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F 203 | 483.12(a)(4)-(6) NOTICE REQUIREMENTS F 203 This Plan of Correciion is the center's credible
$8=¢ | BEFORE TRANSFER/DISCHARGE allegation of compliance.
Before a facllity transfers or diacharges a 5repar¢:ﬁmf and/or c;xecmian of this plan o;f :n;ectfon
i il ; j loes not constitute admission or agreement by the
r? : ident, th? faﬁ!“w mugt ?g:ff]i “;? :ee S:gz:;;r;ﬁé provider of the irnth of the facts alleged or conclusions
F Known, a amity membe g N P set forth in the statemeni of deficiencies. The plan of
of the resident of the transfer 0_’_‘1'53"3’99 and corvection is prepared andfer executed solely because
the reasons for the move Inwriting and in a it Is required by the provisions of federal and state Imy
language and manner thay understand; record
the reasons in the resident's clinical record; and 1. Resident number 3 no longer F 203
include in the notice the items described in resides at the facility, 3/16/201
paragraph (a)(6) of this section. 2. Any resident being presented with 4
) . 30-day discharge letter has the
Except when specified in paragraph (a})(ﬁ)(li) of potential to be impacted by this
this §ection, the notice of transfer or lecharge deficiont practice.
required under paragraph (a)(4) of thé%s;(;t_ion 3. The facility has revised its protocol
must bo madg by tho facl]itgaat t;:ast di Chays d for issuing a 30-day letter to ensure
before the resident is transferced or discharged. DMA Form 9050, “Nursing Home
. tice i > has
Notice may be made as soon as practicable ]!fe[;ncco(;rf q;;?:?f‘:'ﬁ'jggzigtf ?;Iale ]
before transfer or discharge when the health of out. The g iny Office M f}a or
individuals in the facllity would be endangered 'li ; us lessl) M l‘:g ‘3 9%50
under (a)(2)(iv) of this section; the resident's W‘d c?]f?g efe the o orm
health improves sufficiently to allow a more and will be checked for
immediate transfer or discharge, under paragraph completeness and accuracy by the
(a)(2)(1} of this section; an immediate iransfer or Administrator. The original DMA
discharge is requirad by the resident's urgent Form 9050 will be presented to the
medical needs, under paragraph {a)(2)(ii) of this resident, along with DMA Pjorm
sectlon; or a resident has not reslded in the 9051, “Nussing Home Hearing
facility for 30 days, Request Form.” Copies of the
above will also be mailed to the
The written notice speclfied in paragraph {(a)(4) of responsible party/family member
this section must include the reason for transfer via USPS certified mail,
or discharge; the sffective date of transfer or
discharge; the location to which the resident is The district Director of Clinical
transferred or discharged; a statement that the Operations will in-service the
resident has the right fo appeal the action to the Administrator, Social Worker, and
State; the namse, address and telephone number Director of Nursing, on this revised
of the State long term care ombudsman; for process on March 12, 2012,
TILE 046} DATE
] N A
é’/;bﬁ-’czZJ% ,g, Do ? At Lofe,

-
Any deficlency statement ending with an asterisk {*} denotes a deficiency which {he Institution may be excused from comecting providing it is delermined that
other safeguards provide sufficient protection to the patients. (See instructions.) Exeept for nursing homes, the findings stated abova are disciosable 90 days
following the date of survey whether or not a plan of correction is providad. For nursing homas, the above findings and plans of correclion are dlisciosable 14
days following the date these documents are made available to the factlity, If deficiencies are cited, an approved plan of corraction Is requistte to continued

prograr participation.

FORM CMS-2667{02-09) Provious Varsions Gbsolete Evant tD: YOYKH1

Faciity [D: 853217 {f centinuation sheel Page 1 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/02/2012
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PEAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING ¢
345260 ) 02/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP COBE
KINDRED TRANSITIONAL CARE & REHAB-ROCKY MOUNT 160 WINSTEAD AVE
ROCKY MOUNT, NC 27804
X4 D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 203 | Continued From page 1 F 203

nursing facility residents with developmental
disabilities, the mailing address and telephone
number of the agency rasponsible for the
protection and advocacy of developmentally
disabled individuals established under Part G of
the Developmental Disabilities Assistance and Bill
of Rights Act; and for nursing facility residents
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 Ill Individuals Act.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record review the
facility failed to provide a notice of discharge to a
family member and failed to document for 1 of 3
discharged residents (Resident # 3).

