]
revealed the following: "RT's [Resident's] pendant
was going off after dinner. CNA [#5] and | looked
for [him/her] and [s/he] wasn't there. We then
searched the entlre facility and [s/he] wasn't
anywhere to be found we went room to room,
outside the facllity and could not find [him/her].
While we were looking for [him/her] a lady came
into the facility asking if a [resident's name] lives
here?" The lady found [resident's name] by the
senior canter with not coat or jacket in the dark
windy weather), and brought [him/her] back to us
in her car. When | asked [resident's name] where
[sthe] was going [s/he] told me, [s/he] had to be
somewhere, but [s/he) didn't remember where
[sthe] was going.” RT [resident] was cold, and
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upset because of getting lost. [S/he] Is doing
okay, and hasg been in the room the rest of the
night.”

¢. Review of an 11/4/18 incident timed § PM
with an 1800 [6 PM] "occurred at" time for the
resident revealéd "Resident was missing and
CNA's were looking for her, Chetked rooms,
hathroems, commoh areas and outside near the
building. Then a worman pulled up with the
resident in her car afd asked another resident's
daughter if [s/hie] lived here. Woman stated that

she picked [him/hef] up at the senlor center.”

d. Review of the 11/4/18 weather
documentation o timeanddate.com for the town
the faclity was locéted in, dccessed via
google.com by the surveyor, revealed the
température at 6 PM was 36 degrees Fahrenheit
and the wind was at 23 ralle per hour.

e. Review of tii& éntire medical regord
showed the resident's ALF-102 was not updated

as of the suivey datés of 11/10/18 and 11/11/18.

f. Interview with the DON on 11/10/18 at 3:50
PM confirmed thé facllity failed to update the
ALF-102 to reflest the resident's change of
condition concérning elopement.

Ch 12 8ec 7 (b)(ivi{A-C) Assisted Living Facility
(ALF) Core Services

(b) Resldent Aséessment and Services. The
staff/contract Reglstéréd Nurse (RN) shall
conduct initial ahd, at & minimum annually, an
accurate, standardized, reproducible assessment
of each residént's functional capacity, physical

assessment and medication review.

(iv) Frequency of assessment. An
assessment must be conducted:

85023
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(A) No earlier than one (1) week prior to
admisgion;

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

(C) No less than ance every twelve (12) @
months.

r_________._....—--——-—«-
This State Rule and Regulation is not inet as
evidenced by:
Based on resident record review, resident and
staff interview, incldent review, and review of the
11/4/18 weathér for the facility, the facllity failed to
ehsure a new assessment conceriing a change
in condition was completed 4 of 4 sample
resldents (#2) with a change in condition, The
findings vvere:

Resident record review showed resident #2 was
admitted to the facility level | area on 10/20/18
with diagnoses which included dementia,
osteoporosis, and poly-ostecarthritis. Review of
the ALF.102 prior to admission dated 10/12/18
showed for Bahavior/Motivation the résident was
selected for "b. Intermittently confused and/or
agitated; requirés occasional reminders as to
-person, place, or time." Under the same area was
a selection at "e.” left blank that showed "Safety
concerns, In danger of self-inflicted harm or
sell-neglect. Continuous surveillance required.
Excessive wandering.” Review of the 10/19/18
"Resident Negoﬁated Service Plan Without
Schedule" showed "Resident does not wander."
Interview with the resident on 11/10/18 at 4:PM
showed s/he was mildly confused, aware of being
In sorre type of care facility, and unaware of the
day or time. The following concerns were
Ideéntifled: -
Nyomlng Dept of Health, Aging Divisian, Hoalthcare LIDenslng and Survays

STATE FORM Ll YWFH11 Itcontinuation shaet 6 of 20




12-11-"18 18:40 FROM-

__Healthcare. Licensing and Surveys.

C

T1-028 P0012/0026 F-525

PRINTED 1112712018
FORM APPROVED

| "STATEMENT OF DEFICIENCIES (X1) PROV!DERISUPPL!ERICUA
,AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

ALF026

{X2) MULTIPLE CONSTRUCTION

A BUILDING:

B. WING

(xa) DATE suRva '
COMPLETED

c R
2018 .

