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{F 660} é;ontinued From page 1 {F660}| On09/17/19, psychologist L0jo7/13

updated, as needed, to reflect these changes.
(iii) Involve the interdisciplinary team, as defined
by §483.21(b)(2)(ii), in the ongoing process of
developing the discharge plan. .

{iv) Consider caregiver/support person availabllity
and the resident's or caregiver's/support
person(s) capacity and capability to perform
required care, as part of the identification of
discharge needs.

(v) Involve the resident and resident
representative in the development of the
discharge plan and inform the resident and
resident representative of the final plan.

(vi) Address the resident's goals of care and
treatment preferences.

(vii) Document that a resident has been asked
about their interest in receiving information
regarding returning to the community.

?A) If the resident indicates an interest in returning
o the community, the facility must document any
referrals to local contact agencles or other
appropriate entities made for this purpose.

(B) Facilities must update a resident's
comprehensive care plan and discharge plan, as
appropriate, in response to information received
from referrals to local contact agencies or other
appropriate entities.

(C) If discharge to the community is determined
tb not be feasible, the facility must document who
made the determination and why.

(vil) For residents who are transferred to another
GNF or who are discharged to a HHA, IRF, or
LTCH, assist residents and their resident
rgpresentatives in selecting a post-acute care
grovider by using data that includes, but is not
limited to SNF, HHA, IRF, or LTCH standardized
patient assessment data, data on quality
measures, and data on resource use to the extent

i

| corrected by licensed, noted on

came and assessed resident in
regards to placement to lower
level of care/Board and care,
please see attached psychology
progress note.

Clarification of discharge
order/Telephone order dated
on “08/23/19” @ 2:32 P.M

“08/28/19”, see attached TO
order and licensed note.

Resident 2 currently resides at
Sunnyview Convalescent
Center, pending discharge for
psychiatrist clearance.

" Identification of other

areas/residents

Administrator and social
services designee reviewed
five current resident’s
discharge plan to ensure facility
is in compliance on discharge
planning

No other areas were affected.
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| 8ssessment data, data on quality measures, and

Jeeds and discharge plan. The resuits of the

fo avoid unnecessary delays in the resident's
discharge or transfer,

This REQUIREMENT is not met as evidenced
by: :

failed to follow its plan of correction {POC) dated
8/23/19, by not implementing a discharge plan
that included a post-discharge plan of care,
ensuring participation of the resident and/or the
resident's family on discharge planning, and
documenting in the progress notes the physician
assessment and discharge planning for one of
%hree sampled residents (Resident 2).

Resident 2' wishes to participate in the discharge
planning.

Findings:

A review of Resident 2's Admission Record (Face
Sheet) indicated the resident was Initially
admitted to the facility on 7/5/1 9, and last
readmitted on 8/23/19. Resident 2's diagnoses

the post-acute care standardized patient

data on resource use is relevant and applicable to
_t}le resident's goals of care and treatment
preferences.

(ix) Document, complete on a timely basis based
on the resident's needs, and include in the clinical
record, the evaluation of the resident's discharge

evaluation must be discussed with the resident or
resident's representative. All relevant resident

information must be incorporated into the
g’jischarge plan to facilitate its implementation and

,Bésed on interview and record review, the facility

-

hese deficlent practices resulted in Resident 2's
ghts being violated by not acknowledging

recurrence

On 10/02/19, in-service
provided by administrator
interdisciplinary team such as
social service designee, MDS
nurse, rehab, dietary
supervisor, director of nursing
and business office regarding
discharge plan: 1. To be
initiated upon admission and
regular re-evaluation/follow up
with involvement of
interdisciplinary team, and
resident/representative to
ensure resident’s discharge
needs identified and assisted
prior discharge to preferred
location. 2. Physician
visit/assessment and progress
note to be included on
resident’s discharge plan. -
3. Post discharge plan including
referral to local agency to be
arranged and documented.
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| RC
: 565071 8. WING - 0911212019
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F 660} | Continued From page 2 F6
¢ dr - Pag - {F 60} Measure to prevent 10/07/19
the data is available, The facility must ensure that :
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SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION® (X5)
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM::TEJ'ON
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS'REFERESS}EIEC)IE&;%E APPROPRIATE -

