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Plan the resident's discharge to meet the resident's goals and needs.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on review of the medical record, staff interview, and policy and review of the procedure for discharge planning, the
 facility failed to develop and implement an effective discharge planning process to ensure caregiver education and the
 capacity to perform required care, as well as ensure discharge instructions were complete with information needed to
 continue resident care at home. This affected three (Residents #200, #201, and #202) of three residents reviewed for
 discharge planning. Findings include: 1. Review of Resident #201's closed clinical record revealed an admission date of
 [DATE] and a discharge date of [DATE]. [DIAGNOSES REDACTED]. Review of the physician's orders [REDACTED]. The
prescription
 was dated 08/21/2020 and did not include a discharge date   . Review of the homegoing instructions/discharge summary
 revealed no evidence of what information that was provided to the responsible party at the time of discharge. There was no
 evidence of what medications that were given to the resident to take home or how much. The discharge summary indicated the
 family did take some medication home. There was no evidence of what medications were called in to the pharmacy for the
 resident to obtain after discharge. There was no evidence the resident/responsible party was provided information as to
 when the last dose of medication was taken or when the next doses were due to be administered. There was no evidence the
 resident was provided instructions/education on how to complete blood glucose monitoring, how to check blood pressure
 readings, how to use a Hoyer lift, or how to complete transfers. Review of the discharge care plan revealed discharge
 planning with a goal of assist resident/responsible party with decision making regarding discharge planning and resident
 will be discharged    to a safe environment of choice. Interventions included make referral to community programs as
 indicated, but did not specify what community programs; meet with resident representative to discuss discharge location and
identified service needs for discharge; and utilize available community resources for home going support (i.e. home care
 care). The care plan did not address what home health care agecy that was to be used upon discharge. The care plan did not
 address educational needs for the resident/responsible party, such as blood glucose monitoring, blood pressure monitoring,
 use of a Hoyer lift, transfers, and post-discharge needs with referrals to home health agencies with services needed and
 medical equipment. Interview on 08/26/2020 at 3:15 P.M. with Registered Nurse (RN) #1 revealed she had not completed any
 education with the daughter of the Resident #201 regarding taking blood pressures, completing blood sugar testing using a
 glucometer, using a Hoyer lift, or transfers. She stated before COVID-19 she would have did education but the families were not
visiting at this time. Interview on 08/26/2020 at 3:55 P.M. with the rehab manager, Physical Therapy Assistant (PTA) #2 revealed the
resident was cut by the insurance due to lack of progress. He stated he had little progress with little to no
 functional gain. He had been in a rehab facility prior to coming to this facility for a couple of weeks and had about 300
 minutes a day while there. I let the family know they would need a Hoyer lift for transfers but stated he did not provide
 any education on how to use this equipment to transfer the resident. He stated he had advised the daughter to keep the
 resident here due to the level of care needed and apply for Medicaid but the daughter wanted to take him home. We had a
 care conference via phone a week into his stay with social services and therapy to discuss his needs. We do not do home
 assessments, only by request. We just usually don't do this. Due to Coronavirus this would have had to be done virtually.
 The daughter never expressed the need for training. Interview with RN #1 on 08/27/2020 at 11:17 A.M. revealed the
 resident's daughter called her on Monday and told her she didn't get the blood pressure equipment nor the blood sugar
 equipment, and the pharmacy told her they didn't get anything on it. RN #1 said she called it in Tuesday morning and she
 has not heard back from the resident's daughter. RN #1 siad she has not followed up with the resident's daughter since
 discharge. 2. Review of the medical record for Resident #200 revealed an admission date of [DATE] and a discharge date of
 [DATE]. [DIAGNOSES REDACTED]. Review of the discharge instructions/summary revealed there was no evidence the resident
 received information on when the last dose of medication was given prior to discharge, or when the next dose of medications were
due to be given to the resident. The discharge summary did not include a list of medications to be taken after
 discharge and this area was left blank. 3. Review of the medical record for Resident #202 revealed an admission date of
 [DATE] at 7:40 P.M. with [DIAGNOSES REDACTED]. Review of the discharge instructions revealed no evidence the resident
 received information on when the last dose of medications was given or when the next dose of medications were due to be
 given to the resident. The discharge summary did not include medications to be taken after discharge and this area was left blank.
Interview on 08/27/2020 at 11:17 A.M. with RN #1 revealed she agreed that all three residents reviewed did not have
 a medication sheet to go home with that stated when the medications were last given or when their next dose was to be
 given. She stated the nurses were supposed to complete this, and are trained to circle the next time the medication was due to be
given, but this didn't occur in these cases. Interview with Pharmacist #3 from the facility pharmacy on 08/27/2020 at 4:15 P.M.
revealed the facility should be documenting what medications were sent home with the resident and how much was
 sent. He said there was no policy on how that should be done. Review of the policy and procedure for discharge planning
 (undated) revealed the following: Policy: When a resident's discharge is anticipated, this facility will develop and
 implement a discharge plan that focuses on the resident's discharge goals, the preparation of the residents to be active
 partners and effectively transition them to post-discharge care, and the reduction of factors leading to preventable
 readmissions. Procedure: Consider caregiver support person availability and the resident's or caregivers' support person
 capacity and capability to perform required care as part of the identification of discharge needs. Involved the resident
 and resident representative in the development of the discharge plan, address the resident's goals and treatment
 preferences. Discharge to the community, the facility will document any referrals to local contact agencies or other
 appropriate entities made for this purpose. Discharge summary when a discharge is anticipated the facility will develop a
 discharge summary that includes, but is not limited to the following: Summary of stay, final summary available for release
 to include needs, strengths, goals, life history and preferences at the time of discharge that is available for release to
 authorized personnel and agencies with consent of the resident and/or representative. Medication reconciliation of all
 pre-discharge medications, with the resident's post-discharge medications, both prescribed and over the counter.
 Post-discharge plan of care will indicate where the resident plans to reside, any arrangements that have been made for the
 resident's follow up care and any post discharge medical and non-medical services. A copy of the post-discharge plan will
 be provided to the resident and with consent the resident representative and copy will be filed in the medical record. This deficiency
substantiates Complaint Number OH 221.
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