Resident # 3 was admitted on 3/9/11 for
rehabilitation services. Diagnoses included
history of meningioma resection, brain neoplasm,
parapelegia, chronic airway obstruction,
hypertension and seizure disorder.

Review of the Quarterly Minimum Data Set
(MDS) dated 8/24/11 revealed the resident was
cognitively intact and required extensive
assistance of 1 person for bed mobility, transfers
toileting and bathing.

Review of the Nursing Home Notice of
Transfer/Discharge dated 10/24/11 read, in part:
the date of transfer/discharge hand written on the
notice was 11/23f11; the reason for the notice
was hand written as * you have failed after

This Plan

allegation of compliance.

Preparation andior execution of this plan of correctior
dves not constifute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it Is requiired by the provisions of federal and state low

of Correction is the cenler’s credible

4,

Using an audit tool, the facitity
Social Worker will review 100% of
completed 30-day discharge letters
for at least six months, or untii six
letters have been reviewed if this
review number is not achieved
within six months, and will present
her findings monthly to the facility
Performance Improvement
Committee, then thereafier ata
frequency determined by the PI
Commiitee. The administrator
retains overall responsibility for
supervision and implementation.
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reasonable and appropriate notice to pay for your
stay at this facility * . The section where anyone
else who was notified would be listed was left
blank, Indicating the Responsible Party or other
family members were not notified of the
impending transfer/discharge. * The discharge
location was listed as another facility.

Review of the Medical Record from 10/6/11 -
11/23/11 revealed no notation regarding the
resident or having received the " Notice of
Transfer/Discharge " or of being aware of an
impending discharge transfer to another facility or
to home. There was also no documentation
regarding discharge planning or whether the RP
had been informed of the impending
transfer/discharge to another facility or to home.
Review of the Nursing Notes from 10/6/11 -
11/23/11 did reveal that the RP was consistently
informed of changes in condition.

Review of Resident #3 ' s care plan revealed she
was care planned for Nutrition Risk and it was
last updated on 11/16/11. Thete were no
discharge plans or other care plan items noted on
the medical record.

The Nursing Note dated 11/23/11 at 1800 read "
Resident alert and verbal. Order to D/C home.
Meds (medications) discussed with resident and
son. Meds sent home (with) resident. (Name of
Medical Supply company) called concerning 02
{oxygen), reported that resident has concentrator
at home. Also RT (Respiratory Therapy) will see
rosident tomorrow in AM. Resident left facility
accompanled by (RP and another family
member). 02 tank from facility (with) resident.
{RP) will return?*
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During an interview with the Administrator on
2/17/42 at 3:10 PM, he stated that Resident #3
was discharged for non-payment and that he had
spoken to her about it but she refused to pay her
bill. He said that the 30 day discharge notice
listed another facility as the discharge location but
then it was changed because Resident #3 did not
want to go there, she wanted to go home. When
he was asked if the other facility had agreed to
admit Resident #3 he indicated they had, as when
Resident #3 was first discharged from the
hospital, the other facility had also made a bed
offer for her.

Interview with the Social Worker on 2/17/12 at
3:15 PM revealed that Resident #3 was senta 30
day discharge notice from the facility for non
payment and that the discharge location was
nome to her son ' s apartment. She stated that
she arranged for a high back wfc to be delivered
to the home, She added that Resident #3 was
discharged home with a facility wic and a facility
portable oxygen tank to use until the ordered
medical equipment arfived. The Social Worker
stated she also arranged for home care services
and faxed the referral on the date of discharge
which was 11/23/11. She said she spoke to
Resident #3 about discharge home a couple of
days before she went as she did not want to goto
another facility. She also reported that she tried
to talk to the RP about how Social Security works
as he thought Medicaid paid everything, but he
still did not want to use her checks to pay the bill.
The Social Worker was asked to provide any
notes she had regarding these conversations as
they were not documented in the medical record
but documentation was not available.

FORM CMS-2567(02-99) Previous Versions Obsalele

Event ID: YOYK11

Faciity 10: §53217

If continuation sheet Page 4 of 18




PRINTED: 03/02/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING c
345260 ) 02/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ABDRESS, CITY, STATE, ZIP CODE
KINDRED TRANSITIONAL CARE & REHAB-ROCKY MOUNT 160 WINSTEAD AVE
ROCKY MOUNT, NC 27804
®4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FUEL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 203 | Continued From page 4

On 2/17/12 at 3:35 PM the Social Worker and
Business Office manager provided a copy of the
30 day discharge notice (Nursing Home Notice of
Transfer Discharge). The discharge location was
not listed as home it was another facility.

