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- PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX GH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG cnosa-namnsgggg 0 éH{}E APPROPRIATE HTE
F 000/ INITIAL COMMENTS F 000 Preparation and execution of the
‘ response and plan of correction
A complaint survey was conducted by Healtheare o ..
Licensing ahd Surveys on 11/10/16. Gomplaints does not constitute an admission or
reviewed in the course of this survey was agreement by the provider of the
camplaint Intake WY0D0002312, truth of the facts alleged or
. , conclusions set forth in the
The following eommion abbreviations are used statement of deficiencies. The plan
throughout tﬁ!s document of correction is prepared and/or
‘ DON: Director of Nursing executed solely because it is
required by the provisions of the
Less commonly used abbraviations will be state and federal law. For the
annotated in each déficiency. urposes of any allegati he
F 203 483.12(e){4)-(6) NOTICE REQUIREMENTS P e ot b e
58=D | BEFORE TRANSFER/DISCHARGE . ; -
compliance with federal
Before a facllity transfers or discharges a requirements of participation, this
resident, the facl_llty‘mugt notlfly thela resldent and, response and plan of correction
f known, a family membier or legal representative constitu Facility’s al .
of the residant of thé transfer or discharge and e aoe macility's allegation
thia redsonis for the move In writing and in a ! compuance in accordance wit
langliage and manner they understand; record the State Operations Manual
the reasons in the resident's clinical record; and
Includa in'the notice tha items described in F203 Notice Requirements before
paragraph (=)(8) of this section, Transfer/ Discharge 12/01/2016
Except a8 spacifled in paragraph (a)(5)(T) and (a) ) ]
(8) of this $action, the notice of transfef or L.Corrective Action
disc?argé retqgire‘d t:’ndbar pharafgralph (a)|(4) ?; tgis Discharge notice rewritten and
section must be made by the facllity at leas redelivered on 11/11/2016.
gfy& before the resident is tratisfarrad of
-] ed,
48 | 2. ID of Others ,
Notice may ba made as soon as practicable The Executive Director or designee -
befare transfer or.discharge when the health of reviewed discharge notices to ensure
indikua[(sz;?lﬂ;e;l;;illty would be endangered the notice showed the resident or
under (a)(2)(lv) of this section; the resident's - : ‘o e g
heaith Improves sufficiently to sllow & more his/her representat1v§ had the right ,
LABGRATORY DIRECTOR'S OR FROVIDEFSUPPLIER REPRESENTATVES SIGNATORE ~TTWE = R
| e~ _EocdhuDide. foobol

 Any deficlarcy étateifént ending with an dsterisk () dariatas a deficisncy which the institation
‘Gthersafbfuards provide suff 4 e
- follawitig tte dils of alirvay
“Giays following fhe date th
prograni participation,

clent protaction to the patients, (See Instructions.) Excapt for hursing homen, the findiii
whedtier or not a pian of correction Is provided. Por nursing Hiomes,
aca documents are made avaliabla to the facllity. If daficlencias ara tited, an spproved plan of corraction

may be excused frém corracting praviding it I determiied thet -

3 ove closable 90.daYs......
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-discharge Is required by the resident's urgent

disabilities, the mailing address and talephone

immediata fransfer or discharge, under paragraph
(a)2)X()) of this section; an immediate transfer or

medical negds, under paragraph (a)(2)(I) of this
sactioh; of a resident has not resided in the
facllity for 30 days.

The written notice specified in paragraph (a)(d) of
this section must include thie reason for transfer
or digcharge; the effective date of transfer or
disthargs; the location to which the resident is
transferrad or discharged; a statemént that the
resident has the fight to appeal tha action to the
State; the name, address and telephone number
of tha Stats long tarm care ombudsman; for
nursing facility rasidents with developmental

nurhber of the agency responsible for the
protection and advecacy of developmentally
disablad indlviduals established under Part C of
the Davelopiiental Disabllities Assistanca and Bill
of Rights Act; and for nursing facllity residents
who &ré mentally ill, the malling address and
telephotie huimber ¢f the agency responsible for
tha protection and advacacy of mantally il
individuals established urider the Protection and
Advotacy for Mentaliy Il Individuals Act,

This REQUIREMENT Is not met as evidenced
Baséd of medical record raview, and famlly and
staff intarview, the facility falled to ensure the
dischatge notice included a!l réquirad Information
for 1 of 4 sample residents (#45) who received a
digcharge heotice. The findings were:

1. Review of a dischirge notice dated 10/28/18
showed the fatllity intended to discharge resident
#45 "on 11/28/16 dua to It Is necassary to mest

the resident's welfare and the resident's welfare
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. _ to appeal the discharge action to the
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State on or before 11/30/2016.

3. Systemic Change
The Executive Director or designee

will- oy inspeot discharge
notices to ensure the notice shows
the resident or his/her representative
has the right to appeal the discharge
action to the State.

The Executive Director or desigriee
will educate specific IDT members
whom are responsible for writing/
sending discharge notices to ensure
the notice shows the resident or
his/her representative has the right to
appeal the discharge action to the
State on or before 11/30/2016.

4. Monitoring

The Executive Director or designee
will report results of the rendem &
inspection to the facility monthly
Quality Assurance Meeting for 90
days or until substantial compliance
has been achieved or sustaincd as
determined by the committee.
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| canndt ba'met in the center.” The following -
concefns wera Identlfied:

-8, Fufther raview of the 10/26/16 discharge
notice shawed the diséharge could be dppealed

to “the staff deiignee for the facliity's grievance
po!lt:y * sind, if not resolvad, “You can ¢ontinue
your appeal to the nursing faclﬁty's grievance
coitimittes.” This discharge notice did not indicate
the residerit or his/her reprasentative hiad the
Hight to appeal the discharge dction to the State.

b. Irtafview with the résident's Spouse oh
11/10/16 at 2:05 PM tévedled a care confershce
wde conducted after the dischitirgs notice was
Issued. Family asked about appaal at that time
and wera told tiet to bother betause the appeal
wotld beé reviewed by the same people that were
in thié care conference and the result would fiot
| change. Tt spousa also revealad the résident -
could not returh Homé beceuse the home had
bisin detérmingd to bé unsafe and the spouse'’s.
health was datetiofating.

¢. Intarview with sfather farmily member on
| 11740118 at 3115 PM revealed the facity =
“habically fold us theié was o slich thing [as an
outside appeal of the discharge]”, Further, it was
revealed when the farmily asked what they could
do, thisy wete tld by the adminlatiator "Its clearly
stated in that lettér What you need to do.”

d. Intarview with the DON, adrinistrator, and
social sérvices director an 1111016 at 3:40 PM
confirmed the information on the dischargs letter
did not include ail of the required Informatlon
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