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F 0745 Provide medically-related social servicesto help each resident achieve the highest

possible quality of life.

Level of harm - Minimal **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on interview and record review, the facility failed to provide amedically related social service to one of three

harm sampled residents (Resident 1) by not informing the responsible party in atimely manner when the facility will discharge

the resident. The deficient practice had the potential for an unsafe discharge of the resident from the facility. Findings: A review of
Residents Affected - Few | Resident 1's face sheet (admission record) indicated that the facility admitted the resident on 11/14/19 and

readmitted  the resident on 12/6/19. Resident 1's[DIAGNOSES REDACTED)]. A review of Resident 1's minimum data set (MDS),
aresident assessment and care-screening tool dated 12/17/19, indicated that the cognition of the resident was severely

impaired. The MDS indicated that the resident required extensive assistance from a one-person physical assist to perform

most of hisdaily living activities such as walking, dressing, using the toilet, and personal hygiene. During a telephone

interview on 2/27/2020 at 10:46 AM, the responsible party (RP 1) of Resident 1 stated that the facility informed her during a
telephone conference call on 2/26/2020 that they plan to discharge the resident the following day. She stated that the

facility did not provide her enough time to prepare for the resident's discharge. During an interview on 2/27/2020 at 2:45

PM, the Director of Rehabilitation (DOR) stated that Resident 1 had PT/OT services from 12/7/19-2/11/2020. She stated that

the resident improved significantly from his baseline and has reached his maximum potential for recovery; thus, she

discontinued the therapy. She stated that the resident was safe to go home according to her evaluation on 2/11/2020. During an
interview on 2/27/2020 at 3:34 PM, the Director of Nursing (DON) stated that the Interdisciplinary Team (IDT) members

had a meeting on [DATE] to discuss the plan of care of Resident 1. The team members, aside from the Socia Services

Director (SSD) who was not present during the meeting, agreed that the resident was ready to go home. During an interview

on 2/27/2020 at 1:40 PM, the SSD stated that she became aware on [DATE] that the facility was planning to discharge

Resident 1 on 2/27/2020; however, she failed to notify RP 1 until 2/26/2020 about the plan. She stated that it was her
responsibility to inform RP 1 if there were any changes in the discharge plan of the resident. A review of the facility's

clinical recordstitled, Weekly PDPM Meeting Follow Up Form dated, [DATE] indicated that the facility had aplan to

discharge Resident 1 on 2/27/2020. The form indicated that social services would be the responsible discipline. A review of the
facility's undated policy titled, Social Services, revised in October 2010 indicated that the socia services

department should participate in interdisciplinary staff conferences and should maintain contact with the resident's family members to
involve them in the resident's total plan of care.
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