(X4) ID
PREFIX
TAG

R %)

{F 660} (t:ontinued Frompage 4 . {F 660}

Areview of Resident 2's re-admitting physician's
- | orders, dated 8/23/19 and timed at 8:20 p.m.,
indicated that Resident 2 was taking three
ifferent medications to treat his diagnosis of . -
tent (carrier) tuberculosis.
4
A review of Resident 2's psychotherapeutic
{treatment for mental disorders) medication
assessment, dated 8/23/19, indicated that
Resident 2's inability to process his internal
stimuli affected his activities of daily living (ADL)
performance.

A review of Resident 2's care plan titled,
"ADL/Self Care Deficit," dated 8/26/19, indicated
that Resident 2 required assistance with ADL's
due to his weakness, poor balance, poor safely
gwareness, poor coordination and requiring
gxtensive assist with ADL's. The goal indicated
hat Resident 2 would not decline. The staff
terventions included to assist Resident 2 with
t;oileting, grooming, tumning, repositioning,
gssistive devices, and rehabilitation of
physical/occupational therapy quarterly and as
" | néeded.
] . :
Areview of the IDT note titled, “Resident's
Discharge Planning,” dated 8/26/19, indicated
that Resident 2 did not participate in the
discharge planning. The IDT note indicated that
the Social Services Designee (SSD) initiated the
rocess of discharge and contacted Resident 2's
previous assistive living facility.

i

®n 9/12/19 at 7:30 a.m., during an interview,
Yesident 2 stated, *| don't want to go back to that
jrt hole.” Resident 2 stated that he was not

gsked where he wanted to be discharged to.

FORM CMS-2567{02-96) Previcus Versions Obsatele Event ID: 563X12 Facility [D: CAS70000017 If continuation sheet Page & of 16
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STREET ADDRESS, CITY, STATE, ZIP CODE ]

(x49) ID
PREFIX
TAG

SUMMARY STATEMENT GF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION

(X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMSA;TEETION

TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

'Y

{F 660}

F 689
SS=E

" | that Resident 2 did not participate in his

| regarding Resident.2's discharge.

!
pontinued From page 5

Resident 2 stated that SSD came to his room and
fold him he was leaving soon and to get ready,
that even if he did not have a home, he would be
discharged.

On 9/12/19 at 7:40 a.m., during a concurrent
interview aind record review of Resident 2's
medical chart, the SSD stated that Resident 2's
discharge order was obtained prior to Resident
2's re-admission to the facility. The SSD stated”

discharge planning and that she was not aware
that the resident did not want to leave the facility.
The SSD stated that Resident 2's discharge plan
Was not appropriate.

2

©n 9/12/19 at 8:20 a.m., during an interview,
Certified Nurse Assistant 1 (CNA 1) stated that
Resident 2 required assistance with his ADL's
@nd that Resident 2 had difficulty walking at
times.

On 9/12/19 at 10:08 a.m., during a concurrent
interview and record review, the SSD was unable
to find the nurses notes and assessments

|
A review of the facllity's undated policy titled,
‘fransfer and Discharge Policy & Procedure,”
indicated that the transfer and discharge is ideally
& planned event. The policy indicated the facility
staff should handle the transfer/discharge of the
residents’ in a way that minimizes the resident's
and family's anxiety (feeling of unease or worry).
Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

{F 660}

F 689

FORM CMS-2567(02-88) Pravious Verslons Obsolete Event ID; 583X12
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R-C
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The facility must ensure that -
§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and -

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the
Tfacility’s staff failed to follow a resident's care plan
and provide supervision for two of three sample
résidents (Resident 3 and 4). Resident 3 had a
history of eloping (to leave unnoticed) from the
facility. Resident 4 was recently admitted to the
gacilily for suicidal ideation (thoughts of killing
ineself) and attempts of walking into incoming
traffic.

