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i Afaziiity must immediately inform the residant:

; cansull with the residant's physician: snd if

" known, notify the resident's legal reprasentative
or an interested family member when there s an

acvident involving the resident which restils in

injuiry and has §
Intarvention; a significant changs in the resident's
physical, mental, or psyehosocial status (Le, &

; deteriorarion in heafth, menial, or peEvehosooial

| status in either e threatening sorditions or

1 chinical comolisetions o anged o alter reatment

" significantly (le., a nead in discontinue @n
texisting form of restment due 1o advarse
SONSAGUENCAS, O7 10 cammence 5 new form of
reatmant); or a decision o ransfer ar discharge
. the resident fram the faciiity 25 specified in

| $483.12(3).

The facility must
j &nd. i known, the resident's legal represantative
- or Intarestad family member-when thare 5.2 -

I change in room or foommate assignmeant as
speciied in §483.15{e)2) or 2 change in
resicent righte under Federal or State law or
regulstions as spesified in Paragraph (b1} of

- thiz szction,

- The facilily must record and pariodicaliy update
. the address gnd phone number of the residen’'s

cited with the

the potential for requiring physiciar

aleo promptly notify the residant
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 legal represantative or interested family member. i

This REQUIREMENT i# not mat ag evidenced
i by:
Based on interview, recard raview and review of
 the facility's policy, it was detarmined the facility
failed to ensure the Fhysicians and residents'
lagal representatives were notified for two (2) of
| six (6) sampled residents (Resident #1 and #5) of |
 the decision to discharge the residents from the

| facitity,

E The findings include:
i

'Review of the facility's policy fitled, “"Physician

; Notification Poficy/Procedure”, revised date
 August 2007, revealed it was the poticy of the
Tacility to notify a resident's Fhysician of :
| significant changes in the resident's condition and |
orstatusina timely manner. Further review of
 the procedures revealed the resident's Physician |
was to be notified of a resident’s tischarga. ,
i 1. Review of Resident #1's medical record

- revealed the facility admitted the resident sn

| MAA2M2Z, with diagnoses which includad

' Dementia with Mooad and Bebavioral Disorders,

i Schizophrenia, Mental Retardation and
Depression. Continued review revegled g

| Physictan's Order dated 03/11/14, to transfer the

- fesident to the hospital for a peychiatric 1
- evaluation. Furher review of the record revegied
| "o documented evidence was identifiad i
- pertaining to the reason for e resident's

: dischargs from the facility,

. 2. Review of Resident #6's medieg record
‘evealed the faciity admitted the resident on

: —
f F157;Mgfz;e
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| 04/01/13, with diagnoses which inciude !

 Depression, Damentia with Mood and Behavioral

 disorders with Agitated Bebaviar, Continued

| review of the record reveated a Physician's Order |

dated 03/11/14, to transfer the resident fo the

 hospital for & psychiatric evaiuation, Additional
review of the record rovealed no documentad

" evidence related to the reason for the regident's
discharge from the facility.

‘ Interview with the Social Services (S5) Director

i on 0319414 at 01:20 PM, reveated she hag

' received a call fromn a S8 representative of the

| hospital and she had iformed them Resident #1
. and Resldant #6 were discharged from the facitity ;
- dug {o not heing able to meet the rasidants' '
| needs related to their behaviorai issuas,

| Interview with the Director of Nursing (DON) on
L 03/119/14 at 02:44 PM, revealed that it was the

{ administrative staff's responsibiiity te notify the

. resident's fegal reprasentative of the resident's
discharge. She further stated the administrative |
| staff were inexperienced in handling those types g
| of discharges: and indicated Resident 6 ang !
| Resident #1's lagal ‘epresentatives had not been i

" notified of the discharges.

|

, Interview with the Administrator on 03/19/14 at

| 10:45 AM, revealed she Wwas not certain of the

; &xact date of the decision to discharge Resident
'#1 and Resident 5. An additional interview with
. the Administrator on 3/ /14 at 0244 P4, i
revealed the facllity had nol followed requiations ;
. in regards to the Physicians ang legal

' representatives being notified of Resident #1's
s end Resident #5's tischarges,

Hinterview with Regidant #1's Primary Care

F »;s%a
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F 187 ' Continued From page 3 |
! Physician on D3/t 9/14 at 1120 AM, ravealed he |
. had not been notified of Residert #1's discharge |