NAME OF PROVIDER OR SUPPLIER

| DEER TRAIL ASSISTED LIVING

STREET ADDRESS, CITY, STATE, 2IP CODE

2360 REAGAN AVENUE
ROCK SPRINGS, WY 82901

(X4) 1D
1 PREFIX
- TAB

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFIGIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSG (DENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (XG)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COQMRLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)

§5023

Continued From page 5

a, Review of a nursing noted dated 11/4/18
timed 19:26:18 [7:26 PM] revealed "Resident was
confused at diner [dinner] time [s/he] tried to go
Into kitchen and leave. [S/he] was redirected to
[histher] room. Then a little while later the CNAs
reported that a woman had Just pulled up outside
with [the resident] In her car, she stated that she
picked [him/her] up at the senlor center, and
brought [him/her] her asked another rt [resident]
and her family If [the resident] lived here. [The
questioned resident] said yes [the resident] is my
neighbor, CNAs assisted Into bullding. Karen
[DON} notified via text message. Incident report
filled out. Did not notify MD r/t no fax number for
him/her; [Family meimber] called.”

b. Review of an 11/4/18 Hot Note [CNA notes]

revealed the following: "RT's [Resldent's] pendant
was going off after dinner. CNA [#4} and | looked
for [him/her] and [s/he] wasn't there, Wé then
searched the éntire facility and [s/he] wasn't
anywhere to be found we went room to room,
outside the facllity and could not find [him/her]
Whils we wers looking for (him/her] a lady came
into the facility asking If "a [resident's pame] lives
here?" The lady found [resident's name] by the
sénior center with not coat or jacket in the dark
windy weather); and brought [him/her] back to us
in her car. When | asked [residént's name] where
[s/he] was going [s/he] told me, [s/he) had fo be
somewhere, but [s/he] didn't remember where
[s/he] was going.” RT [resident] was cold, and
upset because of getting lost. [S/he] is doing
okay, and has béen in the room the rest of the
night.”

¢. Review of an 11/4/18 incident imed 6 PM
with an 1800 [6 PM] "occurred at" time for the
resident revealéd "Resldent was missing and
CNA's were l0oking for her, Chetked rooms,
bathrooms, common areas and outside near the
_building. Then a woman pulled up with the
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resident In her car and asked another resident's
daughter if [s/he] lived here. Woman stated that
she picked [him/her] up at the senior center.”

d. Review of the 11/4/18 weather
documentation on timeanddate.com for the town
the facility was located in, accessed via
google.com by the surveyor, revealed the
temperature at 8 PM was 36 degrees Fahrenheit
and the wind was at 23 mile per hour.

. Review of the entire medical record
showed the resident's dassessment was ot
updated as of the survey dates of 11/10/18 and
/1118, .

f. Interview with the DON on 11/10/18 at 3:50
PM confirmed the facllity falled to update the
resldent's assessment to reflect the resident's
change of condition concerning elopement.

Ch 12 Sec 7 (b){vi)(A-B) Assisted Living Facility
(ALF) Core Services

(b) Resldent Assessment and Services. The
stafifcontiact Registered Nurse (RN} shall
conhduct initlal and, at a minimum annually, an
accurate, standardized, reproducible assessment
of each reskient's functional capacity, physical
assessment and medication review,

(vi) Resident assistance plan,

(A) An RN shall develop an assistance
plan for each resident.

(B) Each facility shall construct its own
forms for such plans, which at & minimum shall
contain dacumentation of the following:

() Who will provide the care/services;

85023
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(I What care/services will be provided;

(1) When will care/services be
provided;

(IV) How the care/services will be
provided;

(V) The expected outcome;

(V) Resident participation in
development of the assistance plan to the extent
of his abllity to do so. A relative or other
interested party may also participate; and

(Vi) Dated signature of the RN, the @

falclity manager, and the resident or the
resldent's responsible party. N

This State Rule and Regulation is not met as
evidenced by:

Based on resident record review, resident and
staff interview, lricident review, and review of the
11/4/18 weather for the facility, the facility failed to
ensure the resident's assistance plan was
updated for 1 of 4 sample resldents (#2) with a
changé In condition. The findings were:

