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A. Attempts to contact Resident #2
F 284 | 483.20(1)(3) DISCHARGE SUMMARY F 284 ;has failed due to disconnected #
§S=D B o ' . ‘s on the residents face sheet.
When the facility anticipates discharge a resident Will send a certified letter to

must have a discharge summary that includes a
post-discharge plan of care that is developed with L L. o
the participation of the resident and his or her 'S’ sident lgretelvgng :ﬁl‘ggg;
family, which will assist the resident to adjust to one on seplember 47,

his or her new living environment, B. IDT will review all discharges
for the last 30 days and audit

charts. If there are any findings

address on face sheet, asking if

This REQUIREMENT is not met as evidenced IDT will correct and contact

by: resident & for family.

Based on medical record review and staff Completed by September 30™
interview, the facility failed to ensure the 2009.See Exhibit A Audit tool.
post-discharge plan of care addressed all C. The facility will ensure that post

services needed for 1 of 3 sample residents (#2).

The findings were: Discharge plan of care is

thoroughly accomplished by:

Review of the medical record showed the resident The Social Service Director will
was admitted to the facility on 3/16/09, was Bring discharge forms to
paralyzed from the waist down and had care morning meeting for all

needs that included wound treatments, urinary scheduled discharges for the
catheter and a colostomy. The interdisciplinary week, The Interdisciplinary

team (IDT) discharge summary for the resident
showed discharge was scheduled on 5/27/09,
and the resident would be going home. According
to the nursing services section of the summary,

Team will fill out their section
and then have nursing complete
their section. The Social

the resident would require home occupational and Service Director will review
physical therapies (OT/PT} as well as outpatient Discharge summary and

wound care for wound vac treatments. These discharge plan of care to make
needs were also identified by the physician's Sure all sections are completed
discharge order dated 5/26/08 at 3 PM. In and that all services are
addition, the section for rehabilitation services on scheduled & documented by the

the IDT discharge summary showed a note made
by the facility's occupational therapist, "May
benefit from home health therapies for transition."
The following concermns were identified with the

facility, all labs are scheduled
either by the facility or by
resident/family and is

discharge plan of care: documented; and that the
a. Review of the post-discharge plan of care disposition of all medications
showed the following areas were left btank: are documelmted Started on
August 26" and will continued.
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personal care needs, nursir]g needs, social The Staff Development
support/family system/special requests, Coordinator for the nursing staff
transportation, meals, housekeeping, and therapy . dule |
services. The only completed planning section and IDT will schedule in-
was "other”, and showed the resident was services on F“S"ha"ges and
scheduled to have outpatient wound care on documentation. By September
5/28/09 at 9:30 AM. 30™ 2009

b. The area for scheduled appointments
showed a lab test for PT/INR was due on 6/5/0%; Medical Records will bring
however, the information did not indicate whether discharge audits to QA& A
or not fhe test was schg ('jyled, . , monthly X 3, then quarterly
wasclc;l;lr:l? area for activities and leisure pursuits with sustained compliance.

d. The medications were listed: however, the
columns to indicate the disposition (sent with
resident, called in to pharmacy or prescription
sent with resident) were blank.

. Interview with the administrator on 8/26/09
revealed the family was provided with a copy of
the post-discharge plan of care to ensure
appointments and services were followed up with.

f. Interview with the social service designee
and the social services assistant on 8/26/09 at
12:45 PM revealed no documentation to show
home healih services had been planned. They
further stated the form should have been
completed.

FORM CMS-2567(02-99) Provious Versions Obsolete Event 1D: RY0311

Facility 1D: WY0005 If continuation sheet Page 2 of 2




