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F 203 483.12(a){4)-(6) TRANSFER AND DISCHARGE F 203
s5=0 REQUIREMENTS
Before a facility transfers or discharges a T e i AR
resident, the facility must notify the resident and, F 203 Transfer and Discharge
if known, a family member or legal representative Requirements
of the resident of the transfer or discharge and
the reasons for the move In writing and in a Resident # .
language and manner they understand, record CSIC ent #] no longer resides at the
the reasons in the resident's clinical record; and facility
include in the notice the items describad in
paragraph (a)(B) of this section. Residents discharging from the

Except when specified in paragraph {a)(5)ii) of facility have the potential to be

this section, the notice of transfer or discharge affected by thigﬁcgeﬂdeﬁclent
required under paragraph (a)(4) of this section practice.

must be made by the facility at least 30 days 1

before the resident is transferred or discharged. The Interdisciplinary team (IDT) and
Notice may be made as soon as practicable licensed nurses ?“n be in-serviced
before transfer or discharge when the health of ost (d#¥) regarding Transfer and
Individuals in the facility would be endangered Discharge Requirements. The

under (a){2)(lv) of this section, the resident's transfer/discharge requirements
health improves sufficiently to allow a more training will encompass resident

immediate transfer or discharge, under
paragraph (a)(2)(i) of this section; an immediate
transfer or discharge is required by the resident’s

and/or caregiver notification, the
inclusion of the reason for

urgent medical needs, under paragraph (a)(2)((i) transfer/discharge, the resident’s
of this section; or a resident has not resided in right to appeal, and the names,
the facility for 30 days. . addresses and telephone numbers for

the ombudsman, as welf as the

i 11 ified i ' .
The written notice specified in paragraph (a)(4) of protection and/or advocacy agencies,

this section must include the reason for transfer

or discharge; the effective date of transfer or if appropriate. The medical record
discharge; the ocation to which the resident is documentation requirements for
transferred or discharged; a statement that the transfer/discharge will be included in
resident has the right to appeal the action to the this training,

State' the name, address and telephone number
of the State long term care ombudsman; for
nursing facllity residents with developmental 1-4_20081
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This REQUIREMENT is not met as evidenced
by:

Based on medical record review, facility policy
review, and staff interview, the facility fail to
provide a wrilten notice as required for one (#1)
of one sample resident who the facility
discharged. The findings were:

Review of nurses' notes dated 7/8/07 for resident
#1 revealed the resident left the facility after
combative aggression toward staff and residents.
Staff documented the resident's family member
was nolified by phone that the resident could not
return due to safety concerns for staff and other
residents. Social service notes dated 7/9/07
documented the resident had an episode of
agltation and aggression and. could not return
"without admin. [administrator] permission.”
Review of the facility policy titled, "Transfer &
Discharge", dated June 2007, #0P2 0209.00,
revealed it defined "discharge" as moving the
resident to a non-instituticnal setting such as
home, or discharge without expectation of return
and transfer as "return anticipated.” It
documented that when a resldents's urgent
medical needs require more immediate transfer
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disabllities, the mailing address and telephone
number of the agency responsible for the
protection and advocacy of developmentally
disabled individuals established under Part C of
the Developmental Disabilities Assistance and . Lo L ~
Bill of Rights Act; and for nursing facility residents Lo .
who are mentally ill, the mailing address and The Interd.lsmpl.mmjy Team_wlll
telephone number of the agency responsible for review each resident’s medical
the protection and advocacy of mentally ill record prior to discharge and
:&INldualsfestrabllsthlflad[ﬁr;:g_rv }gﬁali‘sr%t\iftlon and - document a summary of the
vocacy for Mentaly ! ' " information related to the resident’s
notification and preparation for

~ discharge.

The Health Information manager will
conduct an audit of discharged
residents medical records. The
Health Information Manager or
designee will report the trended
results of the audits to the QA&A
committee monthly for review and
recommendation for further action.
The QA&A committee will continue
monthly reviews of this information
for three months or until the
committee determines that the
facility has maintained compliance
with this regulatory requirement.
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or discharge, the facility would provide notice, F283 Discharge Summary
which included reason for transfer/discharge,
=1 residentrights information, and advocacy . . |
information, as soon as practicable. Interview nﬁSld' cent #2-nofonger resides at-the T
with the administrator on 11/19/07 al 3:27 PM facility.
revealad the facility refused to accept the
resident back due to safety concerns for staff and Residents discharging from the
othfar residents. The administrator stated the facility have the potential to be
resident was not given a 30 day notice due o the aff by the-a deficient
urgent need to remove the resident from the ected by the-alteped deficien;

facility. During a second interview on 11/21/07 at practice.
10:17 AM the administrator confirmed neither the
resident nor family received written information
with regard to the reason for discharge, right to
appeal, or advocacy information.

