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A complaint survey was conducted by Heaithcare
Licensing and Surveys from 7/1/19 to 7/2/18. The
survey was prompted by complaint intake
WYQ0002882.

The following common ahbreviations are used
through this document:

Shahbaz: Certified Nurse Aide
DON: Direstor of Nursing
RN: Licensed Practical Nurse

Less commonly used abbreviations will be
annotated in each deficlency.

F 622 | Transfer and Discharge Requirements F 622
§8=n | CFR(8): 483.15(c)(1)(N(H)2)()-(iii)

{ §483.15(¢) Transfer and discharge-
§483.15(c)(1) Facility requirements-

(i) The facllity must permit each resident to
remain in the facllity, and not transfer or
discharge the resident from the facliity unless-
(A) The transfer or discharge Is necessary for the
resident's welfare and the resident's needs
cannot be met in the facllity;

(B) The transfer or discharge is appropriate
becauses the resident's health has improved
sufficiently so the resident no longer needs the
sarvices provided by the facility;

(C) The safety of individuals in the facllity is
endangered due to the clinical or behavioral
status of the resident;

(D) The heatth of individuals in the facility would
atherwise be endangered;

(E) The resident has failed, after reasonable and
appropriate notlee, to pay for (or to have pald
under Medicare or Medicaid) a stay at the faciltty.

LABORATORY DIRECTOR'S OR PROVIDER/BUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8} DATE

M ru i, Ga A Adynu shradoy 519119
Any deficiancy stetement ending with gi\asterisk (%) denotee a deficlency which the institution may be excused from comecting providing It is determined that
other safaguards provide sufficlent protestion to the patlents. (See instructions.) Except for nursing homes, the findings stated above are disciosable 80 days
following the date of survey whether or not a plan of comrection is provided. For numing homes, the above findings and plans of earraction are disclosabla 14
days following the date these documents are made avaliable to the facility. If deficlencles are cited, an approved plan of corraction Is requisits to continued
program participation.
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Nenpayment applies If the resident does not
submit the necessary paperwork for third party
payment or after the third party, including
Medicare or Medicaid, denies the claim and the
resident refises to pay for his or her stay. For a
resident who bec¢omes eligible for Medicald after
admission to a facility, the facility may charge a
resident only allowable charges under Medicaid;
or

(F) The facllity ceases to operate,

(I The facliity may not transfer or discharge the
resident while the appeal is pending, pursuant to
§ 431.230 of this chapter, when a resident
axarcises his or her right to appeal a transfer or
discharge notice from the facllity pursuant to §
431.220(a)(3) of this chapter, unless the failura to
discharge or transfer would endanger the health
or safety of the resident or other Individuals In the
facility. The facility must document the danger
that failure to transfer of discharge would pose.

§483.15(c)(2) Documentation.

When the facility transfers or discharges a
resident under any of the cireumstances specified
in paragraphs (c)(1)(i}(A) through (F) of this
saction, the faclllly must ensure that the transfer
or discharge s documented In the rasident's
medical record and approptiate information s
communicated to the recslving health care
institution or provider.

i (i) Documentstion In the resident's medical record

must include:

(A) The basis for the transfer per paragraph (c)(1)
{i) of this section,

{B) In the case of paragraph (c)(1)(i}(A) of this
section, the specific resident need(s) that cannot
be met, facility atternpts to meet the resident
needs, and the service available at the receiving

F 822
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facility to meet the need(s).
(i) The documentation raquired by paragraph (c)
(2)(i) of this section must bs made by-
(A) The resident's physictan when transfer or
discharge is necessary under paragraph (c) (1)
(A) or (B) of this section; and
(B) A physician when transfer or discharge Is
necessary under paragraph (¢)(1){(C) or (D) of
this section.
(i) tnformation provided to the receiving provider
must include a minimurm of the following:
(A} Contact information of the practitionser
responsibie for the care of the resident.
(B) Rasident representative information including
contact information
(C) Advance Directive information
(D) All speclal Instructions or precautions for
ongolng care, as appropriate.
(E) Comprehensalva care plan goals;
(F) All other necessary Information, Including a
copy of the resident's discharge summary,
consistent with §483.21(c)(2) as appilcable, and
any other documentation, as applicable, to ensure
a safe and effective transition of care.
‘tl;his REQUIREMENT is not met as evidencad
v
Based on observation, resident and staff
interview, medical record review, and policy and
procedure raview, the facility falled to ensure a
facllity-inltiated dlscharge was necessary for 1 of
1 sample residents (#1) who were Issued a
discharge notice. The findings were:

1. Raviaw of the quarterly MDS assesament
dated 5/27/15 showed resldent #1 had a brief
interview for mental status score of 12/15
(moderately Impalred), verbai behavior syrmptoms
dirsctad at others on 1 to 3 days during the look
back periad, diagneses which includad diabetes

F 622

How the correotive action(s) will be accomplished for
those residents found to be affected by the deficient
practice:

1. Qn /9719 the facility issued a letter to resident #1,
resident  #1°s  represenmative,  the regional
ombudsman, and to the Wyoming Department of
Health Healthcare Surveillance Branch, Aging
Division, Health Carc Licensing and Surveys to
notify all pardes of the facilities decision to rescind
the discharge notice dated Jume 17, 2019 o be
effective July 17, 2019 without prejudice.

08/02/19
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mellitue, malignant neoplasm of the colon, and
mafignant naoplasm of the uterus. Further review
showed the resident required extensive
aselstance of 1 parson for tollet use and dressing
and limlted assistance of 1 person far bed
mability and transfers. Review of a discharge
notice dated 6/17/18 showed the family for the
resident was Issued a 30-day Involuntary
disgharge notice with a plan to discharge the
resident to the family member's home "uniess
other accommodations are made prior..." The
reason for discharge was "continued medical
non-compliance” and the family was to contact
the facllity soclal worker if they were in need of
"In-home services." The following concems were
Identified:

a. Observation on 7/1/19 at 4:38 PM showed
& shahbaz exited the resident's room with soiled
finen in her hands and the resident followed in a
wheelchair. The resident wheeled him/herssif to
the dining room table and read papsrs on the
fable. The resident returned to his/her room at §
PM to get his/her glassas. No evidence of odor
was noted at that time. Interview with the resident
at that fime revesled s/he had been at the facility
far “a litfle while™ and had to "move out" by July
17th. The resident was unsure why s/he was
unable fo stay at the facility,

b. Review of a social services note dated
6/12/19 and timed 10:22 AM showed "...BIMS
score is 12...Elder has betome more difficult
when it caomes to [his/her] cares. Elder does not
allow staff to perform [hisher] caras at times and
refuses to use the restroom. Elder continues to
curse at staff, calls them names and gives them
the finger. When attempting to talk to elder sbout
[hisfher] behavior [s/he] will curze and yell and tefl
you to go to hell. IDT {Interdisclplinary feam] has
met with elder and daughter. Elder has agreed to

pyactices:

1. Presently there is not a resident that the facility
would consider issuing a 30-day discharge notice to.
However, if one doez oceur the facility bas developed
a checklist to follow to enswe that all applicable
documentation has cccurred,

What measures will be put into place or what
systemic changes the facility will maks to ensure that
the deficient practice does not recuu:

1. The Administrator and Director of Nursing will
review the facilities policy to ensure compliance with
state and federal regulations and update the policy as
necessary.

2. The Administrator will conduct & training with
Social Worker and Direetor of Nursing regarding the
facility’s policy for issuing a 30-day discharge notice
and the documentation necessary for a 30-day
discharge notice,

2. The Social Worker will conduct an in-service with
staff regarding documentation of behaviors, care
refugals, and resident rights.

