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this section must include the reason for transfer
or discharge; the effective date of transfer or
discharge; the tocation 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
protection and advocacy of developmentally
disabled individuals established under Part C of
the Developmental Disabilities Assistance and Bill
of Rights Act; and for nursing facility residents
who are mentally ill, the mailing address and
tetephone 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 interview, record review and facility
policy review, it was determined the facility failed
to ensure an appropriate discharge for one
resident (#1}, in the selected sample of three (3}
residents. Resident #1 was not allowed re-entry
to the facility after treatment at a psychiatric
hospital.

Findings include:

A review of the facility policy, titled, "Pre-transfer /
Discharge Notification”, undated, revealed the
purpose of the policy was to advise residents,
family or legal representative of their rights in
advance with respect to transfer or discharge
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immediate transfer.
Face-to-face verbal conferences ware
conducted with the resident's family
members by the Asst. Adininistrator and
the DON regarding the crisis management
of the current health issues of resident #1.
Items discussed during the conference
were as follows, but not limited to; the
uncontrolled  behaviors, self injury,
ingestion of excrement, danger to otheys,
and statements that she did not want jto
live.
The management of the resident’s health
issues cnlminated in the crisis team jat
JSMC (Jennie Stuart Medical Center)
referring resident #1 to WSH (Western
State Hospital) for a treatment stay.
During these verbal conferences the family
was advised that even though the residents
bed whole days had expired, the facility
would certainly consider readmissipn
assuming that her health issues could be
managed by the facility staff and if the
resident presented no danger to herself or
others following successful treatment. The
family commented that a psychiatric
treatment center was more appropriate for
resident #1 due to her behaviors and her
self injury tendencies, accompanied by
statements "I dont want to live” and/or
efforts to injure herself or others. The
family had witnessed all the behaviors
documented within the resident’s recent
medical history record during her earlier
post faeility treatment.
In an effori to correct an inadvertgnt
oversicht, the facility prepared a fornjal
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from this facility. The scope details that the policy
relates only to facility or state requested transfers
or discharges, and does not pertain to those at
physician request due to a requirement for higher
levels of care or family request. The policy states
it is the poticy of the facility to notify in advance
those residents subject to discharge as follows: 1.
upon admission, al residents or responsible
parties shall be advised of said policy. 2. Thirty
days written notice shall be given to family,
resident or responsible party except in cases
where: a. the safety and health of individuals in
the facility may be endangered. b. More
immediate transfer or discharge is possible due
to a resident's improved health or urgent medical
need. ¢. The resident has been in the facility less
than 30 days. H is noted otherwise, notice shall
be given as many days prior to transfer or
discharge as is practical. 3. Written notice or
transfer shall include: a. notification of said action
and reason for same, b. indication of the
resident’s right of appeal.

A record review revealed Resident #1 was
admitted to the facility on 08/05/11 with diagnoses
{0 include Diabetes, Hypertension, Hypokalemia,
Hypercholesterolemia, Edema, Chronic
Obstructive Pulmonary Disease, Anemia,
Alzheimers and a history of polic.

A review of the nurse's note, dated 03/04/13,
revealed Resident #1 started having behavioral
symptoms to include digging in the rectum and
smearing feces over the bed. It was also noted
the resident wouid place feces covered hands in
his/her mouth and was causing self injury by
hanging hisfher legs against the wheelchair. The
resident had also struck himselffherself in the
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and documented the reasons for discharge
that would replace the verbal conferences
in the resident’s medical record. This
notice could be considered in-lieu of the
face-to-face verbal conferences.

Identily others:

All residents residing in the facility have
the potential to be affected by the same
practice if the discharge and/or transfer|is
imminent and a written notice is Iﬁot
provided. Generally, 30-day notice prior
to transfer is instituted by the facility,
however, crisis management situations aﬂild
management of urgent medical needs
cause exceptions. It is during tilﬁe
exceptions that efforts by the social worker
and/or administrative staff must follow the
policy and procedure of the facility and
conform to the rules and regulations of
transfers and/or discharges.

Systemic changes:

Staff education and in-services were
conducted by the Asst. Administrator
and/or the Director of Nurses, RN, on
05/10/2013 and will be performed
regularly, annuaily, periodically, and as
needed to ensure that all staff membdrs
are advised of the facility policy and
procedures regarding resident transfer
and/or discharge. The policy and
procedure will be updated, revised, and
reviewed with all facility staff members
periodically, and/or annually thereafter.
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face causing bleeding. Attempts to redirect the
resident's behaviors were unsuccessful. The
Medical Director was contacted and gave a new
order to send the resident to the hospital
emergency department for further evatuation by
the Crisis Team. The residents primary care
physician and the family were notified. The
nurses notes further indicated the facility was
contacted, on 03/04/13 at 9:30 PM, by the
emergency department staff to et them know that
the resident needed her braces/crutches as the
resident was being admilted to the psychiatric
hospital.

Further review revealed there was no evidence
and discharge notice was given to the resident or
family.

An inferview with Licensed Practical Nurse {LPN)
#1, on 04/18/13 at 4:32 PM, revealed Resident #1
had been exhibiting behaviors and had an altered
mental status on 03/04/13 and an order was
received from the facility's Medical Director to
send the resident to the hospital for evaluation.
At the hospital, the resident was evaluated by the
focal mental health staff and it was determined
the resident would be admitted to the local
psychiatric facility.

An interview with the Director of Nursing {DONY},
on 04/19/13 at 10:41 AM, revealed Resident #1
started having an increase in behaviors on
03/04/13 such as wheeling down the hall way
erratically and dangerously. At that time the
resident was returned to the bed at histher
request. After returning o the bed, the resident
started digging in feces and placing his/her hands
in mouth. The resident made comments to the

program will include documentation, as a
portion of its Transfer and Discharse
Education Section of the Continuous
Quality Improvement Policy and Protoqol
records. This will ensure that regular
monthly and periodic review of currgnt
transfers/discharges and  of  those
anticipated reflecting the adherence to the
policy of the facility are maintained.

These minutes will reflect quarterly and
periodic compliance reviews of the
facility’s policy and procedure for
Transfers and Discharges. The facility
may not transfer or discharge the resident
unless:

The Continuous Quality Improvement C%DI

I, The transfer or discharges are
necessary to meet to residents
welfare and the residents welfare
cannot be met in the facility;

2, the transfer or discharges are
appropriate  because of the
residents health has improved
sufficiently so that the resident po
longer needs the  services
provided by the facility;

3. the safety of individuals in the
facility is endangered;

4. the health of individuals in the

facility would otherwise be
endangered;
5. the resident has failed, after

reasonable  and  approprigte
notice, to pay for a stay al the
facility; or,
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A telephone interview with the Psychiatric
Hospital's Sociat Worker, on 04/18/13 at 8:43 AM,
revealed Resident #1 was admitted on a 72 hour
hold. When the physician had determined the
resident was ready for discharge, the staif spoke
with the nursing home Administrator who told
them he didn't have to accept the resident back.
When the resident was transported to the facility
on 03/07/13, the facility refused to allow entry,
The resident was then taken back to the
psychiatric hospital.
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