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| s000 Opening Comments 8000
Rules and Regulations utllized for this aurvey are:
Rulae and Regulations for Program
Administration of Aasisted Living Facliitles,
Chaptar 12, effactive 12/12/2007 !
Rules and Regulations for Licensure of Assisted ‘
Living Faeilitles, Chaptar 4, effactiva 06/28/2001
Acomplaint sutvey was conducted by Healthcare | :
Licansing and Surveys on 3/8/16. The survey was |
prompted by complaint intakes LIC+16-045 and '
LIC-16-017.
3/8/2016
The following common ebbreviations are used A. Discharge protocols have been
thraughout this document: updated as follows:
CNA- Gertified nurse alde - As soon as behavior and/or conduct
LPN- Licensed Practical Nurae such as wandering or elopement, o
POA- Power of Attorney behalf of the regident becomes a cause
RN- Raglsterad nurse for concern, management will provide
the rcgident and/or POA wi 304
Less commonly used abbreviations will be di:ch‘;sf en oftlilz-,e with & i
annotated in each deficlency. ge poues. N
- Included in the discharge notice will
85082| Ch 12 Ssa 7 (K)() Asslsted Living Facllly (ALF) | seosz | Do the roason for discharge, the date of
Core Servicas discharge, who to contact if thg
resident and/or POA would like to
(k) Transfer and Discherge. appesl the decision (Healthcare
' Licensing and Surveys, Regional
(I} Racldents shall recelve a thirty (30) day : Ombudsman, Pacility Owner), and 4
written notice prior to any facllity Inltiated tranefer signat " ndicati it ih
or discharge, unless the resident imposes an gnatwre line  indicaing | ¢
Imminent danger to self and/or others or the resident and/or POA received the
resldent'’s level of care exceeds that which can be notice.
provided by an assistad living facliity. Residents
shall have the right ta object to the request,
except where undue delay might Jeopardize the
. health, safaty or well-bsing of the resldent or
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others. The notica shall include contact
information for the Long Term Care Ombudsman,

This State Rule and Reguletion Is not met as
evidenced by:

Based on madleal record raview, review of
previous survey results, and steff interview, the
facllity falled to ensure 1 of 4 residents (#1)
recelved & 30-day writtan notice prior to
discharge. Tha findings ware:

Medical recard reviaw for resident #1 showed a
6/17115 Reeldent Discharge/Transfor Form with
the following Information documented in the
sectlon titled, "Reason for discharge/tranafer”:
"No loriger met our-criteria to stay beceme &
safety issua due to wandering away from facliity
was not able to ha redirected safely." The
foliowing concarna were idantiflad:

a. The Resident Discharge/Transfer Form
showed Immediate discharge with no Indication
that the required 30-day notice wes altempted.

b. Medical racord review showed the résident
had wandaring and elopsment lasues with
behavlor isaues e early as 3/1/15 {119 days
before discharge) with no indication the tacility
attarnpted to obtain @ higher level of care
placament for the resident.

¢. Review of the 8/8/15 survey results for the
facliity showed the facllity was cited for the
resident's wandering and elopament béhavior,
and for facllity fallure to notify the state survey
agency concarning the resident's elopements.

d. Interview with LPN #1 and Executive
Secretary #1 on 3/8/16 at § PM confimed tha

facility falled to notify the POA 30 days In advance

of disoharge, and failed to Initiate & good falth
effort to asslst In placing the resident in & higher
lave! of care,

- Physical address of the location thd
resident is being discharged to will by
documented on  the Residen
Transfer/Discharge form.,

- Management will ensure sufficien
preparation and orientation to the
resident to guarantee a safe and orderly
transfer from the facility.

- Emergency discharge will only
oceur if the resident imposes inminent
danger to themselves, employees
and/or other residents. Emergency
discharge may also occur if thd
resident’s level of care is no longer
within the scope of practice of an
assisted living facility, such as in the
event of a stroke.

B. For quality assurance and resolution
the facility manager will remain
educated on proper discharge pmtocoH
and accurate documentation that wil)
be congistent and thorough. Manager
will also contact management for all
discharge concerns.