Resident record review showed resident #2 was
admitted to the facllity level | area on 10/20/18
with diagnoses which Included dementia,
osteoporosls, and poly-ostecarthritis, Review of
the ALF-102 prior to admission dated 10712118
showed for Behavior/Motivation the resident was
selected for "b. Intermittently confused and/or
agltated; requires occasional reminders as to
person, place, or ime." Under the same area was
a séleclion at "e.” left blank that showed "Safety
concerns. in danger of self-Inflicted harm or

N self-neglect. Continuous surveillance required.,
Wyoming Dapt of Heallh, Aging Division, Healthcare Licansing and Surveys '
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Excessive wandering." Review of the 10/19/18
"Resldent Negotiated Service Plan Without
Schedule” showed "Resident does not wander."
Interview with the resident on 11/10/18 at 4.PM
showed s/he was mlldly confused, aware of being
in some type of care facility, and unaware of the
day or time. The following conceins were
identifled:

a. Réeview of a nursing noted dated 11/4/18
timed 19:26:18 [7:26 PM] revealed, "Resident
was confusid at diner [dinner] time [s/he] tled to
gonto kitchen and leave. [S/he] was redifected
to [his/her] room. Then a littie while later the
CNAs repotted that a woman had just pulled up
outside with [the resident] in her car, she stated
that shé picked [him/her] up at the senior center,
and brought [him/her] her asked another it
[resident] and her family if [the resident] lived
here. [The questioned resident] said yes [the |
resident] is my heighbor. CNAs assisted into
building. Karen [DON] fiotifled via text message.
Incident report filled out. Did hot notify MD r/t no
fax number for him/her, [Family member] called."

b. Raview of an 11/4/18 Hot Note [CNA notes]
revealed the following: "RT's [Resident's] pandant

was going off after dinner, CNA [#4] and | looked
for [hiri/her] and [s/hé] wasn't there, We then
searched thé entire facllity and [s/he] wasn't
anywhere to be found we went room to room,
outside the facility and could not find [him/hef}.
While we were loaking for [him/her] & lady came
Into the facl|ity asking if "a [resident's name] lives
here?" The lady found [résident's name] by the
senior gentér with not coat or jacket In the dark
windy weather), and brought [him/her] back to us
in her car. When | asked [resident's name] where
[sihe] was going [s/he] told me, [s/he] had to be
somewhere, but [sihe] didn't remember where
[sihe] was going.” RT [resident] was cold, and
upset because of getiing lost. [S/he] is doing
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okay, and has been In the room the rest of the
hight."

¢. Review of an 11/4/18 incident timed 6 PM
with an 1800 [6 PM] "occurred at' time for the
resident revealed "Resident was missing and
CNA's were looking for her, Ghecked rcoms,
bathrooms, Gormmon areas and oulsldé near the
building. Then & woman pulled up with the
resident in Ker car and asked another resident's
daughter if [sthe] lived here. Woman stated that
shie picked [him/her] up at the senlor center.”

4. Review of the 11/4/18 weather
dacumentation on timeanddaté.com for the fown
the facliity was located In, accessed via
google.com by the surveyor, revealed the
temperature at 6 PM was 36 degreés Fahrenheit
and the wind was at 23 mile per hour.

e. Review of the entire resident record
ghowed the resident's assistarice plan was not
updated as of the survey dates of 11/10/18 and
14711118,

f. Interview with the DON on 11I10I18 at 3;50
PM confirmed the facility failed to updaté the
assistance plan to reflect the resident's change of
condition conceérning élopement.

-

85064 Ch 12 Sec 7 (8)(IMA-K) Assisted Living Facility 85054
(ALF) Core Séivices

{e) Resiclent Records and Reports. Each
resident's records shall be current, organized and
malntainéd In individual folders which hall be
madé avallable to the resident, the Licensing
Division, or desighated représentsdtive upon
request,

(i) Each folder shall include the following:

] (A) information fram the referring agent, if

‘,W-ydmlng Dept of Heam;;. Ading Llvision, Healthcare ‘Liciarislrig aﬁﬁ Suw'eys =

