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F201 483.12(a)(2) REASONS FOR Faot don of h1
ss=D TRANSFER/DISCHARGE OF RESIDENT reparation and/or execution of this plan of

correction does not constifite admission or
agreement by the provider of the truth of facts

The facility must permit each resident to remain in alleged or the conclusions set forth in the '

the facility, and not transfer or discharge the statement of deficiencies. The plan of !

resident from the facility unless the transfer or correction Is prepared and/or executed solely

discharge is necessary for the resident’s welfare  because it is required by the provisions of

and the resident's needs cannot be met in the Jederal and state law.

facility; ;

The transfer or discharge is appropriate because F201

the resident's heailh has improved sufficiently so \
the resident no longer needs the services Resident # 1 is no longer a resident at the 12/ 28/ ui
provided by the facility; : facility. : :
The safety of individuals in the facility is -  An audit of all residents who were

endangered, : !

discharged for the previous 30 days was
conducted by the Social Services Director
to ensure appropriate documentation and
reason for discharge. No other resident
was found to be affected as a result of this
audit,

The health of individuals in the facility would
otherwise be endangered,;

The resident has failed, after reasonable and
appropriate notice, to pay for {or to have paid
under Medicare or Medicaid) a stay at the facility.
For a resident who becomes eligible for Medicaid
after admission to a nursing facility, the nursing
facility may charge a resident only allowable
charges under Medicald; or

The facility interdisciplinary team was
inserviced by the Executive Director on
the appropriate reasons for discharge and
on ensuring the documentation reasons are
documented in the medical record.

The facility ceases to operate.

This REQUIREMENT is not met as evidenced
by:

Based on resident and staff interview and record
review, the facility failed to ensure there was a
clinical reason for discharge for 1 of 3 sampled
residents transferred from one skilled nursing
facility{SNF} to another SNF (Resident #1}. The

LARGRATORY.DIRECTOR'S %RJSUPPUE REPRESENTATIVE'S SIGNATURE & TIiTLE {X6) DATE
% h hikﬁﬂ ecuhve Divector [a/aol | O

Aay dermency stalement ending wnh an asterisk {*) denole a deficiency which the institution may be excused from corfacling providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing hames, the findings stated above are disclosable 90 days
following the date of survey whether or nol a plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
days fotlowing the date lhese documents are made available to the facitity. ! deficiencies are cited, an approved plan of correction is requisite to continued
program participalion.
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findings included : N . , .
The interdisciplinary team will review all
1. Resident # 1 was admitted to the facility on g?nr.il:ng and actual transfel:s and
07/16/12 in a certified skifled nursing facility Ischarges to cnsure there is an
(SNF) bed. The business office records revealed ?rppn;prlate and qocumented feason fqr
that Resident #1 was transferred/discharged to anster and/or dltschar‘ge, ‘h.e. appropriate
another (SNF) facifity on 09/25/12. Resident #1 notice has been given in writing, that there
Minimum Dala Set(MDS) dated 7/23/12, indicated is documentation of resident and/or family
that his mental status was coded as 14. Section conversation, p rfeparatmn, oricntation, anfi
Q of the MDS is the participation in assessment ngtlﬁcatxon ofdlscha‘rge_ plans, Thl,s audit
and goal setling, revealed Resident #1 expected will ‘t?e conducted daily in the morning
to be discharged to the community and referrals meeting five days per week for four
had been made to the local contact agency. weeks, then three days per week for four
+ weeks, then once weekly for one month.
Review of the physician' s order dated 9/20/12, ) . .
revealed the dii.charge was to assisted living for The resuits of this audit will be reviewed
wound care and cournadin management. The by and brought fo the Quality Assessment
progress note dated 9/20/12, did not include that P erfopnance Improyement Committee
services at current facility could not be met or Meeting by the Social Services Director.
Resident #1 would need transfer to another Any issues or trends identified willbe |
skilled nursing facility(SNF). Resident was addressed by the Quality Assurance :
transferred to another SNF on 9/25/12. Performance Improvement Commitice as
they arise and the plan will be revised as
During an interview on 12/3/12 at 2:17PM, the needed to ensure continued compliance.
social worker indicated-that she was unawarse of
any clinical reason for the discharge.
During an interview on 12/3/12 at 4:00PM, the
director of nursing indicated that there was no
clinical reason noted for the discharge
documented.
During an interview on 12/4/12 at 10:05AM, the
administrator acknowledged there was no
documentation available indicating a clinical
reason for the discharge.
F 202 483.12(a)(3) DOCUMENTATION FOR F 202
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When the facilily transfers or discharges a
resident under any of tha circumstances specified
in paragraph (a){(2){i} through {v} of this section,
the resident’s clinical record must ba
documented. The documentation must be made
by the resident's physician when transfer or