‘ .
These deficient practices resulted in Resident 3
leaving out on pass (OOP) and not returning to
the facility, and Resident-4 eloping from the
facility into the surrounding neighborhood
unsupervised, creating the potential for physical
&nd mental harm after not retuming to the facility.
3

%

5

jlndlngs:

= A review of Resident 3's Admission Record
(Face Sheet) indicated the resident was initially
admitted fo the facility on 7/5/19, and last
readmitted on 8/23/19. Resident 3's diagnoses
included anxiety (feeling of worry, nervousness,
OF unease), cocaine (strong addictive stimulant
drug frequently used as a recreational drug)
abuse, and altered mental status (disruption in

how the brain works that causes a change in

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE _ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY)
§o F 689
F 689 Continued From page 6 F 689 10/07/19

Immediate corrective action
Upon notification, resident 3
chart reviewed by
administrator and director of
nursing. Resident 3 has a
capacity to understand and
make decisions, see attached
H&P dated on 07/27/19 and
psychology assessment note
dated on 09/03/19.
Elopement assessment for
resident 3 scored 6 out of 8,
not at risk of elopement;
resident 3 is capable of
protecting herself.
Resident has an out on pass
order, noted on 09/06/19, see
attached OOQP order.
09/09/19 @ 11:30 am.,
resident signed out on pass
form and left, see attached
OOP form. Resident did not
return back to facility within 72
hours; and physician notified
and discharged against medical
advice, see attached policy,
AMA discharge order and
licensed note.

FORM CMS-2587(02-99) Previous Versions Obsolete
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[ ressing, greoming, and bathing).
:

pehavior).

Areview of Resident 3's Minimum Data Set
(MDS), a standardized assessment and care
gcreening, dated 8/2/19, indicated the resident
was able to make her needs known and able to
inake her self-understood. The MDS indicated
Resident 3 required of one-person physical
limited assist for activities of daily fiving ([ADL]
Self-care activities performed daily such as

Areview of Resident 3's Baseline Care Plan,
revised on 8/27/19, indicated that Resident 3 had
an uncertain discharge plan and the outcome was
fo provide three months of ancillary (wide range
of healthcare services provided) services and
treatment for tuberculosis ([T B] potentially serious
ipfectious bacterial disease that mainly affects the
lungs) disease. The staff goals included to Initiate
discharge planning process, and for Resident3 to
L:lave a safe and appropriate placement.

bl
Areview of the unsigned physician's telephone
arder, dated 9/6/19 and timed at9 a.m., indicated
that Resident 3 was able to go on Out on Pass
{OOP) for four (4) hours and as néeded,

%

A review of the facility's document tited, “Release
of Responsibility for Leave of Absence,” indicated
that Resident 3 signed the OOP leg on 9/4/19 at
11:30 a.m., and on 9/9/19 at 11:30 a.m.

J
Areview of the Multidisciplinary Team Notes
indicated the following:

f
1. On 8/30/19 at 3:05 p.m., Resident 3 left the
facility against medical advice (AMA),

4
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4 A courtesy phone cal| made to
F689 | Continued From page 7 FB89) resident’s 3 friend. Friend

10/07/19
stated “not to worry” angd ‘
resident 3 is fine, see licensed
note dated 09/13/19,

Administrator in-serviced
director of nursing and social
services designee on 10/01/19
regarding adequate
assessment, supervision and
documentation on monitoring
residents with suicidal upon
admission and facility policy for
suicidal residents, see attached
policy.

