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F 0624 Prepareresidentsfor a safetransfer or discharge from the nursing home.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on interview and record review, the facility failed to implement their policy and procedure for discharge planning

harm or potential for actual | for one of three sampled residents (Resident 1). This failure had the potential for Resident 1 to have an unsafe discharge

harm and unmet care needs. Findings: During an interview on 2/12/20, at 8:44 AM, with Complainant, Complainant stated, the

facility sent Resident 1 to the hospital on [DATE] for asurgical procedure on awound to her buttock area. The Complainant stated
Residents Affected - Few | the facility informed the hospital that Resident 1 would be going home with her family after the procedure was

completed. Complainant stated she called Resident 1's family member (FM), and FM told her that they had no intention of

taking her home. During areview of the facility's Discharge List (DL ), dated 2/4/20, the DL indicated, Resident 1 was
discharged on [DATE] at 10:46 AM. During a concurrent interview and record review, on 2/12/20, at 3:30 PM, with Social
Services Director (SSD), Resident 1's discharge information was reviewed. SSD acknowledged there was no physician order for
[REDACTED]. SSD stated, she spoke with Resident 1'sinsurance, and they (insurance) were arranging Resident 1's discharge
plan after the surgical procedure at the hospital on [DATE]. SSD stated she was not sure who she spoke with at the

insurance company. SSD stated she also spoke with Resident 1's Family Member (FM) and FM agreed to take Resident 1 home
after shewas discharged  from the hospital. SSD reviewed Resident 1's record and acknowledged there was no documentation
indicating discussion with FM that Resident 1 would go home after the surgical procedure. SSD acknowledged there was no
documentation indicating discharge planning after the surgical procedure would be arranged by the insurance company. During an
interview on 2/12/20, at 3:46 PM, with Resident 1, Resident 1 stated, she had gone to the hospital on [DATE] for a

surgical procedure. Resident 1 stated the plan was always for her to return to the facility. Resident 1 stated she had

never planned to go home. Resident 1 stated | don't know where that thought came from, that | would be going home. During

an interview on 2/12/20, at 3:50 PM, with Assistant Director of Nursing (ADON), ADON stated, some of the services Resident

1 would need if shewas discharged home include home health nursing, alow air loss mattress (prevents wounds from

occurring due to pressure), wound care, and education on how to care for her buttock wound. ADON confirmed no home services
were arranged by the facility prior to sending Resident 1 to the acute care hospital. During an interview on 2/12/20, at

4:03 PM with FM, FM stated there was no discharge plan for Resident 1 to go home after the surgical procedure. During a

review of the facility's P& P titled, Discharge Summary and Plan, dated 12/2016, the P& P indicated, When aresident's

discharge is anticipated, a discharge summary and post-discharge plan will be developed to assist the resident to adjust to his’her new
living environment. When the facility anticipates a resident's discharge to a private residence . adischarge

summary and a post-discharge plan will be developed which will assist the resident to adjust to his or her new living

environment. The discharge summary will include a recapitulation of the resident's stay at this facility and afinal

summary of the resident's status at the time of the discharge in accordance with established regulations governing release

of the resident information and as permitted by the resident. every resident will be evaluated for his or her discharge

needs and will have an individualized post-discharge plan.The post-discharge plan will be developed by the Care
Planning/Interdisciplinary Team with assistance of the resident and his or her family. The resident/representative will be

involved in the post-discharge planning process and informed of the final post-discharge plan. A member of the IDT will

review the final post-discharge plan with the resident and family at least twenty-four (24) hours before the discharge is

to take place.
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