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F 600
F 000 { INITIAL COMMENTS F000{ Corrective Action:
Resident #1 was placed on 1:]
A complaint survay was conducted by Healthcare supervision,
Licensing and Surveys on 8/27/18. The survey
was prompted by complaint Intakea WY(0002826
and WY00002627. ID of others:
F 600 | Free from Abuse and Neglect F6800f Review of the 24hr report ang
88=D | CFR(a): 483.12(a)(1) current resident’s most recent MDS
§483.12 Freedom|from Abuse, Negleck, and assessments to dctermine if any
Exploitation other residents arc at rigk for similar
The resident has ﬂe réght tt; be free from abuse, behavioral outbursts. Any residents
neglect, misappropriation of reeldant property, ; ; : :
and exploitation an defined in this subpart. This ldimlf.ied h as  having . at dnl:H
Includag but Is no imited to freedom from behaviors have been reviewed by
corporal pupishment, involuntary seclusion and Interdisciplinary Team and updateq

- | any physical or chemical rastraint not required to
treat the resident's medical symptoms.

§483.12(a) The fa

§483.12(a)(1) Not|use verbal, mental, sexual, or
physical abusa, cgrporal punishment, or

current care plans to minimize risk
of outbursts. Random resident
Ity must- interviews were performed td
identify if any similar incidents had
occwrred or if any residents were

invaluntary seclusjon; fearful.
Thia REQUIREMENT is not mat as evidanced
bgéaed n raview pf faciity Incldent reports end Systemic Changes:

0 ncident reports & ETIRT
documentation, staff and resident Interviews, DDCS educated Interdisciplinary
observations, medical record review and review Team on 9/23/19 on abuse, abuse
of personnel flle:et and policles Igmzl procadutes, prevention, and recognizin%
the facllity failed to ensure resldents wera free o : . P
from abuse for 1 of 3 residents (#2) reviewd. residents with at risk behaviors

Then DON/designee educated all
facility employees on definition of
ogress noted dated 8/22/18 and abuse, abuse prevention, and

The findings were

Review of the p

physically aggrasaive with [him/her] etriking
[him/her] in the face with & coffes cup several
DER/BUPPLIER REPREBENTATIVES BIGNATURE “TITLE (%) DATE

N W MO Q|2§xhﬁ
: ) denctea a deficlency which the inatitution ey be excused from comcting praviding & s deteriined that
Protaction to the pailans, (See fsbructions.) Excapt for nursing homes, the findings atated above are disglomable'§0 Haye
of not @ plan of carrction Is providsd. For nuraing homen, the above findings and pidns of comaction are disciondhis 14
days fallowing the Ideto thass documents are mucda avalisbie to tha facility. If deficiencies are citsd, an approved plen of carection Is raquisite lo coftinued
program paricipation.
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behavior management includin
F 600 | Continued From page 1 F 600 rccogmizing those resident with
timee cI:aualng faclal lnlum;et: fg;heﬂd. ngse. risk behaviors. Education occurred
upper llp and chin - areas cleansed with N :
[normal saline] and resident sent to the ER on/or before date of compliance.
[emergency room} for evaluation and treatment L
via [ambulancs safvica)." Monitoring:
24 hour report will eviewed
Interview on 8/27/19 at 11:20 AM with resldent #2 dailv Mon dp _ Frid bet e dw "
revealed on 8/22/19, resident #1 was wandering y Monday — Fniday to identify
around holding hig/her pants up with one hand. any residents with new occurrences
Ee:l;:le?\tl 5'21 was mmfglmﬁg‘e %ot Rasld&nt#}m of at risk behaviors, Residents
ad lat his/her pa e floor, Resident At : :
teld him/Mer to "Pull your damn pants up®, and de;nhfied “.”th new at  risk
residant #1 hit resident #2 four or five timee In the chaviors will have care plang
faca with a coffee cup. Resident #2 statad, "] got reviewed and updated to ensure thaf
a scrape above my left aye and a littie cut by my appropriate interventions are in
nose. They sent me to the hoepital, bul It wae lace
nothing." place.
Obaervation on 08/27/19 11:30 AM showed
resident #2 had 8 1.5 to 2 om abraslon In the : .
eysbrow above the left aye, and a small 0.5 cm N'H?/demgn ee w.111 track and trend
laceration beside fhe nose on the right side. results of the audits completed and
Netther laceration had sutures, and both sites report findings to the QAPI
wero open to alr. committee. The QAPI committee
Telephone interview with CNA#1 on 08/27/19 at will evaluate the effectiveness of the
11:43 AM rovealed an 8/22/19 the CNA was plan based on trends identified and
attending to anothgr rtehsldden'cl when he heard implement additional interventions
shouting from across the dining room. He saw as needed ure :
resident # 1 strika|rasident #2 several tmee with Tt f“’ - °°mhpha’c‘]°t°h
a coffes cup, The| CNA Intercedad between the monthly 1or three months and then
resldents and easlly redirectsd resident #1. reassess the need for continued
monitoring based on compliance.
Interview with the director of nursing on 8/27/19 at
10 AM revealed the facliity sent reaident #1 °...to
the jail and did not plan an ever laking [him/her)
back,"
F 822 | Transfer and Discharge Requirements Fe22
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F 822 | Continued From page 2
E8=D | CFR(s): 483.16(c)(1)(){)2){1)-(H)