Director of nursing in-serviced
licensed nurses 10/01/19
regarding the above and policy
of suicidal residents.
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F 689 (E:ontinugd From page 8 Feeg| Identification of other 10/07/19
2. On 9/4/19 at 11:40 a.m., staff called Resident Lesidents ~
3's physician to request an OOP order for the
resident. Eleven of charts with risk of
3.0n 9/6119 at 9 a.m., a clarification of the OOP e'°.‘(’jeme"t reviewed to ensure
order indicated that Resident 3 can go on OOP residents with r isk of
for four hours and as needed. At 12:20 p.m., elopement received adequate
Resident 3 leaves the facility on OOP. supervision and assistance
4. 0n 9/9/19 at 11:30 a.m., Resident 3 leaves the dferICE. dNo other residents
facility for OOP and does not return, altected.
; : Two recent admissions
ﬁsreview of Resident 3's Elopement Risk residents’ charts with suicidal
ASsessment, dated 9/5/19, did not indicate the ideation reviewed and findin
: A gs
ef,!qpement that Resident 3 had on 8/30/19, corrected immedia tely.
On 9/12/19 at 10:34 a.m., during a concurrent
interview and record review, Licensed Viocational
Nurse 1 (LVN 1) stated that she was not aware .
that Resident 3 had left against medical advice on —
§/30/19. LVN 1 stated that after the first inciden Measure to prevent
Resident 3 should not have been given OOP feoccurrence
orders. In-service given to licensed
1 nurses and departm
b. A review of Resident 4's Admission Record on 10/01/19 bp d <.en't heads
(Face Sheet) indicated the resident was initially / Y administrator
admitted to the facility on 8/22/19, Resident 4's and director of nursing
diagnoses included suicidal ideation, paranoid regarding adequate supervision
schizophrenia (disease‘in which the mind does to residents with high risk of
:}ot agree with reality), and anxiety. elopement.
Areview of the facility's document titled, "New Elopement's assessment will
Admit Inquiry Record,” dated 8/22/19, indicated be reviewed by director of
that Resident 4 was being transferred to the nursing to ensure accuracy.
nrursing home with an admitting diagnosis of
gyicidal ideation, and history of in-and-out of
liomes/homeless.
A; review of Resident 4's care plan titled, “At Risk
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F 689 EContinued From page 9 F689] In-serviced social services 10/07/19
for Harming self,” dated 8/23/19, indicated that designee and director of
e goal was to assist Resident 4 to cope with nursing on 10/01/19 regarding
thoughts of harming self. The staff interventions following facility policy on
ihcluded to provide one-on-one supervision as . .
ibdicatedlneeded and a safe environment. suicidal resident such as
: monitoring sign and symptom;
égeview oftl;e.s'i(degt ;1’2 t;;gﬁlgn' ti‘tjlled.t o that visiting resident with suicidal
-Elopement Risk," date , indicated tha : . : :
the goal was for Resident 4 not to leave the ldea.t '?n b.y social s<.erwces .a nd
facility without asking for permission. The staff par.tlf:l.patlon of social serv Ices,
‘interventions included to follow protocol for visual activities, family and contacti ng
t;Lheck§, and notify the physician of changes in psychiatrist and physician
gondibon. | ‘ immediately if symptom noted.
review of Resident 4's Multidisciplinary )
2rogress Record, indicated late entry for 8/24/19 - Monitoring performance
at6:30 a.m., indicated Resident 4 was seen Discharge and admission charts .
leaving the facllity and getting on a public ; :
transportation bus. The progress note indicated W'“:e drevue\éveq \fveekly and as