" discharge is necessary under paragraph (a)(2){i)
or paragraph (a)(2)(ii) of this section; and a

_ physician when transfer or discharge is necessary
under paragraph {a)(2)(iv} of this section.

This REQUIREMENT is not met as evidenced
by:

Based on racord review and staff interview, the
facitity failed to document the reason for the
resident ' s dischargeftransfer from skilled nursing
facility (SNF) bed to another {SNF) faciity for 1 of
3 sampled residents(Resident #1} The findings
include:

1. Resident # 1 was admilted to the facility on
0716/12 in a certified skilled nursing facility
{SNF) bed. The business office records reveated
that Resident #1 was transferred/discharged to
another {SNF) facility on 09/25/12. Resident #1
Minimum Data Set(MDS) dated 7/23/12, indicated
that his mental status was coded as 14. Section
G of the MDS is the parlicipation in assessment
and goal setting, revealed Resident #1 expected
to be discharged to the community and referrals
had been made to the local contact agency.

Raview of the social work assessment dated
7/20/12, revealed Resident #1 discharge plans
wera to return back to the community to assistive

F202

Resident # 1 is no longer a resident at the 12/28/12
facility.

An audit of all residents who were

discharged for the previous 30 days was

conducted by the Social Services Director

to ensure appropriate documentation and

reason for discharge. No other resident

was found to be affected as a result of this

audit,

The facility interdisciplinary team was
inserviced by the Executive Director on
the appropriate reasons for discharge and
on ensuring the documentation reasons are
documented in the medical record,

The interdisciplinary team will review all
pending and actual transfers and
discharges to ensure there is an
appropriate and documented reason for
transfer and/or discharge, the appropriate
notice has been given in writing, that there
is documentation of resident and/or family
conversation, preparation, orientation, and
notification of discharge plans. This audit
will be conducted daily in the morning
meeting five days per week for four
weeks, then three days per week for four
weeks, then once weekly for one month.
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living, Additional, review of the social work notes
revealed there was no documentation of the
reason for the discharge to another SNF or
attempts to find desired placement to an assistive
living in the community,

Review of the physician ' s order dated 9/20/12,
revealed the discharge was to assisted living for
wound care and coumadin management. The
progress note dated 8/20/12, did not include that
services at current facility coutd not be met or
Resident #1 would need transfer to another
skilted nursing facility(SNF). Resident was

" transferred to another SNF on 9/25/12.

Review of the nurse ' s note dated 9/25/12,
revealed that Resident #1 was discharged fo
ancther SNF with main diagnosis as left foot ulcer
with osteomyelitis for skill nursing care. Resident
#1 was given discharge information including
medication and transported to new facility. There
were no concerns documented prior to discharge
noted that indicated the current facility could not
mest the resident needs for wound care.

During an interview on 12/3/12 at 2:17PM, the
social worker indicated that upon admission
Resident #1 indicated that his desire was to
return to the community in an assistive living
housing. SW added that a verbal discussion was
held with resident regarding his discharge plans,
hut she did not document what the reason and
the efforts were to oblain desired placement.

During an interview on 12/3/12 at 3:30PM, the
admission staff indicated that upon admission

F 202
The results of this audit will be reviewed

by and brought to the Quality Assessment
Performance improvement Committee
Meeting by the Social Services Director.
Any issues or frends identified will be
addressed by the Quality Assurance
Performance Improvement Committee as
they arise and the plan will be revised as
needed to ensure continued compliance.

PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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Resident #1 wanted to return to the community
but not to previous assistive living. Admission
staff indicated the SW was respeonsible for the
devetopment of Resident #1 discharge plans and
should have documented the process in the
resident record.