Telephone interview with a family member
{Family #1) of Resident #3, on 3/2/12 at 11:37
AM, revealed that she had come to the home of
the RP to visit over Thanks Giving. She stated
that the family was under the impression that the
resident was just leaving the facility for a visit over
the Thanks Giving weekend and then refurning to
the facility.

0On 2/17/12 at 5:15 PM a telephone interview with
Resident # 3 revealed she rememberad the
Social Worker telling quite some time her before
discharge that she would be eligible for 3 hours a
week of home care and when Resident #3 asked
what she needed home care for, the Social
Worker said because you ' re having problems
with money and you need io pay if you ' re going
to stay here. Resident #3 denied ever being told
she was going {o be discharged to another
nursing home and denied ever receiving any
paperwork regarding discharge. She did recall
being given the bill with the amount of money she
owed. She slated that on the day she was
discharged she had told the Administrator that
she wanted to go home for Thanks Giving and
was going to come back after and he told her that
she was going on the 26th anyway, so if she went
she couldn ' i come back. Resident #3 stated
that the Administrator said she needed to pay
$6,000 or she had to leave. She said that she
asked him if there was anywhere else she could
go because she wasn ' t well enough to be

F 203
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discharged and that his reply was that he didn ' t
think anyone else would take her. Resident #3
stated that the day of discharge was the first time
day she became aware that she was being
discharged from the facility. She alse said that
her son was told that day that he would have to
pay $1,000 and somsthing for Resident #3 to be
able to stay, which she said was different from
what she was told. She did not believe anyone
have spoken with the RP prior to 11/23/11
regarding being discharged home. Several
attempts were made to interview the RP but he
could not be reached for interview.

F 204 | 483.12{a){7) PREPARATION FOR

$s=G | SAFE/ORDERLY TRANSFER/DISCHRG

A facility 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 interviews and record review the
facility failed to develop a discharge plan and
failed to ensure home care could meet the needs
of the resident prior to discharge for 1 of 3
discharged residents {Resident # 3).

Resident # 3 was admitted on 3/9/11 for
rehabilitation services. Diagnoses included
history meningioma resection, brain neoplasm,
parapelegia, chronic airway obstruction,
hypertension and seizure disorder.

Review of the Quarterly Minimum Data Set
{MDS) dated 8/24/11 revealed the resident was
cognitively intact and required extensive

F 203

F 204
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assistance of 1 person for bed mobility, transfers alfegation of compliance.
toileting and bathing. She required limited .
; : { ; Preparation and/or execution of this plan of correction
aSSIQ.’tance with a one persoq physucal ass[l ;t fo: does not constifute admisston or agreement by the
Walkmg and fof Personal hyglene and could 2 provider of the trulh of the facts alleged or conclusions
independently with set up help. The MDS also set forth in the statemeni of defleiencies. The plar of
indicated that Resident #3 did not have steady correction is prepared andlor execiited solely because
palance during transitions of walking and was it is required by the provisions o, fecderal and state lay
only able to stabilize with human assistance. '
Residont #3 had upper and lower extremity 1. Resident number 3 no longer F204
impairment on one side and used a wheelchalr resides at the facility. 3/16/201
{wic) and waker for mobility. She was coded on 9. All residents being discharged back
the MDS as belng occasionally incontinent of into the community have the
powe! and bladder (B & B). The MDS also potential to be impacted by this
revealed Resident # 3 had been reoeiv_ing deficient practice.
chemotherapy and Oxygen therapy while she was 3. The facility has revised its protocol
a resident of the facility. for discharge planning to include a

Review of the Nursing Notes from 10/6/11 -
10/40/11 revealed, in part:

10/6/11 2:30 PM - " Last day of radiation
treatments. ©  * ADL care provided by nursing
staff.