*from the facility. . .

i #157» ,Jné’,{ Wﬁéﬁ{@(uﬁé{///ﬁ |

. Interview with the Advanced Practice Registerad ‘ :
i Nurse (ARPRN), primary healthcare provider for _
Residenrt #6, on 03/19/14 at 0518 PM, revealed )
' she had not baen notified of Resident #a's
discharge; and was therefore not aware Resident .
#6 had been discharged from the facility. " !
F 203, 483.12(a){4)-(6) NOTICE REQUIREMENTS F 203
88=0 ' BEFORE TRANSFER/DISCHARGE ‘ ;

Befare a facility iransfers or discharges a

£ resident, the facility must notify the resident and,
ffknown, a family member or legal representative ;
. of the resident of ke transfer or discharge ang |
the reasons for the move in writing and in a
tanguage and manner they understand: record

. the reasons in the resident's clinleal record; and
“include in the rotice the iteme daseried in :
| paragraph (a}(8) of this section, ; k

 Except as specified in paragraph (a)(5)) and 8!
" {8) of this section, the notice of transfar or
discharge required under paragraph (a)(4) of this
- section must be made by the facility at feast 30 ; : :
. days before the resident is transferred or ’ | '

discharged, '

“Notice may be made as soon &5 practicable

{ before transfar or discharge when the health of

Cindividuals in the facility wouid be endangerad

Funder (a){2){iv) of thig section; the resident's
heaith improves sufficiently to allow a morg

- immediate tramsfer or discharge, under paragraph
{8)2)01) of thig section; an immediate transfer or

- discharge Is required by the resident's urgent

e i H
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F 203 Continuag From page 4
| medical needs, under paragraph (a)(2Xi) of this _
| section; or 3 resident has not resided in the . |
;! facility for 30 days, ' "

— 203 ng@e @é@&%g/jﬁ///ﬁ

i The written notice speacified in paragraph {a)4) of :

' this section must include the reason for transfer

- or discharge; the effective date of transfar 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 | '

- Blate; the name, address and telephone number i

- of the State long ferm care ambudsman; ior

' mursing facility residents with developmentaf

i disabilities, the irafling address and lelephone : ' !

. number of the agency rasponsible for the ‘ j

- protection and advocacy of developmentaliy ?

- disabled individuals established under Part C of ‘

, the Davelopmental Disabilities Assistance and Bill i

i of Rights Act; and for nursitg facilily resigents !

; who are mentally ill, the maling address and

felephone number of the agency responsible for ,

' the protection and advocacy of mentally i : i :

; individuals established under the Protaction and E

' Advocacy for Mentally I Individuats Act. !

- This REQUIREMENT s not met as evidenced

| Oy : i

- Based on interview and record review |t was ' ?

| determined the facility failed to ensure residents :

- and their legal representatives were notifiad of

| the deeision to discharge the residents and

 document the notifications for twe {2) of 5ix (B)

_sampled residenis {Rasidents #1 apd #0),

! Additionally the facility failed to snsure i

1 documentation of the reason for the residents’ i

" discharge, the effective date of the discharge, the

| residents’ appeal rights, the name, phone number |

i and address of the Ombudsman, the mailing

" address and telephone number of the agerey

! responsible for the protection and advocacy for

Evnnt 1D: K53011 Facility 13; 100165
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F 203 Contirued From page 3
; nursing facility residents who were merstalty ¥ for
' Resideni #1 and Resident #8.

o fee et SF

‘The findings inciude: i

1. Review of Resident #1's medical record

revaaled the facility admilted the resident on

T112/12. with diggnoses which inchude Dementia, ;
Schizophrenia and Mentaj Retardation. Review

f of a Physician's Order dated 0311714 to anster

Resident #7 to the hospital for a payehiatric ) i )
evaluaiion, Cantinued record review revealed no |

| documented evidence of the resident and/or lega ;

; representative being notified of the faeility's :

decision to discharge Resident #1. Further : !

s record review revaaled ne documented evidence . ‘

Resident #1 andior hig/her lenal represantative

' were notified of the reasar for the resident's ! i !
discharge, the effactive date of the discharge, the | ' ;

i resident's appesl rights, the name, phone number | )

- and address of the Ombudsman and the mallirg | ?

