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F 0660 Plan theresident's dischar ge to meet the resident's goals and needs.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, record review and interviews during an abbreviated survey (Case #NY 208), the facility did not ensure
harm or potential for actual | development and implementation of an effective discharge process for 1 (Resident #1) of 3 residents reviewed. Specifically, the
harm facility did not ensure Resident #1 was provided prescriptions for necessary physician-ordered medications. Thiswas

evidenced by: The untitled policy & procedure (P& P) dated 8/2019, documented procedures for resident discharge. The P&P did not
Residents Affected - Few | address the provision of resident medications or prescriptions upon discharge. Resident #1: Resident #1 was admitted
to the facility with [DIAGNOSES REDACTED]. A Tele-Heath Medicine physician progress notes [REDACTED].#1 was assessed

for discharge on 7/26/2020. The assessment and plan documented the resident was safe to be discharged home and that all
medications should be continued at home. The medications to be continued were identified on the Tele-Health Medicine

physician progress notes [REDACTED].#1 was discharged on a Sunday (7/26/2020) per family request. Electronic

prescriptions (E-script) could not be signed by the physician until the day of discharge, so the nurse completing the

discharge should have called the physician to sign the E-scripts. The nurse did not call the physician and as aresult,

Resident #1's prescriptions could not be filled. During an interview on 8/5/2020 at 12:15 PM, the Director of Social

Services stated she usually did resident discharges, including ensuring resident medications were ordered, but because

Resident #1 was discharged on a Sunday, she did not do Resident #1's discharge. She became aware of the resident being sent
home, out of state without medications when the Resident #1's daughter called on 7/27/2020 asking for assistance with

the prescribed medications. During an interview on 8/5/2020 at 12:45 PM the DON identified the nurse responsible for

Resident #1's discharge as Licensed Practical Nurse (LPN) #1 and stated the LPN had not been educated on the facility's

discharge process. During an interview on 8/5/2020 at 1:15 PM, LPN #1 stated the Director of Social Work told her on Friday
(7/2412020) about the discharge and they reviewed the paperwork for Resident #1's discharge. She was told the physician was aware
of the discharge and the prescriptions that needed to be signed. LPN #1 stated she did not know the physician needed

to be called so did not call the physician to have Resident #1's discharge prescriptions signed. 10 NY CRR 415.11(d)(3)
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567(02-99) Event ID: YL1011 Facility ID: 335478 If continuation sheet
Previous Versions Obsolete Page 1 of 1