F 283 483.20()(1)8(2) DISCHARGE SUMMARY F283 The Interdisciplinary Team and
§5=D licensed nurses will be in-serviced
When the facility anticipates discharge a resident en-{date) regarding the discharge
s ave 2 dihargo uminary it e roqurements oror o dischares), o
0 y; . 4 e
summary of the resident's status to include items include ?recap;nﬂanon of the .
in paragraph (b}2) of this section, at the time of rcmde:%t s stay, a fioal summary o
the discharge that is available for release to the resident’s status and a post-
authorized persons and agencies, with the discharge plan of care which is then
consent of the resident or legal representative, given the resident and/or caregiver,
as well as all other agencies planning
This REQUIREMENT is not met as evidenced to assist the resident following
by: discharge.

Based on medical record review and staff
interview, the facility failed to complete a
recapitulation of stay for one (#2} of one sample
resident who was discharged to home, The
findings were;

Review of the medical record for resident #2
revealed social service notes dated 7/11/07 in
which the plan for discharge was for the resident
to return home. Nurses' notas dated 7/25/07 at 6
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which the plan for discharge was for the resident
to refurmn home. Nurses' notes dated 7/25/07 at 6
PM documented the resident was discharged to
home with discharge instructions "given”, The
notes documented the resident was on 2 liters of
oxygen at the time of discharge, However, there
were no details provided in the note regarding a
plan of care. Review of the facility policy titled,
"Transfer & Discharge”, dated June 2007, #0P2
0209.00, showed when a planned resident
discharge occurred, a post-discharge plan would
be developed prior to the resident discharge.
Interview with the administrator on 11/21/07 at

will conduct an audit of discharged
resident’s medical records. The
Health Information Manager or
designee will report the trended
tesults of the audits to the QA&A
committee monthly for review. The
QA&A committee will continue
monthly review of this information
for three months or until the
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F 283 Continued From page 3 . e y F283 The Interdisc_:ip]'m' T . resi deﬁf,
PM documgnted the resi entf.vas ischarged to and/or caregiver will review the
home. Review of documentation failed to reveal a resident’s leted dischar
recapitulation of stay. Interview with the completed discharge plan
administrator on 11/21/07 at 10:55 AM reveatled ofrfare. The recapitulation of the .
staff review of the record failad to find a resident’s stay, a final summary of
recapitulation of stay. the resident’s statns and a post-
F 284 483.20()(3) DISCHARGE SUMMARY F284  discharge plan of care will be
55=D doc : . 2 .
When the facility anticipates discharge a resident "rﬂlen.[thed i the resident’s medical
must have a discharge summary that includes a record. lhe pqﬂdlmhmge plan of
post-discharge plan of care that is developed with care will describe the resident’s and
the participation of the resident and his ar her family’s preferences for care, how
L"‘fm”YthhiCh wii-ll iassist the resid:ant to adjust to the resident and family will access
is or her new living enviranment. community based ices and how
the resident’s care should be
This REQUIREMENT is.not met as evidenced coordinated if his or her continuing
by: treatment involves multiple
Based on medical record review, facility policy caregivers. This documentation,
review, a‘nd staff interview, the facility failed to information related to dischargc will
ensure discharge care planning occurred for one be mad i1ab] -
(#2) of one sample resident with a planned Thade available to the regldent,
discharge to home. The findings were: caregivers or other appropriate
agencies.
Review of the medical record for resident #2
revealed social service notes dated 7/11/07 in The Health Information M er
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10:55 AM reveal the medical record did not have
a discharge plan of care,
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committee determines that the
facility has maintained compliance
with this regulatory requirement.

1.4-2008

family’s preferences for care, how
the resident and family will access
community based services and how
the resident’s care should be
coordinated if his or her continuing
treatment involves multiple
caregivers. The resident’s needs
after discharge, such as personal
care, sterile dressings, therapy,
medication regime, and educational
needs are also included in the post-
discharge plan of care to assist the
resident to adjust to his or her new
living environment. This
documentation, information related
to discharge, will be made available
to the resident, caregivers or other
appropriate agencies.”

The Health Information Manager
will conduct an audit of discharged
resident’s medical records. The

Health Information Manager or
designee will report the trended
results of the audits to the QA&A
commitiee monthly for review. The
QA&A committee will continue
monthly review of this information
for three months or until the

A

Resident #2 no longer resides at the
facility.
Residents discharging trom the
facility have the potential to be
affected by the alleged deficient
practice,

The Interdisciplinary Team and
licensed nurses will be in-serviced
on {date) regarding the discharge
requirements (prior to discharge), to
include a recapitulation of the
resident’s stay, a final summary of
the resident’s status and a post-
discharge plan of care which is then
given the resident and/or caregiver,
as well as all other agencies planning
to assist the resident following
discharge.

The Interdisciplinary Team, resident,
and/or caregiver will review the
resident’s completed discharge plan
of care. The recapitulation of the
resident’s stay, a final summary of
the resident’s status and a post-
discharge plan of care will be
documented in the resident’s medical

record. The post-discharge plan of " ""f";::::\

care will describe the resident’s afd 1 ~F A
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