10/9/11 7 AM -7 PM- ¥ Resident (up) to wicwith
assistance of 1 staff. ”

10/10/41 9:30 PM - " Resident had forgotien that
medication was given to her earlier. "

10/10/41 11 Pm - * assisted with PM care by two
{NAs). "

Review of the Psychiatric Evaluation dated
10f10/11 revealed " staff reports VH (visual
hatlucinations " and paranola. Pt endorses VH at
night. (?) 2° (secondary) to brain tumor/ sX
(symptoms)/radiation. No recent labs {laboratory

discharge tracking tool which wiil
be maintained by the Social Workell
(SW), or if assigned, the RN Case
Manager, as each makes
atrangements for post discharge
care, setvices and equipment. In
addition, the SW has been re-
educated regarding charting
requirements and will now record
details of contact with residents,
responsible parties and families;
discharge planning/preparation and
arrangerents as they are finalized;
goal changes, and destination
comments, in the resident’s clinical
record.

The discharge packet now includes
the contact information and detatls
of services and equipment that have
been arranged. At the time of
discharge, residents/responsible

13-

FORM CMS-2567(02-90) Previous Versions Obsolete

Event 10:YOYKI1

Fadllity ID: 953217

if continuation sheet Page 7of18




PRINTED: 03/02/2012

DEPARTMENT OF HEALTH AND HUMAN SER\HCES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES [1&)] PROV]DERISUPPUER’CLU\ o2} MULTIPLE CONSTRUCTlON X3} GDOA:{E:E‘EJ‘-REVE?Y

AND PLAN OF CORRECTION lDENTlF]CATiON NUMBER: A BUILDING )

345260

NAME GF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE & REHAB-ROCKY MOUNT

STREET ADDRESS,

BWNG__

160 WINSTEAD AVE

0211712012

CITY, STATE, ZIP CODE

ROCKY MOUNT, NC 27804

e e
CTION X5)
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRE
g‘g;& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COM;:-TE;]ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO 'THE APPROPRIATE
DEFICIENCY)

——— e ————

F 204

F 204 | Continued From page 7
results). " Under mental status the items

to place/person (time was not checked), slow
speech, congtricted and sad affect, fangential
thought process, visual hallucinations, and

paranold. Ona scale of unable to participate,

long term memory, concentration, insight and
judgment. The racommendations of the
evaluation included adding Risperdal 0.5mg
{milligrams twice a day and the diagnostic code
identified was 268.9 (unspeciﬁed psychosis).

1014711 1240 PM - " Resident had a sefzure

to room In geri-chair. Seizure was overin a few
seconds, ”

10719/11 315 PM - « ADLs per staff. ™
40/19/41 10 PM - " Resident is a total assist. "

10/21/416:18 AM - pt (patient) total care with
ADLs. "

10/23141 715 AM - ADLs care provided per
staff. Incontinent of B & B. "

10/23/41 10 PM - " Upin wic much of the day.
Alert with periods of confusion. "

Review of the Nursing Home Notice of
TransferiDischarge dated 10/24111 read, in part:

notice was 11/23/11; the reason for the notice
was hand written as " you hava failed after

checked included: unfocused, drowsy, orientaticn

poor, fair and good Resident 3 was checked off
as fair for all of the following: short term memory,

while eating lunch in the day room. Brought back

the date of transfer/discharge hand written on the

reasonable and appropriate notice to pay for your

This Plan

allegation of compliance.

Preparation andior executfon of this plan of correcilo
does not constifute admission or agreement by the
provider of the truth of the facts alleged or conclusion
sed fortl i the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it ts required by the provisions of federal and state Taw

of Correction Is the center's credible

parties will be instructed to contact
the SW if any of the serviges do no
arrive as arranged or, for some
veason, are not meeting the former
resident’s needs.

The district Director of Clinical.
Operations will in-service the
Administrator, Social Worker,
Director of Nursing, Assistant
Director of Nursing, and the RN
Case Manager on the revised
discharge planning process on
March 12, 2012.

In accordance with company
policy, the SW will make contact
with the former resident or
responsible party within seven days
to assure arrangements have been
provided as arranged. This
communication will be maintained
as a final entry on the dischatge
planning tool.
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stay at this facility *. The section where anyone
else who was notified would be listed was left
blank, indicating the Responsible Party or other
family members were not notified of the
impending transfer/discharge. " The discharge
location was listed as another facility.

]
Further review of the Medical Record Nursing
revealed no notation regarding the resident
having received the " Notice of
Transfer/Discharge " or of being aware ofan
impending discharge transfer to another facility of
to home. There was also no documentation
regarding whether the RP had been informed of
the impending transfer/discharge to another
facility or to home. Review of the Nursing Notes
did reveal that the RP was consistently informed
of changes in condition.