STATE FORM Lo YWFH14 it continuation sheit 10 of 20



12-11-"18 18:41 FROM-

c

fﬁ,,T-028 P0017/0026 F-525

- PRINTED: 11/27/2018
. o ‘ FORM APPROVED
- Healthéare Licensing and Surveys e e e o i i
STATEMENT OF DEFIGIENGIES | (X{) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (Xs) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETEQ
C .- -
, | ALF026 B. WING... . 111112018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
, 2360 REAGAN AVENUE
MDTEER TRAIL ASSISTED LIVING | ROCKSPRINGS, WY B2004
e SUMMARY STATEMENT OF DEFIGIENGIES ID PROVIDER'S PLAN OF CORRECTION )
- PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FLLL PREFIX {EACH GORREGTIVE ACTION SHOULD BE COMpLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)

: §5054| Continued From page 10
applicable;

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

(C) Individual admission form. The form
ghall, ata minimum, contain the following
Information:

(1) Full name of resident and former
address;

(1) Date of admission;

(liy Sex, race, date of birth, social
security number, and former occupation;

{IV) Name, home address, and
telephone nurnber of relative, friend, Power of
Attorney, or guardian;

(V) Name, address, aﬁd telephone
nuimber of resident's personal physician, dentist,
ophthalmologist or optometrist,

(V) Medicare number of other medical
Insurance identifying data;

(V) Awnitten inventory of all personal
possessions; however, this inventory need not
include personal glothing.

(D) All accidents, injuries, incidents,
linesses, and allegations of abuse, neglect or
exploitation shall be reported to the resident's
family or responsible party and be documerited In
the individual resident records. All such
oceurrences shall also be réported fo the
appropriate entity for follow up and resalution.

65054
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Continued From page 11

Reports of all incidents affecting the health,
welfare or safety of a resident shall be provided to
the Licensing Division Immediately (within one
business day). Reporting shall be done by
telephone or fax. The facliity's investigation of
the incident shall be reported fo the Licensing
Division and the Long Term Care Ombudsman
within five (5) working days. Documentation to
sypport the facllity réporting thé situation and
follow up must also be present in the resident
records;

(E) An accounting of all personal funds
deposited with and disbursed by the facility;

(1) Upon written authorization of a
client, the facility must hold, safeguard, manage
and account for the personal funds of the client.

(1.} The facllity must deposit any
personal funds in excess of $100 in an interest
bearing account.

(2.) The facility must establish and
malntain a system that assures a full and
complete and sepatate accounting according to
generally accepted accounting principles of each
resident's personal funds entrusted to the facliity.

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

(4.) The facility must not impose a
charge against the personal furids of a resident
for any item or service for which payment is made

55064
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under Medicaid or Medicare except for applicable
deductible and coinsurance amounts,

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

(G) The resident's assessment and
individualized assistance plan;

(H) Coples of all applicable resident
assistance contraicts, signed by both parties;

(1) Written acknowledgment of the recelpt
and explanation of all facllity policles inciuding
admission/discharge policles,

(J) Gopy of all ALF 102's; and

(K) Copy of outside contractual
responsibliities, if applicable.

]
This State Rule and Regulation is not met as
evidenced hy:
Based on resident record review, incident review,
review of the Licensing Division incldent logs, and
staff interview, the facility failed to ensure an
elopement was reported to the state survey
agency for 1 of 4 sample residents (#2). The
findings were;

Resident record review showed resident #2 was
admitted to the facllity leve! | area on 10/20/18
with diagnoses which includéd deimentia,
ostedporosls, and poly-ostecarthritls. The
following concerns were identified;

a. Review of ai 11/4/18 incident timed 6 PM
with an 1800 [6 PM] "occurred at" time for the
resident revealed "Resident was missing and
Wyoming Dept of Health, Aging Division, Heallncare Licensing and SUVeEys
STATE FORM o YWEH11 If continuation sheet 13 of 20
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CNA's were looking for her. Checked rooms,
bathrooms, common areas and outside near the
building. Then a woman pulled up with the
resident In her car and asked another resident's
daughter if [s/he] livéd here. Woman stated that
she picked [him/her] up at the senlor center.”

b. Revlew of the Licensing Division inciden{
Jags showed no evidence this incident was
repotted to the Divislon as required.

¢. Interview with the DON on 11/10/18 at 3:50
PM confirmed the facility falled to report the
resident's elopement to the Licensing Division,

Ch 12 Sec 7 (m)(i){A-R) Assisted Living Facility
(ALF) Core Services

(m) Facllity Poficies and Procedures.