that facllity staff attenipted to convince Resident 4 needed by administrator, )
to retum to the facility, but was unsuccessful. director of nursing and social
: - services designee for thirty
_G)n 9/12/19 at 10:08 am, duringa concurrent days to ensure compliance.
interview and record review, the Social Services Findi ilb d
Designee (SSD) stated that since Resident 3 and inding will be corrected as
-4 left the facility, they were no longér considered needed and reported to QA
Ehe facility's responsibility. committee if further action is
H
@n 9/12/19 at 10:50 a.m., during a concurrent needed.
terview arid record review, LVN 1 stated that
ghe was not aware that Resident 4 had suicidal
ideation or that she had a care plan to be
gupervised. LVN 1 stated that staff did not follow
Resident 4's care plan to be supervised.
1 .
On 9/12/19 at 11:50 am., during a concurrent
ihterview and record review, in the presence of
the Director of Nurses (DON), SSD, and Medical
Records (MR), the Administrator {ADM) stated
FORM CMS-2567(02-69) Previous Versions Obslete Event ID:563X12 Facliity [D: CAS70000017 If continuation sheet Page 10 of 16
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{F711} :Continued From page 11 {F 711} .
(killang oneself) prevention. Measure to prevent 10/07(19.
, reoccurrence
Findings: Administrator in-serviced
; : i ‘ medical record supervisor on
a. Areview of Resident 2's Admission Record : -
(Face Sheet) indicated the resident was nitially 10/04/19 regarding a physician
admitted to the facility on 7/5/19, and last visit within 72 hours of resident
readmitted on 8/23/19. Resident 1's diagnoses admission to complete a
'R?:geti sggézgaiecﬁti\égn(ci?rgnic rgental ;ondition history and physical
harac 1 Dy hallucinations and moo R .
disorder) disorder, generalized weakness, and exan?matlon ,'f the history and
tuberculosis ([TB] potentially serious infectious physical received upon
Bacterial disease that mainly affects the lungs). - admission was not completed
! . s e
by attending physician 5 days
Areview of Resident 2's Minimum Data Set . et :
(MDS), a standardized assessment and care p nor' th adr.n!ssmn.and policy of
screening, dated 7/12/19, indicated the resident physician visit, policy attached.
was able to-make his needs known and- able to .
make his self understood. The MDS indicated Monitoring performance
Resldent 2 required of one-person physical assist
for activities of daily living (fADL] self-care .
activities performed dally such as dressing, Medical record .
grooming, and bathing). The MDS indicated there supervisor/designee will audit
Was no discharge plan Initiated for Resident 2. admission within 72 hours of
/§ review of Resident 2's Baseline Care Plan, admis§|on to ensure. .
révised on 8/27/19, indicated that Resident 2 had compliance and finding will be
&n uncertain discharge plan and the outcome was’ addressed immediately by
tf; grmlrtfge three-months of ia&mgl)lary (wide razge medical director/administrator,
ar healtncare services provided) services an :
treatment for his tuberculosis diagnosis. The staff - and rfeported mon?thly times 30
goals included to Initiate discharge planning days if further action needed.
process, and for Resident 2 to have a safe and
appropriate placement.
l,)review of the unsigned physician’s telephone
yder, dated 8/23/19 and timed at 2-32 p.m.,
ifdicated to discharge Resident 2 to an
FORM cms-zsez‘ioz-ss) Previous Versions Obsolete Event [D: 563X12 Facllity tD: CA970000017 If continuation sheat Page 12 of 16
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independent living facility.