3. The Social Worker will develop 2 tool to be used
when issuing a 30-day discharge notice to ensure all
applicable documentarion has ocowrred and all steps
listed in the facility’s policy has been followed.
Applicable documentation includes, but is not limited
10, reviewing the resident’s care plan and the facility
assessment to ensure that the facility has made the
cffort to meet the needs of the resident,
documentation of the success or failure of attempted
Interventions, documentation provided to the resident
and/or representative regarding risks of refusing
treatments, and a physicians nots supporting that the
facility cannot meet the needs of the resident, an
overview of the facilities attempts to meet the needs
of the resident, and the specific services that the
receiving facility can provide that the transferring
facility cannot.
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How the facility plans to itor I
F 82| Continued From page 4 F 22|  makesur tatcolatons e s
allow [his/her] brief to be changes [sic] every two . N .
hours and to take a bath twice a week, Elder s o i Wil be implementod, and the coectivg
[&ic] room has a bad ador due to elder urinating ’
and soiling [him/herself]. Elder does have a UTI 2. The plan of corrections will be integrated into the
[urlnary tract infection] which is being treated..." Quality  Assurance  Performance  hnprovement
¢. Review of a social services noted dated i%‘e‘*c‘:i‘) program and reviewed  quarterly for
8/17/19 and untimed showed “placed a call to veness and compliance.
[family member's name] (elders daughter) 3. The Quality Asswrance Manager will conduct
informing her of a 30 day discharge. [Family avdits monthly to cnsure that all applicable
member's name] did not answer the phone. A documentation has ocowrred, and all steps of thel
message was left. Went and talked to [Resldent's g“?“]’h;y ¢ policy has been followed should a 30-day|
name). Explained that a 30 day discharge would focharge notice be issued.
be given to [him/her] and one sent to [family Responsible: Social Worker
member's name). Elder asked why, | explained it ~
was due to noncompliance with cares. Elder
became angry and told ma to leave her room. |
attempted to let elder know that whatever | can
do for [him/her] that | will do. { tried to tell her that
_ i my job is to assist [him/her] in an [sic] way | can.
'[S/he) stapped talking, told me to leave and
returned to lylng In her bed, DON was present
during conversation.”
d. Review of a social services note dated
6/18/19 and untimed showed “took [sl¢] the
dlgcharge letter to elder. | explained what is [sic]
weis and asked If there was anything ! could do.
[S/he] states [s/he] Is blind and could not read the
letter. | atternpted to read it to elder. [Sthe] kept
interrupting and saying [s/he] was being kicked
out because [s/he] did not shower one time, |
explained to [him/her] that it was not only that at
our last mesting we discussed fhis/her] care and
[s/he) agread to tolleting avery 2 hours and to
bathes [sle] 2 times a week. [S/he] stated [s/he]
did not agres to this. [S/he} told me to get out of
her room. | ask [gic] her if [s/he] could be & little
nicer. [S/he] told me [s/he] would be nice and put
a foot up my ass. | continued to attempt to explain
to elder that my job as a saclal worker Is to assist
FORM CMS5-2667(02-08) Pravicus Versions Cbealsta Event {D: 48FK 11 Facjlity {D: WY0042 if confinuation sheet Page 5 of 18
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in any way | could for [him/her] to have a smooth
discharge. [S/he] ask [sic] me where [s/he] was
going and | again read [him/her] the letter saying
we would discharge to [family member's name)
home. [S/he] ask [sic] what If [family member's
name] did not want [him/het]. Again | {rled to
explain to [him/her] if [s/he] would Just listen and
let me assist that [ could work with [him/her] and
find an appropriate place. [S/he] agaln got angry
and told me [a/he] didn't need my help and [s/he]
could live In a corner In an alley. | ask [slc]
[him/her] to think about letting me help [him/her]
and | would check on [him/her] again[sic] [S/he]
stated | could help [him/her] by letting [him/her]
put a foot up my ass and to leave [histher] room,”

&. Raview of a social services note dated
6/28/18 and untimed showed "Update on
digcharge planning.: [Name] from [faclfity name]
called and requested information on slder. Paper
work was sent on 6/20. 6/24 Called and left a
message with [resident's famlly member]. No call
hack, Called [name] on 8/25 to see about
admission. [Facility nams] declined to accept
elder stating elder has to [sic] many behaviors.
6/26 tried to taiked [sic] to [resident's family
member] about discharge when she came to get
[resident] for lunch....8/27 talked to Ombudsman
about discharge. Explained the reason for non
compliance and behaviors. Eider is refusing bath
and refusing toilet. .Explained {sic] that skin was
going to breakdown. [Ombudsman name) stated
that slder has a right to refuse. | let her know that
slder had refused bathing so elder was only
bathing once week [sic] but is now refusing any
bath at times and Is incontinent and refusing to be
changed.”

f. Ravisw of bathing record from 6/1/19 to
6/28/19 showead the resident was offered a bath

on 9 occaslons and refused 4 times. The

F 822
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resident received a bath on 6/5/19, 6/12/19,

* 6/19/18, 6/22/19, and 6/26/19.