() Management shall develop policies and
procedures that are available to residents and
staff, including but not limited to:

(A) Resident rights;

(B) Disciplinary procedures surrounding
substantiated cases of resldent abuse;

(C) Admission, transfer, bed hold days,
and discharge of residents,

(D) Medication management;

(E) Emergency are of residents (including
missing resident, blizzard, water autage, ete.)

(F) Fireldisaster plan;

(@) Departure and teturn;

$6054
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{H) Smoking:

{l) Visiting hours;
(J) Activities,

(K} Management of resident trust
aceounts;

(L) Personnel policies
(M) Grigvance procedures;

(N) Per Diem rate/charges/fees, to include
a listing of what is included In the established
charges;

(0} Incident reports;

(P) Notification of change In established
per diem rates/charges/fées;

(Q) Outside contractual responsibilities;
and

{R) Identification and notification of change
in resident's condition. @

This State Rule and Regulation s not met as -~
evidenced by:

Based on manufacturer's information review, staff
interview, and incidént review, the facility failed to
ensure a policy and procedure was developed to
address an alarm system for the facility doors.
The findings were;

Iiterview with the administrator on 11/10/18 at 12
noon revealed resident #1 eloped from the facility
through the double doors by room #140on

Wyomlng Tapt of Healh, Aging Division, Healthcare Uicensing end Sunveys
STATE FORM Lo YWFH 11 It continualian sheet 16 of 20
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11/9/18 at around 1:37 AM according to review of
the facllity camera recordings. The administrator
stated the facility had an alarm system on the
entrance and exit doors that sent a signal to staff
on their pagers when a door was opened. Review
of the corresponding Incident confirmed resident
#1 eloped from the facility on the morning of
11/9/18, The following congerns were identified:
a. Interview with CNA #1 on 11/10/18 at 12;55
PM confirmed the pagers utilized by staff alerted
staff whén anyone operied the exit doors, and
showed which door wais opéned, She stated staff
should be awaré of who went in @nd out of the
doors to ensure residént safety However. she
stated she had been provided ho inservice that
addressed what staff were required to do when
the pager showed an exit door had béenh opened.
Interview with CNA#2 on 11/ 0/18 at 1:30 PM
confirmed staff utilized pagers for resident calls,
and pagers also showed which exit doors opened
or closed. She stated staff should check the
doors to ensure résidént safety when an exit door
had been opened. However, shs confirmed an
Inservice had not béen provided concerning what
to do wher an exit door had been opened,
Interview with CNA#3 on 11/1 0/18 at 2:05 PM
confirmed the staff pagers would alert staif when
exit doors were opened. Her expectation was for
staff to check the door and check oh résidents if
the door had been opened. She confirmed staff
had not been provided education on staff
respbnse to exit doors when opéned. Interview
with RN #1 on 11/10/18 at 2:42 PM showed her
expectation was for staff to tell her If an outside
door had been opened to ensure resldent safety.
She confirmed she was on duty when résident #1
eloped. She stated she did not have a pager
while working on that shift. She revealed she was
unaware an exit door had bean opened and was
unaware residerit #1 had eloped until after her

. T-028 P0022/0026 F-525
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shift, which ended at around 7 AM. She confirmed
staff had not been educated concerning what to
do when an éxit door had been opened. Interview
with CNA#4 on 11/10118 at 10:15 PM confirmed
staff pagers showed which room a resident called
from, or which exit door had been opened. She
confirmed she warkéd on the night resident #1
had eloped, and hér pager showed the exit
double door by room #140 had been opened
sometima after midnight. She stated her
response was to chéck on the double door, and
check on the resident in room #140 by the dauble
door. She further stated the wind often triggered
the exit door response as having been opened

when it had not. She ¢onfirmed she had not heen

educated cohcerning what fo do when an exit
door hiad been opéned.

b. Review of manufacturer's information
showed the faclilty utilized an Apolle Gold pager
with a Cornell Aurd 2.0 Emergency Response
System, which was wireless. The product was
used by multiplé érganizations, and no
instructionts were provided to show how fo utilize
the system in an assisted living environment.

c. interview with the administrator and DON
on 11711718 at 12:30 PM confirmed the facility
failed to ensure a policy for use and response
concerning the pager system utilized by staff for
resident call lighte and facility exit and entrance
doors. Each stated the use of the pageér system
had been digcussed in staff meetings. Howevaer,
they confirmed the facility failed to document
education on the system to ensure continuity of
staff respanse when the entrance and exit doors
were opened. They stated the expectation was
for staff to respond to call lights within 10
minutes, and door alarms as soon as possible to
ensure resident safety,
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Services which cannot be provided by the Leve! |
Assisted Living Factlity staff.