During an interview on 12/3/12 at 4:00PM, the
director of nursing indicated that any time a
resident was scheduled for discharge the plan
would have been discussed in the morning
meeting, doctor * s order obtained and
documented in resident record, The director of

initiating and implementing the discharge process
and documenting the discharge plans. The
director of nursing reviewed the racord and
acknowledged there was no documentation that
indicated the reason for discharge.

During an interview on 12/4/12 at 10:05AM, the
administrator indicated that documentation of
resident discharge should be noted in nurse's
note, physician note and social worker notes. The
documentation should include the discussion and
discharge plan with the resident/responsible
person and trealment team, The information
would included the reason for the discharge,
summary of the discharge and an all the required
paperwork necessary for safe discharge.

F 203 483.12(a){4)-(8) NOTICE REQUIREMENTS

s3=p BEFORE TRANSFER/DISCHARGE

Before a facilily transfers or discharges a
rasident, the facility must notify the resident and,
if known, a family member or legal representative
of the resident of the transfer or discharge and
the reasans for the move in writing and in a

nursing indicated that the SW was responsible for

F 202

F 203
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language and manner they undarstand; record F203
the reasons in the resident's clinical record; and .
12/28/12

inciude in the notice the itams described in
paragraph (a){6) of this section.

Except when specified in paragraph (a)(5)(ii) of
this section, the notice of transfer or discharge
required under paragraph (a)(4) of this saction
must be made by the facilily at least 30 days
before the resident is transferred or discharged.

Notice may be made as soon as practicable
before transfer or discharge when the health of
individuals in the facility would be endangered
under (a)(2)(iv) of this section; the resident's
health improves sufficiently to allow a more
immaediate transfer or discharge, under paragraph
(a)(2)(i) of this saction; an immediate transfer or
discharge is required by the resident's urgent
medical needs, under paragraph (a){2){ii} of this
section; or a resident has net resided in the
facility for 30 days.

The written notice specified in paragraph (a){4) of
this section must include the reason for transfer
or discharge; the effective date of transfer or
discharge; the location to which the resident is
transferred or discharged; a statement that the
resident has the right to appeal the action to the
State; the name, address and telephone number
of the State long term care ombudsman; for
nursing facility residents with developmental
disabilities, the mailing address and telephone
number of the agency responsible for the
protaction and advocacy of developmentally
disabled individuals established under Part C of
the Developmantat Disabilities Assistance and Bill
of Rights Act; and for nursing facility residents

Resident # 1 is no longer a resident at the
facility.

An audit of ail residenis who were
discharged for the previous 30 days was
conducted by the Business Office Director]
to ensure there was a notice of discharge | .
given in writing and that it was |
documented in the record.

The Social Services Director and Business
Office Director were inserviced by the
Executive Director on ensuring residents
who are transferring or discharging are
given the appropriate discharge notice in
writing and documenting delivery of the
notice in the record and retaining a copy
of the notice.

The interdisciplinary team will review all
pending and actual transfers and

discharges (o ensure there is an

appropriate and documented reason for
transfer and/or discharge, the appropriate |
notice has been given in writing, that there!
is documentation of resident and/or family
conversation, preparation, orientation, and |
notification of discharge plans. This audit
will be conducted daily in the morning
meeting five days per week for four

weceks, then three days per week for four
weeks, then once weekly for one month.
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who are mentally ill, the mailing address and
telephone number of the agency responsible for
the protection and advocacy of mentally ill
individuals established under the Protection and
Advocacy for Mentally Hl Individuals Act,

This REQUIREMENT is not met as evidenced
by:

Based on record review, interview with the legal
representative and staff interview, the facility
failed to document and to give a natice of
discharge in writing to the resident or legal
representative prior to discharge from the facility
for 1 of 3 sampled discharged
resident(Resident#1)}. Findings included:

1. Resident # 1 was admitted to the facility on
07/16/12 in a cerlified skilled nursing facility
{SNF) bed. The business office records revealed
that Resident #1 was transferred/discharged to
another (SNF) facitity on 09/26/12,

" Review of the physician ' s order dated 9/20/12,
reveated the discharge was to assisted living for
wound care and coumadin management. The
progress note dated 9/20/12, did not include that
services at current facitity could not be met or
Resident #1 would need fransfer to another
skilled nursing facility{SNF). Resident was
transferred to another SNF on 9/25/12

Raview of the medical records including the
discharge summary revealed no documentation
as to why the resident was discharged to another
nursing facility. There was no discharge surmmary
available to summarize the discharge
plan/process.