Review of the Nursing Notes from 10/2411 -
10/31/11 also revealed , in part:

10/26/11 - * Resident incontinent of B &B.
Assisted with ADL ' s total assist. *

10/27/11 - " CNAs (Nursing Assistants NAs) in
feeding pt. "

Review of the Quarterly Minimum Data Set
(MDS) dated 11/1 4111 revealed the resident was
cognitively intact and her functional status and
levet of assistance required to complete activities
of daily tiving (ADLs) had not changed since the
8/24/11 review. Resident #3 was only able to
stabilize while walking or during {ransitions with
human assistance and had upper and lower
extremity impairment on one side. She was
coded on the MDS as being occasionally

This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not consiitute admission or agreement by the
provider of the truth of the facis alleged or conclusions
sei forth in the sfatement of deficiencies. The plan of
correction is prepared andfor executed solely because
it is required by the provisions of federal and state low,

4. The Administrator will review
100% of completed discharge
planning tools for 90 days, will
document his findings/approval
directly on each discharge planning
tool, and will present his findings
monthly to the facility Performance
Improvement Committee, then
thereafter at a frequency determined
by the committee. The
administrator retains overall
responsibility for supervision and
implementation,
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incontinent of bowel and pladder. The MDS also
revealed Resident # 3 had been raceiving

chemotherapy and oxygen therapy while she was
a resident of the facility.

Review of Resident #3 ' s care plan revealed she
was care planned for Nutrition Risk and it was
last updated on 14/16/11. Under " Resident at
risk for nutritional decline related to " the
contributing factors checked off included: "
variable intakes of food/beverages » " restrictive
or mechanically altered diet™ , and " decreased
self feeding”, and " requires assistance " was
hand written.

There was not a care plan for discharge planning
and there were no other care pian items noted on
the medicat record,

Review of a faxed communication from the Social
Warker to the aftending physician dated 11/22/11
read, in part, " Residentto D/C {(discharge) home
(with) home health. " " Medications need to be
called into (name and of pharmacy).* The home
health services and equipment needed were
listed. On an attached page under Homebound
Status it read: " considerable and taxing effort to
leave home cognitive jmpairments mobility
problems. " ltwas signed in the physician
signature section and dated 11/23/11.

The Nursing Note dated 14/23/11 at 1800 read "
Resident alert and verbal. Order to DIC home.
Meds {medications) discussed with resident and
son. Meds sent home (with) resident. (Name of
Medical Supply company) called concerning 02
(oxygen), reported that resident has concentrator
at home. Also RT (Respiratory Therapy) will see
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resident tomorrow in AM. Resident left facility
accompanied by (RP and another family
member). 02 tank from facility {with) resident.
{RP) will return? "

Review of the Occupational Therapy Discharge
Summary dated 11/24/11 indicated that Resident
#3 was discharged to a private residence. It also
revealed, in part, that Resident #3 made progress
with alertness and orientation but required
maximum to moderate assistance with all
activities of daily living as well as verbal cues to
attend to task. One comment read: ™ Pt does
require 24 hour assist (secondary) L hemi (left
hemiparesis) and (decreased) safety. Ptwas
continuing to make progress with ADLSs." The
discharge recommendations included:

Home Health: OT {occupational therapy)/PT
(physical therapyy/Nurse/NA

Adaptive Equipment: 3 in 1 commode, bathroom
grab bars, long handled shower head, reacher,
sock aide, long handled shoe horn, long handied
sponge

Assistance with: cleaning, laundry, cooking,
grocery shopping, transportation and medication
routine.

The discharge summary indicated that a home
environmental survey was not completed as this
item was not checked off.

Review of the Home Care provider ' s Referral
Form dated 11/23/11 revealed that the DIC from
the facility date was wrilten as 11/23/11 and the
SOC (start of service date for Home Care
services was written 11/28/11. Under additional
comments the following was hand written: "
informed (name of Soctal Worker at facility) we
need H & P (History and Physical} on pt. Also
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informed her pts home # disconnected. "

Review of the Interdisciplinary Discharge
Summary dated 11/29/11 indicated the resident
was discharged home in stable condition with
home health nursing, PT, OT and medications at
her request. Under discharge potentia! it read, in
part, " ST {short term) D/C home. " Inthe
Activities section it read, in part, " confusion
present, unable to recall actual facts and events. "