(a) The following services cannot be provided;

{(vi) Careof resident whose wanderirig
jeopardizes the health and safely of thé resident,

-."".“

This State Rule and Regulation is not met as
evidenced by:

Based on resident record review, resident and
staff Interview, incident review, and review of the
11/4/18 weather for the facility, the facllity failed to
ensure the facility did not provide services in level
( for a resident who eloped concerning 1 of 4
sample residénts (#2), The findings wére:

Resident record review showed resident #2 was
admitted to the facility level | area an 10/20/18
with diagnoses which included dementia,
osteoporosis, and poly-ostecarthritis. Review of
the ALF-102 prior to admission dated 10/12/18
showed for Befiavior/Motivation the resident was
selected for “b. Intermittently confused and/or
agitated; requires occasional reminders as to
person, place, or time." Under the same area was
a selection at "e." left blank that showed "Safety -
cancerns. in danger of self-inflicted harm or
self-neglect. Cofitinuous surveillance required.
Excessive wanderinig," Review of the 10/19/18
“Resident Negotiated Service Plan Without
Schedule" showed "Resident does not wander."
Intérview with the resident on 11/10/18 at 4:PM
showed s/he was mildly confused, aware of heing
in some type of care facility, and unaware of the
day or time. The following concérns were

0.
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identified:

a. Review of a nursing noted dated 11/4/18
timed 19:26:18 [7:26 PM] revealed "Residant was
confused at diner [dinner] time [s/he] tried to go
into kitchen and leave, [S/he] was redirected to
(nis/er] room, Theh a little while later the CNAs
reported that a woman had just pulled up outside
with [the resident] in her car, siie stated that she
picked [hir/her] up at the senior center, and
brought [him/her] her asked another rt [resident]
and her family if [the resident] lived hefe. [The
questioned resident] said yes [the rasident] Is my
neighbor, CNAs aésisted Into bullding. Karen
[DON] notified via text message. Incident report
filled ut. Did not notify MD r/t no fax number for
him/er. [Family member] called.”

b. Review of an 11/4/18 Hot Note [CNA notes)]
revealed the fallowing, "RT's [Resident's] pendant
wais going off after dinner, CNA [#4] and | looked
for [him/er] and [s/he] wasn't there. We then
searched the entire facility and [s/he] wasn't
anywhére to he fouind we went room to rodm,
outsidé the faclhty and could not find [hrmlher]
While we weré looking for {him/her] a lady came
into thie facllity asking if "a [resident's name} lives
hera?" The lady found [resident's iame] by the
senior center with not coat or jacket in the dark
windy weather), and brought [him/har] back to us
in her car, When | asked [resident's name] where
[s/he] was going [s/he] told me, [s/he] had to be
somewhere, but [s/he] didn't remember where
{s/he] was going." RT [resident] was cold, and
upset because of getting lost. [S/he] Is doing
okay, and has beén In thé room the rest of the
night."

¢. Review of an 11/4/18 incident timed 6 PM
with an 1800 [6 PM] "accurred at' time for the
resident revealed, "Resldent was missing and
CNA's'were looking for her. Checked rooms,
bathrooms, cormimon areas and outside near the

g“ - é FRINTED: 11 I2712018
_ L FORM APPROVED
_..Healthcare Licensing and Surveys . y e it e e , . .
STATEMENT OF DEFIGIENGIES 4} PROV!DERISUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (xs) DATE SURVEY )
1 AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
' _ ALF026 BWING..._ 1111/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
_ 2350 REAGAN AVENUE
ING :
.‘DEER TRAIL ASSISTED LlV N ' ROCK SPRINGS, WY 82901 o B
x4 n SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION {X5)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE ARPROPRIATE DATE
_ ' _ DEFICIENGY)
55100| Gontinued From page 18 55100