§483.15(c) Transfp
§483.15(c)(1) Faciiity requiremants-

(D The facllity must permit each resldent to
remain in the faclllty, and not trensfer or
discharge the resident from the faclllty unlass-
(A) The transfer of discharge I3 necessary for the
resident's welfare jand the resident's needs
cannot be met In the faciiity;

(B) The transfer of discharge s appropriate
because the resident's heslth has Improved
sufficiently o the feeldent no longer nesds the
services provided by the faclllty;

(C) The safety of individuals In tha facility Is
andangered due 1o the ciinical or behaviaral
status of the resident;

(D) The health of Individuals in the facility would
otherwise be endangered;

(E) The rasident has falled, after reagonable and
appropriate notice, to pay for (or to have pald
under Medicare of Medicald) a stay at the facllily.
Nonpayment applles if the resident does not
submit the necesgary paperwork for third party
payment or after the third party, including
Medicare or Medi¢ald, denlss the cleim and the
reaident refuses to pay for his or her stay, For &
resldent who bacomee ellgible for Medleald after
admisslon to a fagillty, the facility may charge a
resldent only allowable charges under Medieald;
or

(F) The facliity ceases to oparate.

(Il) The faclilty may nat transfer or discharge the
resident while the appeal Ia pending, pursuant to
§ 431.230 of this ¢hapter, when a resident
exercises his or her right to appeal a transfer or
discharge notice from the facllity pursuant to §
431.220(a)(3) of this chapter, uniasa the faliyre to

F 622

F822; Corrective Action: ‘
Resident #1 was re-admitted to thd
facility on 8/23/19.

ID of others:

Review of Immediate discharges
during the previous 30 days ta
ensure appropriate guidclines werd
followed.

Systemic Change:

DDCS provided education tq
Interdisciplinary Team on 9/23/19
regarding  appropriate  discharge
guidelines.

Monutoring:
Facility  potential immediatd
discharges will be reviewed by,
NHA/DON prior to discharge to
ensure they are compliant with state
and federal regulation requirements
and appropriate documentation is in
the resident record.
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NHA/designee will track and trend

F 822 | Continued From page 3 F€22| results of the audits complcted and

diecharge or trangfer would endangler ICt'he health report findings to the QAPIL
or safety of the resldent or other Individuals in the . .
faclitty. The facllity must decument the danger committee. The QAPI commiitee

that fallure to transfer or discharga would poss. will evaluate the effectiveness of the
plan based on trends identified and
§483,15(c)(2) Dogumentation.

When the fcilly transfers of cscharges & 1mpler:;e(111t additional mte;vcntxons
resident under any of the clrcumstances specified as needed to ensure compliance

in paragraphs (c)(/1)(1)(A) through (F) of this tmonthly for three months and then
sacétllonr.‘ the "?:‘3 must Onsumghﬂt thg transter reassess the need for continued

or discharge ls dosumented in the resident's P .
medical record and appropriats information Is monitoring based on compliance.
communicated to the recalving health care
inetitution or provider,

(1) Documentation) In the resldent'a medical recard
must Include:

(A) Tha basis for
¢ (i) of this saction.
- (B) In the cesa of paragraph (c)(1)()(A) of this
saction, the specic resident need(s) that cannot
ba met, facllity attempta to meet the realdent
needs, and the service avallable at the racalving
facility to meet thd need(s).

(If) The documentation required by paragraph (¢)
(2)(1) of this section must ba made by-

(A) The resident's|phyalcian when trensfer or
dlecharge I& necessary under paragraph (c) (1)
(A) or (B) of this saction; and

(B) A physician when transfer or discharge la
necessary under paragraph (c)(1)(i{C) or (D) of

this section,
Dvidad to the receiving provider

e transfer per paragraph (c)(1)

(I Information p
must Include & minimum of the following:

(A) Contact Information of the practitioner
respansible for the care of the resident,

(B) Resident repragentative Information including
contact informatia

(C) Advanca Diractive Information
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(D) All special instructione or precautions for
ongolng care, 86 appropriate.

(E) Comprehensive care plan goals;

(F) All other necegsary Information, including a
copy of the resident's discharge summary,
conslstant with §483,21(c)(2) as applicable, and
any other documentation, as applicabls, to ensure
a safe and effective transition of care.

