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Prepare residents for a safe transfer or discharge from the nursing home.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to provide a safe and orderly discharge for one of two residents
 (Resident 1) when: Resident 1's discharge placement did not accept him and he was dropped off outside a police station.
 This failure put Resident 1's health and safety at risk when he stayed outside the police station cold and shivering.
  Findings:  Review of Resident 1's clinical record indicated, he was admitted to the facility on [DATE] with [DIAGNOSES
 REDACTED].  Review of Resident 1's IDT (Interdisciplinary Team, a group of healthcare professionals) care conference dated,
2/11/2020 indicated he wanted to be discharged    to a motel.  During an interview on 3/11/2020 at 11:15 a.m., with the
 social services designee (SSD), she stated a discharge plan was to have Resident 1 return to a motel but he was not
 accepted because he did not have a valid identification card (ID).   During a telephone interview on 3/12/2020 at 10:38
 a.m. with the SSD, she stated Resident 1 was driven to his preferred motel (motel #1) but there was no available room and
 Resident 1 was driven to motel #2 but was not accepted because he did not have a valid ID. The SSD stated she was not aware of the
motel requirements to have a valid ID.  During a review of motels #1 and #2's website indicated At the time of
 check-in, all guests must present valid, government issued identification .  During a telephone interview on 3/14/2020 at
 1:37 p.m. with Resident 1, he stated the facility's van driver (FVD) drove him to different hotels but his veteran ID was
 not accepted, the FVD drove him to a homeless shelter but he was denied because he was not mobile. Resident 1 further
 stated he paid his co-pay for the whole month of March. Resident 1 confirmed he requested to be dropped off to a police
 station and stayed outside for six hours shivering.   Review of Resident 1's minimum data set (MDS, an assessment tool)
 dated 2/15/2020, indicated his cognition was intact. Further review of the MDS, indicated his balance was not steady.
  During a telephone interview on 3/16/2020 at 11:45 a.m. with the FVD, he stated Resident 1 was originally planned to
 discharge to motel #2 but he was not accepted because he did not have a valid ID. He further stated, he drove Resident 1 to a shelter
because that was the discharge plan but Resident 1 refused to stay. The FVD confirmed he dropped off Resident 1
 outside a police station but did not notify the facility. The FVD stated he notified the SSD after he dropped off Resident
 1.  During an interview on 3/17/2020 at 11:05 a.m., with the Director of Rehab (DOR), she stated Resident 1 refused to be
 assessed for walking. The DOR further stated Resident 1's discharge plan was to stay in the facility.  Review of Resident
 1's physical therapy progress and discharge summary dated 3/5/2020, indicated discharge plan and instructions was to
 discharge to long term care at the facility.  During an interview on 3/17/2020 at 11:21 a.m. with the SSD, she stated she
 was aware of Resident 1's payment for his stay in the facility. The SSD stated Resident 1 had not lived in a shelter. The
 SSD added, My administrator told us he could not stay longer in the facility.   During an interview on 3/17/2020 at 11:37
 a.m., with the business office manager (BOM), she confirmed the co-pay Resident 1 had paid was for his stay for the whole
 month of March. The BOM confirmed Resident 1 did not get a refund upon discharge. The BOM further added it was the ADM's
 decision to discharge Resident 1.  Review of Resident 1's IDT discharge summary dated 2/28/2020, indicated his discharge
 date    was 3/6/2020 and the reason for discharge was appropriate to d/c (discharge). The discharge summary did not
 indicate Resident 1 discharge's location.  Review of Resident 1's discharge plan canceled on 3/8/2020, indicated the
 resident wanted to return to live in a motel. The discharge plan did not indicate a homeless shelter.  Review of the notice of proposed
transfer discharge date   d 2/29/2020, sent to the Ombudsman (a public advocate), indicated
 disposition/location: returning to prior living arrangements. The notice did not indicate discharge location address.
  Review of the facility's policy, Discharge Summary and Plan dated (NAME)2009, indicated discharge summary and
 post-discharge plan will be developed to assist the resident to adjust to his/her new living environment.  Review of the
 facility's policy, Notice of a Transfer and/or Discharge, dated December 2008, indicated the written notice should have the location to
which the resident is being discharged   .  Review of the facility's policy Orienting Residents to Transfers
 and Discharges dated December 2009, indicated The purpose of the orientation is to provide the resident and family with
 sufficient preparation and to ensure a safe and orderly transfer or discharge from the facility.  Review of Resident 1's
 acute care hospital history and physical dated [DATE]20, indicated he was admitted   to an acute care hospital on [DATE]
 due to a ground level fall.
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