Wyom!ng Dept of Health, Aging DIVISIan, Heallcare Licensing and Survays

STATE FORM

olie YWFH11 [f continuation shest 16 of 20



12-11->18 18:43 FROM- gfi;,T-028 P0026/0026 F-525

St PRINTED: 11/27/2018
_ FORMAPPROVED
_Hesilthcare Licensing and Surveys . ... . . e i i .
" STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIERIGLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
_ AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: o COMPLETED .
B, WING -
. _ALF026 WING e ———— — . 111412018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, LITY, STATE, ZIP GODE
. . 2360 REAGAN AVENUE
TRA ED LIVIN N : . . :
) DEER L ASBIST . 'G | " ROCK SPRINGS, WY 82901 |
*4) D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORREGTION (X6)
PREFIX (EAGH DEFICIENCY MUBT RE PRECEDED EY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRIATE OATE
o N . DEFICIENCY)
85100 | Continued From page 19 ' S5100

building. Then a woman pulled up with the
resident in her car and asked another resident's
daughter If [s/he] lived here, Wornan stated that
she plcked [him/her] up at the senior center."

d. Review of the 11/4/18 weattier
documeéntation on timeanddaté,com for the town
the facility was located in, accessed via
google.com by the surveyer, revealéd the
temperature at 6 PM was 36 degrees Fahrenheit
and the wind was at 23 mile per hour.

e. Review of the entire resident record
showed the resldent was not cansldered for a
highier level of care conceining safely after sihe
eloped. ‘

f, Interview with the DON on 11/10/18 at 3:50
PM confirmed the facllity failed to ensure gervices
were not provided in level | for a resident who
eloped and was at an increased safety risk.

{pyarTng et of NeaTh, Aging DIVslon, Heathcara Licensing and Surveys
STATE FORM : e YWFH11 it continuation shisél 20 of 20
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ID Prefix Tag S5020

1. ALF 102 for Resident #2 is complete and in resident’s chart.

2. The DON will complete a chart audit for all residents to identify others who may
be missing a current ALF 102. This will be completed by December 21, 2018.

3. A complete assessment, including an ALF 102, will be administered when a
resident experiences a change in condition, this according to our current policies
and procedures. ,

4. To ensure this policy is followed, the DON will evaluate all residents who are
identified as having a change in condition. This change in condition can be
communicated by any staff or family member. The DON will complete a new
ALF 102, make appropriate changes and ensure its placement in the resident’s
chart.

a. Bducation the nursing staff regarding reporting changes in condition will
be completed with the nursing staff. This will include conditions to report
and timeline to report them.

b. Residents who are having a change in condition will be discussed during
manager meetings, which are held weekly. Shorter daily meetings are
also help with managers where immediate resident changes and needs
will be addressed. Residents newly identified as having a change in
condition will be discussed and a plan of action implemented. Anupdate
on plan of action for residents previously identified as having a change of
condition will also be discussed.

c. Changes in condition will be reviewed at Quality Assurance meetings. At

risk residents will be identified and the implemented plan of action for
them will be discussed, Trends and effectiveness of plans will be

evaluated, and changes made as needed. Effectiveness of current system

to identify residents having a change in condition will also be reviewed

and revised as needed. Daxe o Cpi"‘(?“m: V | ‘/’4

ID Prefix Tag 55023
1. A new assessment for Resident #2 is complete and in resident’s chart.
2. The DON will complete a chart audit for all residents to identify others who may
need an updated assessment. This will be completed by December 21, 2018,
3. A complete assessment will be administered when a resident experiences a
change in condition, this according to our current policies and procedures.
a. To ensure this policy is followed, the DON will evaluate all residents who
are identified as having a change in condition. This change in condition
can be communicated by any staff or family member. The DON will
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b. complete a new assessment, make appropriate changes and ensure its
placement it in the resident’s chart.

c. Education the nursing staff regarding reporting changes in condition will
be completed with the nursing staff. This will include conditions to report
and timeline to report them.

d. Residents who are having a change in condition will be discussed duting
manager meetings, which are held weekly. Shorter daily meetings are
also help with managers where immediate resident changes and needs
will be addressed. Residents newly identified as having a change in
condition will be discussed and a plan of action implemented. Anupdate
on plan of action for residents previously identified as having a change of
condition will also be discussed.