9. Review of 2 progress note dated 6/11/19
and timed 5:18 AM showed "Shahbaz and Nurse
assisted sider to restroom; elder was upset, told
the shahbaz and nurse that [s/he] wants to ‘shoot
whoever gets [him/her] up at 4 In the morning',
Elder then refusad to get off the tollet, it took 30
minutes to convince the slder to get off the tollet”

h. Review of a progress note dated 6/13/19
and fimed 6:10 PM showed "Elder threatened to
hit another elder at the dining room table at
dinnar time, When asked why {s/he] would would
make that kind of threat [s/he] stated "why
wouldn't 17" When explained that its
inappropriate, [s/the] gave the Shahbaz the
finger."

i. Review of a progress note dated 6/14/19
and timed 8:12 AM showed "met with elder who
was threatened. [S/he] has no recall of this,
Talked to resident [#1] and explainad why | was
here In the avening. [S/he] stated " have never hit
anyone”, [sic] | told [him/her] that {s/he] had
thraatened another elder. [S/he] insisted [s/he]
did not say this. [ told [him/her] that when staff
talked to [him/her] [s/he] told them [s/he] did.
Again elder stated [s/he] did not say this, At this
time | am unclear as to if this was sald and elder
does not remember. Elder has had a UT] and is
on medication. No report filed with the state dye
to one elder not remembaering and another elder
stating [s/he] did not say this. Also talked to
resident who slts by [resldent #1] at the table and

! is able to remember statements. This elder was

unable to recall If anything was said..."

J. Review of a progresa note dated 6/14/19
and timed 12:18 PM showed "Elder was
prompted to use the bathroom in the morning and

refused. Before lunch elder had rang for
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asslstance. When staff had entered room, there
was laose BM on elders bed, floor, wheelghair,
shoes, socks, nightgown, and tollet seat. Biaff
had mentioned again the tolleting schedule and
that these accidents wauld be avoided if [sthe]
would use the restroom when prompisd. Elder
got upset and sald [s/he] refusas to do a toileting
schedule bacause [s/he] feels [s/he] doesn't get
i enough sleep. Nurse was notified."

| k. Review of a progress note dated 6/26/19
and timed 2:37 AM showed "Elder was woke up
at 0200 rounds to use the restreom. When told
[s/he] had to get up because [his/her) brief was
wet, [s/he] started calling staff names such as
idiot, stupid' [sic] and saying 'Don't speak uniess
you have something intelligent to say' because
[s/he] dribbles and [s/he] stated [hisfher] brief is
always wet, [S/he] did get up and go to the
bathroom, and after nurse visited with [him/her],
'| [s/he] did calm down. When getting back to bed,
[s/he] said [his/her] brief was wet, to which this
nurse offerad to assist [him/her] back to the
bathroom. [S/he] Just laugher at this response
and sald [s/he] was going to bed."

|. Review of the resident's care plan, last
revised on 4/22/19, showed the resident had a
cegnitive deficit, was at risk for falls, was a
diabetic, and needed assistance to maintain
his/her cumrent level of function with moblilty and
ADLs. There was no evidence & care plan was
developed related to resident behaviors, bathing,
discharge planning, toileting, or resident
preferences.

m. Interview with the administrator, DON, and
social gervices director on 7/2/19 at 10:37 AM
revealed the resident was lssued a discharge
notice for "medical non-compliance” as the
resident did not “like to bathe" and refused to go
to the bathroom or recelva Incontinencs cars.
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The facllity revealed s toileting diary or toileting
asseasment had not been complsted to
determine the appropriate toileting plan, they
were unsure if the resident had a preferred time
of day to shower, the resident had not been
evaluated by a physician, and they had no
documentation of previcusly attempted
interventions. Further interview confirmed a care
plan had not been developed for the resident
related to behaviors, hours of sleep, preferences,
tolieting, or bathing.

n. Review of the policy titled "Documentation
of Transfers/Discharges" received from the facility
administrator on 7/2/19 showed "When an elder
is transferred or discharged, his or her medical
records shall be documentead as to the reasons
why such action was taken...1. All documentation
concerning the transfar or discharge of an elder
{ must be recorded In the elder's medical record. 2,
{ 8hould the elder be transferred or discharged for
the following reasons, the basis for the transfer or
discharge must be documented in the elder's
clinical record by the elder’s attending physician:
a, the transfer or discharge Ie necessary for the
elder's welfare, and the slder's needs cannot be
met in the facllity; or b. The transfer or discharge
is appropriate because the elder's health has
improved sufficlently so the slder no longer needs
the services provided by the facllity. 3. Should the
elder be transferred or discharged for the
following raaaon, the basis for the transfer or
discharge must be documented in the elder's
clinlcal record by a physician: a. The health of
Individual's in the facility would otherwise be
endangered..." Review of the residents care plan
last revised on 4/22/19 showed no evidence a
care plan was developed related to resident
behaviors, bathing, discharge planning, toileting,
or resident preferances.