Roview of the Home Care provider ' s Case
Communication form dated 11/28/11 revealed "
Multiple failed attempts to reach pt # (number)
disconnected. NKO {no new number) listed. SN
{staff nurse) drove by and (no) # listed for
apartment #. 8 males standing around in yard.
(Not) safe environment to stop. {liegible) made
aware, "

Review of the Home Care provider's Case
Communication form dated 1172911 revealed "
SN {Staff Nurse) went to patient home to set-up
home health services; explained in detail to family
the services provided; aiso explained that patient
neaded around the clock care; SN took patient
VS (vital signs) 102 - 100 - 36 12/20; patient filled
of congestion. SN called EMS to have patient to
be evaluated by MD (Medical Doctor). SN aiso
explained to family if they could not provide
around the clock care for patient; that the patient
does not need to come back home until they get
everything in place fike it should be for patient;
patient admitted to hospital. "

The Home Care Provider ' s Comprehensive
Adult Assessment form dated 14/29/11 revealed
Resident #3 was not admitted to home care but
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was sent to haspital. There was also a hand
written note stating Resident #3 had not eaten for
two days and had diarrhea.

Raview of the Hospital History and Physical
revealed Resldent #3 was sent to the Emargency
Care Center for evaluation of shortness of breath,
wheezing and fever. A chest x-ray showed left
lower lobe pneumonia and she was admitted to
the hospital for treatment.

Interview with Nurse #1 on 2/17/12 at 1:20 PM
rovealed that Resident #3 was getting better at
one point and it seemed like she didn ' t need
Nursing Home placement anymore, but then she
got worse and needed feeding assistance. Nurse
#1 indicated that at one point Resident #3 was
discharged home. She stated that she was not
aware of any discharge plans that had been put in
placs for the resident and that on 11/23/11
Resident #3 had left on first shift, so she was
already gone when Nurse #1 came to work. She
added that she was at the facility during second
shift when the RP arrived to pick up the resident’
s belongings but she did not speak with him.

On 2/17/12 at 2:00 PM Regiona! Staff Member #1
indicated that the Nurse who was assigned fo
Resident #3 at the time of discharge, and who
completed discharge, no longer worked at the
facility and was not available for interview.

During an interview with the Administrator on
2/17M2 at 3:10 PM, he stated that Resident #3
was discharged for non-payment and that he had
spoken to her about it but she refused to pay her
bill. He said that the 30 day discharge nolice
listed another facility as the discharge location but

F 204
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then it was changed because Resident #3 did not
want to go there, she wanted to go home. When
he was asked if the other facility had agreed to
admit Resident #3 he indicated they had, as when
Resident #3 was first discharged from the
hospital, the other facility had also made a bed
offer for her.

Interview with the Social Worker on 217/12 at
3:15 PM revealed that Resident #3 was sent a 30
day discharge notice from the facility for non
payment and that the discharge {ocation was
home to her son ' s apartment. She stated that
she arranged for a high back wic to be delivered
to the home. She added that Resident #3 was
discharged home with a facility w/c and a facility
portable oxygen tank to use until the ordered
medical equipment arrived. The Social Worker
stated she also arranged for home care services
and faxed the referrat on the date of discharge
which was 11/23/11. She said she spoke to
Resident #3 about discharge home a couple of
days before she went as she did not want o go to
another facility. When asked if she had
confirmation back from the Home Care provider
that services could be arranged on short notice
over the Thanks Giving holiday and weekend,
she stated that if they couldn ' t she should have
heard back from them. She then said that she
did know that the medica! equipment had arrived
on the day of discharge. She also reporied that
she tried fo talk to the RP about how Social
Security works as he thought Medicaid paid
everything, but he still did not want to use her
checks to pay the bill. The Social Worker was
asked to provide any notes she had regarding
these conversations as they were not
documented in the medical record but
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documentation was not available.

On 2/17/12 at 3:35 PM the Social Worker and
Business Office manager provided a copy of the
30 day discharge notice {Nursing Home Notice of
Transfer Discharge). The discharge location was
not listed as home it was another facility.

On 2/17/42 at 3:45 PM telephone interview with a
staff member of the Home Care Company (Home
Care #1) revealed that they received the referral
on 11/23/11 and the start of service date was
listed as 11/28/11. He stated that the
documeantation they had indicated that on
11/28M1 the visit was not done as the phone was
disconnected, the number to identify which home
was the correct one was not visible, and the
location appeared unsafe to go searching alone.
Home Care #1 said that according to her notes,
when the Nurse went to do the assessment on
41/29/11 Resident #3 was not admitted to Home
Care as she was not safe to be at home, she had
a temperature and had not eaten for two days.
He added that Resident #3 needed around the
clock care and was sent to the hospital and
admitted.