C. Management will supply facility]
manager with all discharge notices
afier management has evaluated all
evidence 1o support reason for
discharge, This will aid in the quality|
assurance and resolution of proper
discharge policies and procedures.
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praparation and orientation to residents to ensure
an ordarly tranefer/discherge from the faclllty.

This State Rule and Regulation 18 nat mat ae
evidenced by:

Based on medical record review and staff
interview, the facliity falled to enaure 1 of 4
residents (#2) received sufficlent preparation prior
to discharge. Tha findings ware:

Medical record raview for resldent #2 showed
s/he was discharged on 1/18/16. Revlew of the
1/19/16 Resident Discharge/Transfer Form
ghowed under Reason for Discharge/Tranefer,
“[S/he] no longer meets our [avel of care,
[HiaMer] disease hes progressed bayond our
lavel of care. Athirty day notice was glven par our
policies.” The review showed the resident had
dlagnoses which Included Huntington's Disease.
The following concarns were ldentified:

a. Review of the 1/18/18 Resident
Discharge/Transfer Form showed under "Next of
Kin Notifled" In the "Comments" section, "Son
was going to help his [parent] with finding a place
and stated that f a place could not be found he
was willlng to et [him/her] move [n with him. Prior
to [the resldent's] discharge, [his/her] aon
teclinad to have any further Involvemant with the
resldent's relocation." However, review of the
Resldent Discharge/Transfer Notice dated
1/16/16 showed the resldent was {ransferred to
the son's homa.

b. Review of the medieal record showed

provide dates, times, resident’s name
and individuals invalved.

- Documentation shall nol b
compleled unlil the time of discharge 1
prevent improper docunentation and g
reflect changes in the dischargg
process,

- Information of all events leading uy
to and at the time of discharge should
be documented for future reference.

B. Manager is aware that verba
communication with outside entities
such as home health, is not sufficient
All communication will be documented
as it occurs for quality assurance and
future reference.

C. Manager and RN will perform
assessments as neecessary (o providg
educated conclusions on the resident‘%
ability to care for themselves or if a
higher level of care would be more
appropriate.

mzjziméﬂ/ e //@w
woll be avlfF in 45%

unpl 124 fpon = PR

FAX @013/014
i
|
PRINTED: 03/22/2016
FORM APFROVED
. d Surveys
. [TATATEMENT OF DEFICIENCIES - | {41) PROVIDER/GUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (%9) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER, A BUILDING: COMPLETED
c
. ALF010 B. Wina 03/08/2016 .
‘| NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, BTATE, ZIP CODE i
1. 1949 WEST UINTA STREET |
‘-BEE HIVE HOMES OF FVANBTON EVANSYON, WY 82630
() ID SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORREGTION xE)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
$6080 | Continued From page 2 56088 £
|
§6086, Ch 12 Sec 7 (k)(v) Assisted Living Facllity (ALF) | 86086 3/8/2016
Core Services A. New manager has been educated oy
the importance of proper and thoroug
(k) Trensfar and Discharge. documentation.
(v) The fadllity shall provide sufficlent - Documeniation shall be detailed anc
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notes on 1/18/18 which revealed the following,
“4/19/16 7/3 [7 AM to 3 PM] [Resident's name] is
walting to [eave today, [S/he] faels [e/he] can care
for [himaelf/herself} ahd would like to ga live Ina
hotal. The Facllity Directer will be in today to
discharge [him/her." “1/19/16 711[7 AM to 11
AM] Leit at baglnning of shift went to hotel
discharged." Review of the antire medical record
falled to document an essessment or explanation
as to why It was gafe to dlscharge the resident to
a hotel after the resident was assessed as
raquiring @ higher level of care.

¢, Review of the entire madical record
showled no docunentation regerding a sufficlent
preparatitin for discherge, which would include a
requirement for esslstance In obtelning
placement In & higher level of care. The review
also identified a fallure on the part of the facllity to
discuss with the resldent the asseesed needa for
a higher leveal of care,

.d. Interview with LPN #1 and Executive
Secretary #1 on 3/8/16 at 5 PM confirmed the
faollity falled to ensure required preparation and
orlentation was provided to the resident
concarning placameant in e higher level of care. In
addition, they confirmed the facility fallad to
communicate that assessed nesd to the resident,
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