- address and telephone number of the agency ;

| responsible for the protection and advacacy of | ’ '

_mentally il nursing faciity residarts,

b

- 2. Review of Resident #6's medical record
reveaied the facility admitted the resident on . | ;
 04/01/13, with diagnoses which inslude Dementia 5 ; !
“with Meod and Behavioral Disarders with Agitated 1 : :
| Behavior. Review of a Physician's Order asteq | ?
03/11/14, to transfer the resident 1o the hospital
"for a psychiatric evaluation, Continued record : i
| review revealed no documenied evidence of the i
resident and/or legal reprasentative being notified | i
; of the facility's decision to discharge Resident #6, E
- Further record review revealed no documented |
" eviderce Resident #6 and/or his/her legal
| representative were notified of the reasen for the
| resigent's discharge, the effective date of tha

Event ID:K590 41
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F 203 Continued Erom page &
i discharge, the resident's appeal rights, the name,
_ phone number and address of the Ombudsman
"and the mailing address and telephione number of
; the agency responsible for the protection and
" advoeasy of mentally it nursing facility residents,
|
interview with Resident #1's Power of Attarney
{POA) on D3/18H4 2t 0835 AM, revoaled that
| she was contacted by the facility on the morning
“af 03/11114 in regards 1o the resident baing
' transferred to the hospital due to her behaviors.
. The POA statad that the hospftal, 10 which _
'Resident #1 had been transferrad to on R34,
i contacted her on 03/12/14 and informed Rer the ;
facility had told the hospital Resident #1 had no |
' bed hold days and was being discharged from the |
facility. The POA further stated no one from the
- facility had contacted her in regards o Resident
| #1's discharge from the faclity. The POA i
indicated she had not received any written ,
| Correspondence from the facility in regards to !
- Resident #1's discharge,

, Interview with the Social Services {88) Director
Ton 03/19M4 &t 120 PM, revealed she hag ;
received a call, from a SS representative of the
“hospital to where Resident #1 had been ?
: fransferred on 03/11/14, and she had informed

the hospital 8S representative Resident #1 and
' Resident #6 had no bed hoid days dus to their |
. psychiatric admission. MHowever, the 58 Director ,
' stated the facility's reason for discharging :
| Regident #1 and Resident #8 had been based on i
the facility not being able to meet the residents’
' needs due o their behavioral issues. The 35
- Director further stated she was not familiar witi
“ the regulation requiring the facility to provide the
, discharge notics in writlng, however would be
_famiiarizing herself with the regulation,

Ptk ol 3 //ff
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F 203 Continued From page 7

Interview with ihe Administratar on 03/19/ 18 at
i 10:45 AM, revesled she was not certain of the i
. exact date of the facility's decision to dlscharge
' Resident #1 and Resident #6. The Administrator |
indicated in an additional interview on 0319114 at
02:44 PM, the admin/strative staff, who were
i responsible for Resident #1's and Resident #6's
. discharges, had no written documentation
- pertaining to the discharges in regars to the
- residents’ legal representatives being notified of
the discharges, of the reason for the residents’ :
| discharge, the effective date of the discharge, the |
 residents' appeaf rights, the nama, phone number :
and address of the Ombugdsman and the mailing
address and telephone numier of the agency
responsible for the protection and advoracy of
- mentally il nursing facility residents. Shé stated
 the 33 Director had atternpted o contact j
'Resident #1's POA who had not returned her cali,
| However, the Administrator stated she was i
' unsure if the 38 Director had documented the
Lattempts o reach Resident #1's POA. The
Administrator further stated she had baen
'focused more on the “eriteria for discharging” :
s residents and not as much on the documentation |
which was required for the discharges,

1
i
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Plan of Correction/Allcgation of Compliance For FI$7 Notily of Changes
Sampled Residenes: RT and Ré

The Tollowing Dept, Managers serve as QI Members and Managers on Duty during weckends and

holidays: Activity Director, Dietary Manager, Social Services Director,
Maintenance/housekeeping Dircctor, Medical Records Director, Human Resources Director.
Business Office Director, and Nurse Managers/MDS coordinators, The Medical Dircstor,
Director of Nursing, Chief Executive Director. and the Administrator also serve as 01 Members,

#1- R and R6 no longer reside at the facility as of March 12, 2014, both resident’s POA's and MD's were
notified of their transfer to the hospital for psych. evaluations on 3/11/14. R1 and R6 Medical Doctor’s
were notified of their discharge on 3/19/14 and the Social Services Director mailed both resident’s POA's

official transfot/discharge notices on 3/20/14.