This REQUIREMENT is not met as avidenced

Basad on medical recard raview, staff Intsrview,
law enforcement peraonnel interview, review of
the facliity's incident log and Ineldent
Investigations, review of discharge decurments,
and obaervalion, the facility falled to ansure a
dealsion to dischargs a resident from the faclity
was not based on|the resident's condltion at the
time of emergency transfer for 1 of 3 residents
(#1) raviewed, The findings were:

Review of the quarterly minimum data sst (MDS)
assessment with &n aessasment reference date
(ARD) of 7/25/19 for resldent #1 showed the
resident admitted to the facliity on 11/5/18, and
had diagnoses that included traumatic
hemorrhage of left cerebrum with loss of
consclousnees of unspecified duration, bipolar
digorder, selzura disorder or epllepsy, and anxlety
disorder. The assessment algo showed the
resident had a brief interview for mental etatus
(BIMS) score of 12, Indleating moderate cognitive
Impalrment. The resldent was not coded ae
having physicel, verbal, or other behavlors. The
resident was coded a¢ having wandered on 4 {o 8
days during the lopk-back parlad, Review of the
quarterly MDS assessment with an ARD of
§/13/18 showed the resident had a BIMS seore of
5, indleating severe cognltive impairment. Review
of the resident's cére plan, Initiated 6/14/17,

SUMMARY STATEMENT OF DEFICIENCIES )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFI( (EACH CORRECTIVE ACTION SHOULD BE COMPLETION,
TAQ REGULATORY OR L2C (DENTIFYING INFORMATION) TAG CROS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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ghowed "Resident will remain at [the facllity] untl
alternative placemsnt can be found. Review of
the facllity's Incldent report log showed the
resident had an altercation with another resident
on 8/22/19 which was lsted as an "aggression
initiated incident". Review of the behavior note
dated 8/22/19 and timed 4:14 PM showed "4:15
PM. yelling In the dining room. This writer want to
the dining roam where [CNA #1] was trying to
move [regident #1] away from {resident #2].
[Resident #1's] pante were down to [his/her]
anklea. [Realdent #2] stated | had told [resident
#1] to "Pull [his/her] damn pants up.” [Res!dent
#1] then proceeded to hit [resident #2] In the face
with [his/her] coffes cup an estimated 4 or & times
drawing blood. When [realdent #1] was finished
[sthe] poured self 8 cup of coffes and walked
away as If nothing hed happened.” Review of tha
facility's Invastigation showed resident #1 was
"discharged from the facility In the custody of the
police department and provided a notice of
Immediate discharge.” The following concerns
were |dentlfied:

Review of the nurging note dated 6/22/19 and
timed 8:14 PM showed “immediate discharge
notice was provided to the police department to
glve to [residant #1)."

Revlew of a letter from the facllity dated 8/22/19
and signed by the facllity administrator, snd
addreesed to resident #1 at the county Jall
showed "Thia letter is to notify you of [the
facllity's] declsion {o discharge yau, Immediately
and Involuntarily, due to your cantinuad
non-compliance with your plan of care and
because your behavior Ia such thet it places you
and other residents at serious risk of harm.” The
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location to which the resldent was being
dischargad.

Review of the MDE dlscharge tracking record
with an ARD of 8/22/19 showed the resident hag
been discharged from the facillty with return not
enticipated, Reviaw of the progréss note dated
8/22/19 and timed 7:38 AM showed "Due to
[resident #1's] distharge from faoility yesterday,
the significant change assesament which was
scheduled for 8/28 was changed to & discharge

tracking record ard will not be completed.”

Interview with the director of nursing on 8/27/18 at
10 AM revealed the facliity sent the resldant *...to
the Jail and dld ne} plan on ever taking [him/har)
back."

Interview with the faclity administrator on 8/27/18
at 2 PM confirmed that the Istter of Involuntary
discharge was "sent to tha Jail, and with no

intention of the resident ever coming back to [the
facllity)."

Intarview with law enforcement officer #1 on
8/27/18 at 3:15 PM ravealed he was concerned
bacauss the |etter of discharge was sent to the
Jall end addressed as If the Jall ware the resident's
permanent address, and the resldent was "unable
to know where [s/he] was or why [e/he] was In
jall". The officer further noted the resident had not
been aggressive or violent during his/her tme at
the Jall, and law enforcement subsequently took
the resident from the Jall to the hospital because
the Jail was unablg to carm for tha resident due to
hisfer physical and mental needs and the lack of
medical ataff at the [ail to handle and dispense
the resldent's required madications.
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Further review of the facllity's incldent
Investigation showed the facility administrator and
case manager met with the hospital physiclan to
discuseé the resident's discherge from the hospital
to the facllity. The|physician discussed
medieation changes, and future aupports for the
resident’s medical heeds. The resident returned
to the facility, and was piaced on ohe-te-one
suparvislon,

Observation on 8/27/19 at 11:15 AM showed
resident #1 with ane-on-one aupervision.

Review of the faclljty's policy and procedure titied
"Tranefer & Discharge Procedure” showed under
"Criteria for Transfar or Discharge” “...A resident
will not be transferred or discharged without an
esgesement to determine if a new plan of care
would allow for the resldent's needs to be met at
the factiity."

F 822
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