The results of this audit will be reviewed
by and brought to the Quality Assessment
Performance Improvement Committee
Meeting by the Social Services Dizector.
Any issues or trends identified will be
addressed by the Quality Assurance
Performance Improvement Committee as
they arise and the plan will be revised as
needed to ensure continued compliance.
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" During an interview on 12/3/12 at 5:00PM, the
saocial worker indicated that she had not given the
resident a 30 day wrilten notice and generally it
would be the administrator that gave the resident
or legal representative the notice. Social worker
indicated that she would not have given the
resident the nolice since he wanted to go to the
other facility for more smoking privileges. She
acknowledged there was no documentation
available regarding the discussion as for the
reason for the discharge andfor confirmation of
the resident ' s acceptance of the discharge.

During an interview on 12/4/12 at 9:32AM,
Resident #1 indicated that when he was admitted
to the facility he wanted to return to the
community. He indicated that he was told on
9/18/12 that he was being transferred to another
facility because he smoked on facility property
and they were a smoke free facility. He further
stated that when he wanted to smoke he would
sign himself out and go down the street. He
added that he was never offered any assistance
to quit smoking. He further siated he did not want
to leave the facility and could not understand why
he was asked to leave for smoking when he did
not smoke on the property. He stated the social
worker handed him a book of names of place and
told him he needed to start calling these places
and she told him about his current facitily that had
liberal smaoking privileges. He stated that he felt
rushed out of the facility without clear
understanding and expectation to find his own
place. He added that he thought the facility staff
would " help me find housing in the community
not put me in another nursing home, * " Iwas
not given a 30 day notice or time 1o even look at
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added that on 9/20/12 the social worker told him
she had found his current facility and would be
moving in a faw days. " | had no place to go so t
just got in the car and went where they sent me.®

Review of the responsibility for leave of absence
revealed that Resident #1 did sign himself infout
of the facility several times a day. Additional
review of the record revealed there were no
incidences of a concern regarding the resident
smoking on facility properly. Review of the facility
smoking policy/procedures and assassment
revealed that Resident #1 was not offered
participation in the smoking sensation program or
assistance for quitting smoking. There was no 30
day notice form/document available or presented
by facility staff.

During an interview on 12/4/12 at 9:46AM, the
director of nursing indicated that discharge plans
were typically discussed in the morning mesting
and Resident #1 was discussed in that the
resident wanted to go to another place in the
community and assistive living was discussed,
however there was an issue with the payor
source. Director of nursing indicated that she did
not give the resident a 30 day writien notice and
thare was no clinical reason for the discharge to
another SNF since Resident#1 desire was for
assistive living. Reviewed the physician ' s order
which indicated the discharge was for assislive
living. She acknowledged there was no
supporting evidence of why ihe resident*s
desired placement was not obtained. In addition,

axisting with the resident regarding smoking
noted or discussed.

other places to decide where | wantedtogo " . He

there was no documented concern that a problem
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During an interview on 12/4/12 at 10:05AM, the
administrator indicated that when she was hired
al the facility the discharge process was in
progress and she did not give the 30 day notice
as required.
_F 204 483.12(a)(7) PREPARATION FOR F 204
" 88=D ' SAFE/ORDERLY TRANSFER/DISCHRG :
F204

. Afacility must provide sufficient preparation and
orientation to residents to ensure safe and orderly
transfer or discharge from the facility.

This REQUIREMENT is not met as evidenced
by:
Based on medical record review and staff
interview the facility failed to provide sufficient

_ preparation and orientation to the family/resident
prior to discharge for one 1 of 3 residents
(Resident # 1)

The findings included;

1. Resident # 1 was admitted to the facllity on
07/16/12 in a certified skilled nursing facility

" {SNF} bed. The businass offica records ravealed
that Resident #1 was transfarred/discharged to
anaother (SNF) facility on 08/25/12. Resident #1
Minimum Data Set(MDS) daled 7/23/12, indicated
that his mental status was coded as 14. Section
Q of the MDS is the participation in assessment
and goal setling, revealed Resident #1 expected
to be discharged to the community and referrals
had been made to the local contact agency.