The Adiministrator in-serviced/re~-in-serviced Department Managers/Qf Members/Managers on Duty on the
discharge policy/regulations and notified/reviewed the policivs/regulations with the Medical Director (who
is R6 MD and ca-trests with the Advanced Practice Registered Nurse} by conference call on 5/19:/14 (at
6:30 pm] to ensure all other issucs/iconcerns for residents R and R6 were addressed. The Administrater
alse m-serviced/re-in-serviced Department Managers/Ql Members/Managers on Duty and the Medical
Director (including the Secial Services Director an 3/19/14 regarding the Bed Hold Policy to ensure
compliance with regulations on bed holds.

#2- All residents have potential to be affected by said practice of not notifying resident, POA, MD of
wansfer/discharge per policy. But no other residents discharged because the facility was not able to meet
their needs. No other residents identified had any adverse ¢ffects based on alleged deficient practice. This
has been assured by Medical Records Director reviewimg/auditing/chart review of the two other discharges
from facility on 3/20/14. The other two were discharged al the families request and proper notifications

made,

#3544 Administrator in-serviced/re-fneserviced Department Managers/(31 members/Managers on duty
{Uncluding Activitics Manager, Social Services. Medical Records, Dietary, Housckeeping/Maintenance,
Human Resources Manager, and Nurse Managers) regarding notifieation of changes poficy including
requitements for notification of resident. MD, POA, or interesta family member when there is 2 transfer or
discharge, an accident that results in the resident requiring medical attention, a significant change in the
tesident’s mental, or psychosocial status in either life threatening conditions or clinical complications, necd
to alter medicai treatment significantly, a change in room or roomemate assignment, or a change in resident
rights under Federal or State law or regulations on 3/19/14. Administrator also updatedireviewed
policy/regulations on notification by conference call to Medical Dircctor on 3/19/14,

On 3/19/14 nurses in=serviced/re-in-serviced by DON regarding above policicsiprocedures. Physician,
resident and POA must be natified of sigrificant change in status and decision (o discharge immediately,
Staft voiced understanding of policy/procedures and voiced no concerns or issues, and ensured that they
ware competent on poticy and procedures. Charge Nurse to phone respective physicians/family/POA aficr
noting significant change in condition/transfer/discharge/new acute conditions requiting order changes per

policy,

DON/Nurse Managers shall review MD orders and compare to 24 hour report sheets that list resident
conditian changas.’concerns/’trausfersfdischarges at feast 2 times weekly to ensure compliance with
policy/pracedures as stated above and documented on 3/30/ 14 and ongoing times 60 days, Any noted issucs
shall be addressed bry DON/Nurse Managers with nursing staff and physician as needed and recorded on
audit report form/check!ist and note concerns for Administrator to identify any additional in-scrvicesfre-in-

services needed.
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Administrator/Corporate Executive Iirector reviewed audits, in-services. manitorin ¢ for noted deficiencies
as well as discharges and planned discharges en 3/20/14 and will continue to be reviewed lor 60 days.
Medieal Director, (during scheduled QA meetings) given information to review to assurs compliance,
effectiveness of interventions and follow through.

QI members/Department Managers/Managers on Duty on weekends responsible for additional oversight
and to ensure compliance, to review MD orders/24 hour report sheets that list resident condition
changesiconcerns/trans ore/discharges at least two tmes weelkly times 60 days during daily S1and Up
meetings, document in Stand Up notebook and document on audit repart formichecklist any concerns for
AdministratorDirector of Nursing o addresz tmes 60 days for quality assurance,

QA meeting with Medical Director/QA members scheduled for 4/2/14 which includes all noted deficiencies,
reviewing policics, monitoring progress on plan of correction. any needed in-services/re-in-services, new

interventions/corrections, and coneerns/issues.