Telephone interview with a family member
(Family #1) of Resident #3, on 3/2/12 at 11:37
AM, revealed that she had come to the home of
the RP to visit over Thanks Giving. She stated
that the family was under the impression that the
resident was just leaving the facility for & visit over
the Thanks Giving weekend and then returning to
the facility. Family #1 stated she and Family #2
(not the RP) went to pick up the resident for the
visit but when they got there, all of Resident#3's
belongings were packed. Family # 1 stated they

F 204
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asked Resident #3 why ali her things were
packed and Resident #3 said that they were
putting her out of the Nursing Home because she
had not paid her bill. Family #1 said that another
family member was handling the resident's
Social Security check and the resident wasn ' {
capable of sorting it out herself due to her
condition. Family #1 also said that they were told
that home care would be corming out on Monday
{11/28/11) but then added that no one showed up
on Monday.

Telephone interview with the Home Care provider
staff member who received the referral from the
facility (Home Care #2), on 3/2/12 at 11:42, that
she raceived the faxed referral just before 1:40
PM on 11/23/11. She stated that every morning
she receives a staffing report and that the report
that morning showed that there was no staff
available to provide services over the Thanks
Giving holiday or weekend, so services could not
start until 11/28/11. She stated that whenever
she gets a referra! she tries to reach the patient
and family to let them know when services will
start and what fo expect. She stated that she
was unable to reach Resident #3 as the phone
was disconnected. She said she also lets the
facility know up front when services can start and
that she told the facility Social Worker on the
telephone that the earliest available start of
service date was 11/28/11 and that if another
start date was required she should send the
referral to another agency. Home Care #2 stafed
that the Social Worker indicated that start of
service date of 11/28/11 was acceptable.

In second telephone interview with Family #1 on
3/212 at 11:47 AM she added that the Nursing
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Home did not give the Resident a chance to pay
her bill and " all the Social Worker had fo do was
have her Social Security check pulied like the
other Nursing Home did. We would have let her
do that. " Family #1 said that she did not believe
the RP was aware that the resident was being
discharged home or that there had been a plan to
discharge her to another Nursing Home facility.
She did say that he had been told that they were
going o send her to a psychiatric facility at one
time. She also stated that the RP lived in the
home but was not there 24 hours a day and
Resident #3 was to sick to be discharged from
the facility as she was not talking, moving around
or eating while at home.

On 2/17/12 at 5:15 PM a telephone interview with
Resident # 3 revealed that she recalled talking
with someone early in her stay at the facility and
telling them she could not use her Social Security
check to pay her bills at the facility because she
wanted to keep her apartment so she could go
back home in a year or s0. She also stated that
she remembered the Social Worker telling quite
some fime her before discharge that she would
be aligible for 3 hours a week of home care and
when Resident #3 asked what she needed home
care for, the Social Worker said because you 're
having problems with money and you need {o pay
if yoti * re going to stay here. Resident #3 denied
ever being told she was going to be discharged to
another nursing home and denied ever receiving
any paperwork regarding discharge. She did
recall being given the bill with the amount of
money she owed. She stated that on the day she
was discharged she had told the Administrator
that she wanted to go home for Thanks Giving
and was going to come back after, and he told
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her that she was going on the 26th anyway, so if
she went she couldn ' t come back. Resident #3
stated that the Administrator said she needed to
pay $6,000 or she had to leave. She said that
she asked him if there was anywhere elss she
could go because she wasn ' t well enough to be
discharged and that his reply was that he didn ' ¢
think anyone else would take her. Resident #3
said that there were a couple of nurses and
Supervisors in the room during the conversation.
She said that after that her RP came to take her
home (attempts to reach the RP but he could not
be contacted for interview). She said that she was
feeling sick that day and had diarrhea and that
she continued to have diarrhea while she was at
home, When questioned about what happened
at home she didn ' t really remember a lot and did
not recall being told about home care services on
the day of discharge. Resident #3 said she was
at her own apartment where she and her RP
fived. She said family members toid her they
brought her food but she doesn * t remember and
then she ended up in the hospital with
pheumonia,
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