Review of the social work assessment dated
7120112, revealed Resident #1 discharge plans

Resident # 1 is no longer aresident at the  12/28/12
facility. '

An audit of all residents who were
discharged for the previous 30 days was
conducted by the Social Services Director
to ensure appropriate documentation,
reason for discharge; family and resident
involvement, notification, and agreement.
No other resident was found to be affected
as a result of this audit,

The Social Services Director, Business
Office Director and licensed nurses will

; beinserviced by the Executive Director,
Director of Nursing Services and Director
of Clinical Education on documentation
requirements for the resident who is
transferring or discharging with specific
emphasis on documenting resident and
family conversation, preparation,
orientation, and notification of discharge
plans prior to and upon discharge.
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were 1o return back to the community to assistive
living. Additional, review of the social work notes
revealed there was no documentation of the
reason for the discharge to another SNF or
attempts to find desired placement to an assistive
living in the community.

Review of the physician ' s order dated 9/20/12,
revealed the discharge was to assisted living for
wound care and coumadin management. The
progress note dated 9/20/12, did not includs that
services at currant facility could not be met or
Resident #1 would need transfer to another
skilled nursing facility{SNF). Resident was
transferred to another SNF on 9/25/12.

Raview of the closed medical record revealed
that the resident was discharged to SNF on
9/25/12. Continued review of the medicai racord
revealed no documentation that the Resident #1

. was provided sufficient preparation and
orientation before the discharge.

During an interview on 12/4/12 at 9:32AM,
Resident #1 indicated that when he was admitted
to the facility he wanted to return to the
community. He indicated that he was told on
9/18/12 that he was being transferred to another
facility because he smoked on facility property
and they were a smoke free facility. He further
stated that when he wanted to smoke he would
sign himself out and go down the sirest, He
added thal he was never offered any assistance
to quit smaoking. He further stated he did not want
1o leave the facility and could not understand why
he was asked to leave for smoking when he did
not smoke on the property. He stated the social
worker handed him a book of names of place and
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The interdisciplinary team will review all
pending and actual transfers and
discharges to ensure there is an
appropriate and documented reason for
transfer and/or discharge, the appropriate
notice has been given in writing, that there
is documentation of resident and/or family
conversation, preparation, orientation, and
notification of discharge plans. This audit
will be conducted daily in the morning
meeting five days per week for four
weeks, then three days per week for four
weeks, then once weekly for one month.

The results of this audit will be reviewed
by and brought to the Quality Assessment
Performance Improvement Commitiee
Meeting by the Social Services Director.
Any issues or trends identified will be
addressed by the Quality Assurance
Performance Improvement Committee as
they arise and the plan will be revised as
needed to ensure continued compliance.
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told him he needed to start calling these places
and she told him about his current facility that had
liberal smoking privileges. He stated that he felt
rushed out of the facility without clear
understanding and expectation to find his own
place. He added that he thought the facility staff
would ™ help me find housing in the communily
not put ma in another nursing home. " "lwas
not given a 30 day nolice or time to even look at
other places to decide where  wanted togo " . He
added that on 9/20/12 the social worker toid him-
she had found his current facility and would be
moving in a few days. " | had no placetogoso |
just got in the car and went where they sent me. "

During a follow-up interview on 12/4/12 at
11:30AM, the social worker was unabte to provide
any information that was given to the resident for
sufficient preparation and orientation prior to
discharge. SW did provide the faxed document to
the receiving facility dated 9/21/12 Indicated that
placement was due to resident wanting/desire to
smoke and current facility was smoke free
campus. She added that there was no
documented svidence there was a problem with
the resident smoking on facility grounds. In
addition, there had not been any trial
arrangements mada for Resident #1 to new
lecations and there was no information available
for attempts made {o seek assistive living in the
community.

During a follow-up interview on 12/4/12 at
1:30PM, the director of nursing indicated the
axpectation would have been the treatment team
meet with resident/responsible person and
develop a care plan/discharge plan in which all
persons were clear of the discharge plans and
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location. The alert and oriented resident would bea
actively involved and encouraged to have input in
searches/referrals with the assistance of the
soctal worker.
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