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_)\\]A The resident’s health improves sufficiently te
allow & more immediate transfer or discharge,
under paragraph (a)(2)(i) of this section;
An Immedlate transfer or discharge is required
by the residents urgent medical needs, under
paragraph (a)(2)(ii) of thls section; or ,
A resident has not resided in the facility for 30
days.
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Contents of the notice. The written notice
specified in paragraph (a){4) of this section must
include the following:

The reason for transfer or discharge,
The effective date of fransfer or discharge;

The location to which the resident is transferred
or discharged,

A staternent that the resident has the right to
appeal the action to the State;

The name, address and telephone number of the
State long term care ombudsman;

For nursing facllity residents with developmental
dlsabilities, the mailling address and {elephone
number of the agency responsible for the
protection and advocacy of developmentally
disabled Individuals established under Part C of
the Developmental Disabilities Assistance and Bill
of Rights Act; and :

For nursing facility residents who are mentally ill,
the malling address and telephione number of the
agency responsible for the protection and
advocacy of mentally il individuals established
tnder the Protection and Advocacy for Mentally
i Individuals Act.

This REQUIREMENT Is not met as evidenced
by:

Based on staff and resident interviews, and
review of facliity records and medical records, the
facllity failed to notify one of one sample resident
(#163) of discharge, the reason for discharge,

F 203
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and falled to give advance notlce of that
discharge. In addition, the facllity failed to ensure
the resident had Information refated to the right to
appeal and advocacy contacts. The findings
were:

Review of the facility's admission, transfer and
discharge log revealed resident #163 leit the
facilty on 4/28/05 at 2 PM for a hospital
admiasion. The log then documented on 5/3/05
(no time) "Gave up Bed," Interview with the
director of nursing (DON) on 8/14/05 at 1:27 PM
revealed the resldent's medical care was {00
complicated, the facility could not meet his
medical needs, it took too much time and staff,
and therefore, the resident had not been
re-admittad, The DON could not state what care
the resident now required, or how the resident’s
care was different than before, Interview with the
assistant adminlstrator on 6/14/05 at 1:26 PM
revealed when facility residents required
hospitallzation, the bed was Just held for the
resldent as long as the faeility had space
avallable. Inferview with the assistant
administrator and DON on 6/14/05 at 1.27 PM
revealed the facility did not have a transfer or
discharge policy. The following concerns were
noted related to the resident's discharge from the
facility:

a, Medical record review revealed a
notification of resident's rights, signed by the
resident on admission, and dated 3/25/05, The.
décument stated the resident had the right to be
notified of discharge and the right not to be
discharged unless: Services were no longer
neaded; Other residents were in danger: OQr, lack
of payment for services. Social service notes
dated 5/3/05 (no time) revealed the resident was
at the hospital and the faciiity administrator
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decided not to accept the resident back. The
notes revealed the decision was based on the
resident's behavior, refusal for freatment, and the
resident was "too medically complex.”

b. Review of the physician's discharge
summary dated 5/9/05 documented the resident's
condition on discharge was "stable" and the
faclity ‘refused readmission after acute hospital
stay.” Interview with the physician on 6/15/05 at
2:41 PM revealed the resident had "No
fundamental change in medical status." The
physician state the resident had been admitted i
the hospital for stabilization of & resplratory
problem and the facility refused to take the
resldent back. The physiclan stated there was no
medical reason for why the resldant had not
refurned. ,

c. Interview with the soclal service director on
6/15/06 at 9:43 AM revealed the disclssion to
discharge was made by the facility hecause the
resident was "too medically complex," The
director stated that when the resident left for the
hosgital, the facility and tha resident anticipated
the resldent would returty to the facility. The
| decision not to ief the resident return was made
"the following week." The director stated the
resident was not told of the facllity's decision; the
hospital soclal worker and the resident's parents
were told. The director stated the resident and the
resident's parents were never notified in writing of
the discharge or the right to appeal.

d. Interview with the resident on 6/18/05 at
2:45 AM revealed he/she was never informed by
the facllity of their intent to discharge and he/she
had never received any verbal or written
fhformation. The resident stated it was the
hospltal and his/her parents who had informed
the resident, The resident further stated that
hefshe had been in and out of the hospital several
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"'m without a home,”

times and each time had anticipated hefshe
would return to the facility and had returned, This
time was no different for the others. The resident
 stated feelings of being "let down" and stated,
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