F&z2
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CFR(s): 483.21(b)(1)

: §483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for eech resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are Identified in the comprahensive
assessment. The comprehensive care plan must
describe the faliowing ~

i (i) The senvices that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and peychoeoctal well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any servicss that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exerclse of rights
under 8483.10, including the right to refuse
traatment under §483.10(c)(6).

{In) Any specialized services or speclalized
rehabilitative services the nursing facility will
provide as a resulf of FASARR
recommendations. If a facllity disagrees with the
findings of the PASARR, it must Indlcate its
rationale in the resident's medical record.

(iv)in consultation with the resident and the
resident's reprasentative(s)-

(A) The resident's goals for admissicn and
deslred outcomes.

| {B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire (o retumn fo the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
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plan, as appropriate, in accordance with the
requirements set forth in paragraph {c) of this
gactlon.
This REQUIREMENT Ig not met as evidenced
by:
Based on obearvation, resldent and staff
interview, and medical record review, the facility
failed to develop and implement a comprehensive
care plan for 1 of 1 samiple rasidents (#1) witha
facllity-Initiated discharge. The findings were:
1. Review of the quarterly MDS assessment
dated §/27/19 showed resldent#1 had a brief
interview for mental status score of 12/15
(moderately impaired), verbal behavior symptoms
directed at others on 1 to 3 days during the look
back peﬁod."diagntoses which(i)?%l‘uded diabetes o16/19
mellitus, mallgnant necplasm of the colon, and How the corrective acti i i
malignant neoplasm of the uterus. Further review e action(s) will be acoomplished for
showed the resident required exiensive tphr':(s:ct:l ;;stdents found 10 be affected by the deficient
aesistance of 1 person for tollet use and dressing
and limited assistance of 1 person for bed L. The Interdisciplinary team met and reviewed
mobility and ﬁ'ansi;ers. Rev)%wthof a discharge e LS ?‘;fﬁtgggdﬂbﬁi:;;ﬁﬁeﬁf
notics dated 8/17/19 showed the family for the Il
resident was issued a 30-day involuntary f{:f;r;?:f?,;;‘;;‘:““ sehedule snd prefercnces. and
discharge notice with a plan to discharge the
resldent to the family member's home "unless 2. Staft caving for resident #1 will review the updated
other accommodations are made prior..."” The care plan and sign an scknowledgement signature
reason for discharge was "continued medical pree Statlhg that they heve reviewed and understand
non-compllance” and the family was 1o cantact P
the ;gcﬂ‘rty soclial wor_ll_(ﬁr ;ftg:ez[ were in need of How the facility will identify other residents having
"in-home services."” The following concems were the potential to be affected by the same deficient
ldentlfied: practices:
a. Obssrvation on 7/1/19 5t 4:38 PM shawed o R )
a shahbaz exted the resident's raom with solled eich nvigin e o e end sl
linen In her hands and the resident followed Ina residents and adjust the care plans accordingly.
wheelchair. The resident wheelad him/herself to
the dining room table and read papers on the What measures will be put into place or what
tabls. The resident retumned to his/her room st 6 Sysiemic changes tho facitity will make to ensure that
FORM CMS-2567(02-98) Previous Viersions Obaoiate Event I0: 48FK11

Facfily ID: WY0042 If continuation sheat Page 11 of 1€




AUG/19/2019/MO0N 02:42 M Green House Living

FAX No. 307-752-1852

P. 013/017

PRINTED: 07/17/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
535054 B. WING 07/02/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2311 SHIRLEY COVE
GREEN HOUSE LIVING FOR SHERIDA
R SHERIDAN SHERIDAN, WY 82801
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%8)
PREFIX {EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFIGIENGY)
i 1. The MDS Coordinator will use the MDS schedule
F 886 | Continued From page 11 F 656 as a cue 25 to whom to conduct a care plan audit on