e. Changes in condition will be reviewed at Quality Assurance meetings. At

risk residents will be identified and the implemented plan of action for
themn will be discussed. Trends and effectiveness of plans will be
evaluated, and changes made as needed. Effectiveness of current system
to identify residents having a change in condition will also be reviewed

and revised as needed. T Je o% Qz‘vw?\ﬁom: { /ii/ 9

ID Prefix Tag 52025

1. A new Care Plan (assistance plan) for Resident #2 is complete and in resident’s
chart.

2. The DON will complete a chart audit for all residents to identify others who may
need an updated Care Plan which would occur any time an ALF 102 or
assessment is changed. This will be completed by December 21, 2018,

3. A complete assessment will be administered when a resident experiences a
change in condition, this according to our current policies and procedures. Once
the assessment is complete, the Care Plan will be updated as well.

4, To ensure this policy is followed, the DON will evaluate all residents who are
identified as having a change in condition, This change in condition can be
communicated by any staff or family member. The DON will complete a new

- assessment, make appropriate changes, update the Care Plan and ensure the
placement of both in the resident’s chart.

a. Edueating the nursing staff regarding reporting changes in condition will
be completed with the nursing staff. This will include conditions to report
and timeline to report them.

b. Residents who are having a change in condition will be discussed during
manager meetings, which are held weekly. Shorter daily meetings are
also help with managers where immediate resident changes and needs
will be addressed. Residents newly identified as having a change in
condition will be discussed and a plan of action implemented. An update
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¢. on plan of action for residents previously identified as having a change of
condition will also be discussed.

d. Changes in condition will be reviewed at Quality Assurance meetings. At
risk residents will be identified and the implemented plan of action for
them will be discussed. Trends and effectiveness of plans will be
evaluated, and changes made as needed. Effectiveness of current system
to identify residents having a change in condition will also be reviewed

and revised asneeded. Pake OF compliance ! Vi i/i’?

ID Prefix Tag S5054

1. The incident involving Resident #2 is reported to the state,

2. An audit of resident charts by the DON to identify any other incidents which
should have been repotted to the state but were not will be complete by
December 21, 2018. If found, those incidents will be promptly reported to the
state.

3. While a policy is in place for timely reporting of incidents, including wandering,
the policy was not followed completely in the incident noted in 55054. To ensure
the policy is followed, the DON is now awate of requirements included in the
policy as well as Chapter 12.

4. All incidents will be reviewed during Quality Assurance meetings to ensure the
DON has completed reporting.  Dode. ot ompPliane  V/i1/iq

ID Prefix Tag 55089

1. While a verbal procedure is in place regarding notifications sent to pagers the
dissemination of this information has been inconsistent. A written policy is
being developed to address notifications sent to pagers. It will specifically
address notifications from exterior doors. This policy will be completed by
January 11, 2019.

2. The written policy and procedure will be presented to the Quality Assurance
Committee. Changes will be made as recommended by the committee. Once
satisfied with the policy and procedure, the Quality Assurance Committee will
approve.

3. Once approved all staff will be trained on the written policy and procedure for
pager answering notifications providing needed continuity to staff response,
This process will be complete by January 11, 2019. Monitoring of the policy and
procedure will continue after implementation. Adaptations will be made as
needed. Dakt 0 Compliance : Vivjiq

ID Prefix Tag S5100
1. Areview of Resident #2's current condition is complete, and the community is
not providing services beyond those appropriate in Level 1.
2. A chart audit of resident conditions will be complete by December 21, 2018. The
audit will identify any residents who are receiving services beyond those
allowed by the Level I license.
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3. When an event indicates a change in condition needing services which may be
beyond those allowed by the Level I license, the DON will complete an
assessment, including a new ALF 102, to identify any new care needs of the
resident. This assessment will determine approptiate placement within the
community to ensure the safety of the resident.
4. To ensure this policy is followed, the DON will review all residents who
experience a change in condition for proper placement. Changes in condition ’
will be reviewed at Quality Assurance meetings aswell. Dale oL Comp Munce \/ i i/i‘i

Regpacttully submitted,
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Jetfrey Smith

Executive Director
Deer Trail Assisted Living