Date of Compiiance: 3/21/14
Responsible: Administrator/Director of Nursing

Plan of Correction/Allegation of Compliance for F203 Notice Requirements Before
Transfer/Discharge

#1- R1 and RG no longer reside at the facility as of March 12, 2014, both resident’s POA s and MID's were
natified of their transfer to the hospital for psych. evaluations on 3/11/14. R1 and R6 Medical Doctor's
were notified of their discharge on 3/19/14 and the Social Services Director mailed both resident’s POA s
official transfer/discharge notices on 3/20/14. The official tramsfer/discharge form was updated to melude
reasons for the ransfer/dischargs, the sffective date of the transfer/discharge. the location where the

transfer or discharge is to occur, a statement of right to appeal the transfer/discharge, and the name, address,
and telephone numbers of the appropriate ageneics in which to appeal the transfer/discharge.

#2- Al residents have potential to be affecied by said practice of not aotifving resident, POA, MD of
transfer‘discharge per policy but no other residents discharged because the facility was not able to mect
their needs. No other residents identified had any adverse effects based on alleged deficient practice, This
has been assured by Medical Records Director reviewing/anditing/chart review of the two other discharges
from facitity on 372014, The ether two were discharged at the families request and proper notifications

made,

#3/4- The Administrator in-serviced/re-in-serviced Department Managers/QI Members/Managers on Duty
on the discharge policy/regulations and notificd/reviewed the policics/regulations with Medical Dircetor
(who is R6 MD and co-treats with the Advanced Practice Registered Nursc) by confarence call on 3/19/14
{at 6:30 pm) to ensure all other issuesiconcerns for residents R1 and R& were addressed. The Administrator
also in-serviced/re-in-serviced Department Managers/Ql Members/Managers on Duty and the Medical
Director {including the Social Services Directer) on 3/19/14 regarding the Bed Hold Palicy 0 ensure
compliance with regulations on bed holds.

The Administrator in-serviced/re-in-serviced the Social Rervices Dircctor as well as the
Interdisciplinary/Care plan team on 3/20/14 regarding notification of resident. familvw/POA
policy/procedures for transfer/discharge when the transfer/discharge is due to the resident’s welfare and the
resident’s needs can not be met in the facility, including: Notificatian must be in writing and must contain
the reasan for the transfer/discharge, effective date of the transfer/discherae, Jocation of transfer/discharge,
right to appeal transfer/discharge and the appropriate suthorities name, address, telephone numbers, Social
Services Director and mierdisciplinarvicare plan team voiced undetstanding of regulation and ensured that

she was competent on policy/proceduras,

DO?\{!!i\’urse Managers shall review MD orders and compare to 24 hour report sheets that list resident
CGﬂdIt!D?’! changes/cnncems/traz}sfers/discharges at least 2 times weekly to ensure compliance with
policy/procedures as stated above and documented on 3/20/14 and ongoing times 60 days, Anv noted issues
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shall be addressed by DON/Nurse Managers with nursing stalf and physician as needsd and recorded on
audit repeort form/checklist and note concerns for Administrator to identi fv any additional in-servicaire-in-

services needed.

Medical Records Director responsible to audit clinicai records (Social Services notes, nursing notos, and
MD orders) at least twa times weekly for 60 days beginning 3/20/14, residents who are dischargaed or
residents who are about to be discharged, to ensure compliance with decumentation requiraments as stated
above regarding notification to resident, POA/family members. Any lssues/concerns documented on audit
repert form for Administrator’DON follow up and to identify any additional needed in-services/re=in-
services.

QF members/Department Managers/Managers on Duty on weekends responsible for additional oversight
and to ¢nsure cempliance, to review MD orders/24 hour report sheers that fist resident condition
changes/concerns/transters/discharges at least two times weekly times 60 days during daily Stand Up
rweetings, document in Stand Up notebook and document on audit report form/checklist any concerns for
Administrator/Director of Nursing to address times 60 days for quality assurance,

Administrator/Chief Executive Director reviewed audits, in-services, marnitaring for noted deficiencies as
well as discharges and planned discharges on 3/20/14 and will continue to be reviewad for 60 days.
Medical Director, (during scheduled (JA meetings) given information to review to assure compliance,
effectiveness of mterventions and follow through.

QA meeting with Medical Director/QA members held on 4/2/14 which included all noted deficiencies.
reviewing policies, monitoring progress on plan of correction, any needed in-services/re-in-sorvices, new
interventicis/corrections, and concerns/issues.

Date of Compliance: 3/21/14
Responsible: Administrator/Director of Nursing