PM to get his/er glasses. No evidence of odor
was noted at that time. Interview with the resident
at that time revealed s/he had been at the facility
for "a little while" and had to "move cut* by July
17th. The resident was unsure why s/he was
unable to stay at the facllity.

b. Review of a social services nate dated
6/12/19 and timed 10:22 AM showed "...BIMS
score Is 12...Elder has become more difficult
when It comes to fhis/her] cares. Elder does not
allow staff to perform {his/her] cares at times and
refuses to use the restroom. Elder continues to
curse at staff, calls them names and gives them
the finger. When attempting to talk to elder about
[his/ter] behavior [s/he] wlil curse and yell and tefl
you to go to hell. IDT [interdisciplinary team] has
met with elder and daughter. Elder has agreed to
allow [his/ner] brief to be changes [sic] every two
hours and to take a bath twice a week. Elder 5
[sic]} room has a bad odor due to elder urinating
and soiling [him/herself. Elder does have a UT!
{urinary tract Infection] which Is being treated..."

¢. Raview of a soclal sarvices nated dated
€/17/19 and untimed showed "placed [slc] a call
to [family member's nams] (elders daughter)
informing her of a 30 day discharge. [Family
member's name] did not answer the phone. A
message was feft. Went and talked to [Resident's
name). Explained that & 30 day discharge would
be given to [him/her] and one sent to [family
member's name}. Elder asked why, | explained it
was due to noncompliance with cares, Elder
became angry and told me to leave her room. |
sttempted to let elder know that whatever | can
da for [him/er} that | will do. | tried to tell her that
my job is fo assist [hirm/her] in ari [sic] way | can,
[S/he] stopped talking, told me to [eave and
ratumed to lylng In her bad. DON was presant

during conversation.”

each month. The Interdisciplinary team will review|
the applicable care plans during their regularly]
scheduled monthly team meerings to ensure care plan
accyracy and resident function changes angi
preferences are reflected. Changes and updates to th

applicable care plans will be made at that time.

2. The MDS Coordinator will educate staff regarding
communicating any immediate changes to the level
of care of a resident to the MDS Coardinator so carel
plans can be adjusted in real time based on thel
cwrent néeds of the resident.

How the facility plans to monitor its performance to
rnake sure that solutions are sustained:

L. This pian will be implemented, and the corrective|
action evaluared for its ¢ffectiveness,

2, The plan of corvection will be integrated into the
Quality  Assurance Performance Improvement
(QAPD) program and reviewed quarterly for|
effectiveness and compliance,

3. The Quality Assurance Manager will audit care
plans monthly based on the MDS schedule 1o ensure|
the accuracy of the care plans reviewed during the
moathly team meeting.

Responsible: MDS Coordinator
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Continued From page 12

d. Review of a soclal servicas riote dated
6/18/19 and untimed showed “took [sic] the
discharge letter to elder. | explained what is [slc]
was and asked If there was anything | could do.
[S/he] states [s/he] ia bllnd and couk not read the
letter. | attempted to read It to elder, [S/he] kept
interrupting and eayling [s/he] was being kicked
out because [s/he] did not shower one time. |
explained to [him/her] that it was not only that at
our last mesting we discussed [his/her] care and
(s/he] agread to tollating every 2 hours and to
bathes [sic] 2 times a week. [S/he) stated [s/ha)
did not agree to this. [Sfhe] told me to get out of
her room. | ask [sic] her If [a/he] could be a little
nicer. [S/he] told me [s/he] would be nice and put
a foot up my ass. | continued to aftempt to explain
to elder that my job as a social worker Is to assist
in any way | could for [him/her] to have a smoath
discharge. [S/he] ask [sic] me whers [s/he] was
golng and | again read [him/her] the letter saying
we would discharge to [family member's name]
home. [S/he] ask [sic] what if [family member's
name] did not want [him/her]. Again ! fried to
explain to [him/her] If [s/e] would just listen and
let me assist that | could work with [him/her] and
find an appropriate place. [S/he agaln got angry
and told me [s/he} didn't need my help and [s/he]
could five in a corner in an alley. | ask [slc]
[him/her] to think about letting me help [him/her]
and | would check on [him/her] again(sic] [S/he)
stated | could help [him/her] by letting [him/her]
put a foot up my ass and to leave [histher] room."