4

Areview of the dated an Interdisciplinary Team
([IDT] group of disciplines working together
towards.a common goal for a resident) note titled,
{Resident's Discharge Planning,"” 8/26/19,
Indicated that Resident 2 did not participate in the
discharge planning. The IDT note indicated that
the Social Services Designee (SSD) initiated the
pracess of discharge and contacted Resident 2's
previous assistive living facility.

On 9/12/19 at 7:30 a.m., during an interview,
Resident 2 stated, | don't want to go back to that
dirt hole.” Resident 2 stated that he was not
asked where he wanted to be discharged to.
Resident 2 stated that SSD came to his room and
told him he was leaving soon and to get ready,
and that even if he did not have a home, he would
be discharged. The SSD stated and confirmed
that Resident 2 did not have a physician History
and Physical (H/P) completed and a visit from the
physician documented in the resident's medical
chart.

On 9/12/19 at 7:40 a.m., during a concurrent
interview and record review of Resident 2's
medical chart, the SSD stated that Resident 2's
discharge order was obtained prior to Resident
2's re-admission to the facility. The SSD stated
that Resident 2 did not participate in his

ischarge planning and that she was not aware
that the resident did not want to leave the facility.
.Jhe SSD stated that Resident 2's discharge plan
yas not appropriate.

lg A review of Resident 3's Admission Record
(Face Sheet) indicated the resident was initially
admitted to the facility on 7/5/19, and last

FORM CMS-2667(02-95) Pravious Versions Obsolele . Event ID; 563X12 Facility (D: CA970000017 If continuation sheet Page 130f18 .
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Continued From page 13

readmitted on 8/23/19, Resident 3's diagnoses
included anxiety (feeling of worry, nervousness,
or unease), cocaine (strong addictive stimulant
drug frequently used as a recreational drug)
abuse, and altered mental status (disruption in
how the brain works that causes a change in
behavior). :

A review of Resident 3's Minimum Data Set
(MDS), a standardized assessment and care
screening, dated 8/2/19, indicated the resident
was able to make her needs known and able to
tnake her self understood. The MDS indicated
Resident 3 required a one-person physical limited
assist for ADLs.

j!
Areview of Resident 3's Baseline Care Plan,
ravised on 8/27/19, indicated that Resident 3 had
&n uncertain discharge plan and the outcome was
to provide three months of ancillary (wide range
of healthcare services provided) services and
treatment for her tuberculosis diagnosis. The staff
goals included to initiate the discharge planning
process, and for Resident 3 to have a safe and
appropriate placement.

1

Areview of Resident 3's H/P indicated Resident 3
Was seen by the Nurse Practitioner ([NP] an
gdvanced practice registered nurse trained to
assess patient needs, order and interpret
diagnostic and laboratory tests, diagnose iliness
and disease, prescribe medication and formulate
treatment plans) on 7/27/19. .

7 .
A review of the unsigned physician's telephone
order, dated 9/6/19 and timed at 9 a.m., indicated
that Resident 3 was able to go on Out on Pass
(OOP) for four (4) hours and as needed.

{F 711}
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A review of the facility's document titled, "Release
of Responsibility for Leave of Absence," indicated
that Resident 3 signed the OOP log. on 9/4/19 at
11:30 a.m., and on 9/9/19 at 11:30 a.m,

A review of the Multidisciplinary Team Notes
indicated the following:

1. On 8/30/19 at 3:05 p.m., Resident 3 left the
facility against medical advice (AMA),

2. On 9/4/19 at 11:40 a.m., staff called physician
to request an OOP order for Resident 3.

8. On 9/6/19 at 9 a.m., clarification of the ooP
grder indicated that Resident 3 can go OOP for
four hours arid as needed. At 12:20 p.m.,,
Resident 3 leaves the facility on OOP.

4. On 9/9/19-at 11:30 a.m., Resident 3 leaves the
facility OOP and does not return,

On 9/12/19 at 10:34 a.m., during a concurrent
interview and record review, Licensed Vocational
Nurse 1 {LVN 1) stated that Resident 3 should
have been assessed prior to requesting an COP
grder. LVN 1 stated that Resident 3 was initially
seen by the NP and not the physician and that the
facility's policy is for physicians to conduct the
first visit assessment.

én 9/12/19 at 11:50 a.m,, during a concurrent
Interview and record review, the Director of
Murses (DON) stated that she was not aware that
Resident 3 did not have a physician H/P
completed and that Resident 3 was seen by the
NP instead of the physician. The DON stated that
the policy of the facility is for physicians to
conduct their first initial visit.

}
Areview of the facility's policy, dated 1/2004 and
titted, “Physician Visit," indicated that the facility

F71
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should ensure that each resident is under the -
care of a physician selected by the resident and
the medical care is supervised by another
physician when the attending physician is
ynavailable. The policy indicated that an H/P
ghould be completed within 72 hours of
admission. NP's or clinical nurse specialist of
PA's may alternate with the physician as an
option after the initial visit.
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