. Review of a social services note dated
6/28/19 and untimed showed "Update on
discharge planning: ....6/27 talkad to
Ombudsman about discharge. Explained the
reason for non compliance and behaviors. Elder
is refusing bath and refusing follet. .Explained
[sic] that skin was going fo breakdown.

F 656
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[Ombudsman name)] stated that elder has a right
to refuse. | let her know that elder had refused

| bathing so elder was only bathing once week [sic]
| but is now refusing any bath at times and is
incontinent and refusing to be changed.”

f. Review of a prograss note dated 6/11/18
and timed 5:18 AM showed "Shahbaz and Nurse
assisted elder to restroom; elder was upset, told
the shahbaz and nurse that [s/he] wants to 'shoat
: whoever gets [him/her] up at 4 in the morning".
[sic] Elder then refused to get off the tollet, it took
30 minutes to convince the elder to get off the
foilet.”

g. Review of a progress note dated 6/13/18
and timed 6:10 PM showed "Eider threatened to
hit another elder at the dining room table at
dinner ime, When asked why [s/he] would wouid
make that kind of threat [s/he] stated "why
wouldn't 7" Whan explained that its
! Inappropriate, she gave the Shahbaz the finger.”

h. Review of a prograss note dated 6/14/19
and timed 8:12 AM showed "mat with elder wha
was threatened. {S/he] has no recall of this.
Talked to resident [#1] and explained why | was
here in the evening. [S/he] statad "l have never hit
anyone”, [sic] | told (him/her] that [s/he] had
threatened another elder. [S/he] insisted {s/he]
did not say this, | told [him/her] that when staff
talked to [him/her] [s/he] told them [s/he] did.
Again elder stated [s/he] did not say this. At this
time | am unclear as to if this was said and elder
does not remember. Elder has had aUTl and is
on medication. No report flled with the state due
to one elder not remembering and another elder
stating [s/he] did not say this. Also talked to
resident who gits by [resldent #1)] at the table and
is abla to remember statements. This elder was
unable to recall if apything was sald..."

i. Review of a progress note dated 6/14/19
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and timed 12:18 PM showed "Elder was
prompted to use the bathroom In the morning and
refused, Before lunch slder had rang for
assistance, When staff had antered room, there
was |oose BM on elders bed, floor, wheelchair,
' shoes, socks, nightgown, and follet seat. Staff
had mentioned again the tollsting schedule and
that these accidents would be avoided If [s/he]
would use the restroom when promptad. Elder
got upset and sald [s/he] refuses to do a tolleting
schedule because [s/he] feels [s/he] dossn't get
enough sleep, Nurse was notified.”

J. Review of a progress note dated 6/26/19
and timed 2;37 AM showed "Elder was woke up
at 0200 rounds to use the restroom. When told
{s/he] had to get up because [his/her] brief was
wet, [s/ha] started calling staff names such as
Tdlot, stupld’ [sic] and saying "Don't speak unless
you have something intelligent to say" because
[s/he] dribbles and [s/he] stated [his/her] brief is
always wet. [S/ha] did get up and go to the
bathroom, and after nurse visitad with [him/her],
[s/he] did calm down. When getting back to bed,
[s/he] said [his/her] brief was wet, to which this
nurse offered to assist [him/her] back to the
bathroom, [S/he] just laugher at this response
and said [s/he] was going to bed."

k. Review of the resident's care plan, last
: revised on 4/22/18, showed the resident had a
cognitive deficit, was at risk for falls, was a
diabetle, and needed assistance to maintain
hig/her current level of function with mobility and
ADLs. There wag no evidence a care plan was
developed related to resident behaviors, bathing,
discharge pianning, tolleting, or resident
preferances.

|, Interview with the administrator, DON, and
social services director on 7/2/19 at 10:37 AM
revealed the resident was issued a discharge
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' notiee for "medical non-compllance” as the
resident did not "like to bathe" and refuged to go
to the bathroem or receive Incontinence care.
They revealed a tolleting dlary or tolleting
aszessment had not besh completed to
determine the appropriate tolleting plan, they
were unsure If the resldent had a preferrad time
of day to shower, the resident had not been
evaluated by a physictan, and they had no
documentation of previously atternpted
interventions. Further interview confirmed a care
i plan had not been developed for the regident

| related to behaviors, hours of sleep, preferences,
! toileting, or bathing.
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