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EQ00 Initial Comments EC00
A COVID-18 Focused Emergency Preparedness
Survey was conducted onsite 11/10/2020. The
facility was in substantial compliance with 42
CFR Part 483.73 emergency preparedness
regulations, and has implemented The Centers
for Medicare & Medicaid Services and Centers
for Disease Control recommended practices to
prepare for COVID-18.
The census in this 44 certified bed facility was
27 at the time of the onsite survey.
FOOO INITIAL COMMENTS FOoO
Westminster at Lake Ridge Is filing this Plan of
Correction (FOC) for the purpose of regulstory
An unannounced COVID-19 Focused Infection | compiiance.
Control survey and Abbreviated (complaint) |
survey, was conducted 11/10/2020. Corrections This Center is submitting this POC to comply with
are required for compliance with 42 CFR Part Tl e e ot
483 Federal Long Term Care requirements. remain compliance with all Federal and State
regulations, the center has taken or will take the
actions set forth in the following POC. The following
plan of comections constitutes the Center's allegation
of compliance such that all alieged deficiencies cited
have been or will be commected by the dates indicated.
Corective action will be accomplished for all residents
who could be affected by the alleged deficient practice
as follows:
FB60: Discharge
Pianning
Process GFR(s):
483.21 {e) (1) (i)
(ix)
1.) What commective action will be accomplished for
those residents found to have been affected by the
deficient practice?
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F/880| Continued From page 1 F880| Corrective action will be
of residents to be active pariners and effectively . :
transition them to posi-discharge cars, and the :::ﬁ?ﬁmbﬂl:hﬂﬁ ::'; El:r :ﬁiﬁ:};ﬂ:hﬂ
reduclion of factors leading to preventable A :
readmissions, The facilily's discharge planning deficient practice as follows:
procass must be consistent with the discharge
rights set forth al 483.15(b) as applicable and.
(1) Ensure that the discharge needs of each a)The discharge care plan (CP) for all | 45,97,
f;g;m”:f::fm“;‘;xﬂ';:“; o residents was reviewed and or 2020
resident. updated on 11/25/2020 through
(i) Inchucie regular re-evaluation of residents to 12/07/2020. . _
identify changes that require modification of the b) The IDT team reviewed discharge
discharge plan. The discharge plan must be plans at the morning meeting 5-6
updated, as needed, fo reflect these changes, daily until all residents in house were
(i) Involve the interdisciplinary team, as defined completed
::]" 54:;-21 ﬂzj.["";]:' ﬂﬁp?ﬂﬁbiﬂﬂ process of c)The Social Services Direclor or 121317
eveloping ischarge plan, ; i
(iv) Consider caregiver/support person availabiiity dESIQI:H!a shall be responsible for 2020
and the resident's or caregivers/support checking and or updating discharge
person(s) capacily and capability to perform plans,
| required care, as part of the idenification of d) The discharge plan summary shall 12031/
! ?:fharlﬂﬂ J:::ds- P B be completed by the LCSW as 2020
mvalve resident and residen : f
rapresantative in the development of the ::ﬂ%ﬁ? ;E:trngitc ;E; ?:t forth at
discharge plan and Inform the resident and tad, , :
resident representalive of the final plan. Westminster's Lake Ridﬂ? policy.
(vi) Address the resident's goals of care and e) The ADON and or designee shall
treatment preferences, in-service IDT team and RN staff on 12131/
h:i} t:;f“-’"-mf HW: - resident hﬁ;“ﬂ&:fﬂﬁkﬂﬁ the Westminster Lake Ridge 2020
=1l air intarest in recening in o R nni s UII i
regarding returning to the community. discharge planning proces i
(A} W the resident indicates an interest in returning
1o the community, the facility must document any
referrals 1o local contact agencies or other
approoriale entities made for this purpose, {
(B) Facilifes must update a resident's !
comprehensive care plan and discharge plan, as
appropriate, In respanse to Information received
|
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The health center (HC will ) identify other
F 680 | Continued From page 2 F 850 residents having the potential io be )
from referals to focal contact agencies or other affected by the alleged deficient practice
appropriate entities. and whal corrective action will be taken.
(C) If discharge to the community s determined
to not be feasible, the facility mus! document whe All residents have the patential to be
mada the deferminalion and why. affected. All residents with dischargs
{viil) For residents who are fransferred to another plans within the past 30 days will have 12131/
SNF or who are discharged to a HHA, IRF, or their care plan reviewed and updated if | 2020
LTCH, assist residents and their resident necessary with appropriate interventions.
repressnialives in selecting a post-acute care
provider by using data that includes, but is not All exisling measures will be reviewed
patient assessment data, data on quality changes if any will be ,made to ensure 2020
Measuras, aru:_ data on resource use to fhe extent that the alleged deficient practice does |
the data Is available. The facility must ensure that not recur
0 posl-acitis care sindandzad petient Licensed staff will be re-educated on |
assessment data, dala on quality measures, and : :
1 ; updating the discharge care plan during |
data on resource use is relevant and applicable to i
the resident’s goels of care and treatment the IDT review and whenever necassary f
preferences. IDT team will review all discharges at
(ix} Document, complete on a timely basls based scheduled n_1wni,_ng meeting to evaluate
on the resident’s needs, and includa in the clinical that appropriate interventions have been
record, the evaluation of the resident's discharge added to the care plan. [
needs and discharge plan. The results of the ; _ . ,
evaluation must be discussed with the resident or 4. The corrective action will be monitared
resident's representative. All relevan! resident to ensure the alleged deficient practice | 7!
| information must be incorporated into the will not recur, 2021
discharge plan lo facilitate its implemantation and All residents pending discharge will have
to avoid unnecessary delays in the resident's their discharge care plan audited by
dischargs or transfer. _ LCSW or designee for updated
This REQUIREMENT s not me! as evidenced interventions weekly for 4 weeks ,and 2
oy per week thereafter for 2 months. Results
Based on staff interviews, clinical record review, of audits will be reviewed by the quality
facility documentation review. and in the course assurance leam 1o determine ongoing
of a complaint investigation, the facility stalf failed
audit schedule. '
to ensure post-discharge needs and services
were in place for 1 resident (Resident #1) ina |
sample size of three residents. | 5. a) All corractive action shall be
For Resident #1, the facily stafffailed to onswe | complelad an or before 1/7/2021
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Confinued From page 3

the availability of a caregiver for
assislance/supervision with standingfambutation
in her apartment on the day of discharge,
D8/30/2020.,

The findings included;

Resident #1 was admilted to the facility on
08/01/2020 and discharged on 09/30/2020,
Diagnoses for Resident #1 included but are were
not limited to diabetes, chronic obstructive
pulmonary disease, and dementia. Resident #1's
Minimum Data Set (MDS) with an Assessment
Reference Date of 09/08/2020 was coded as an
admission assessmeni. The Brief Interview for
Menlal Sialus was coded as "15" out of possible
*15°, Indicative of intact cognilion. Functional
slalus for ransfers was coded as requiring
extensive assistance from staff with 2+ persons'
physical assistance for support. "Walk in Room®
was coded as limited assistance and one person
physical assistance for suppont,

On 111072020, the closed clinleal record was
reviewed,

A soclal worker note written by Employee D, the
social worker, dated DW29/2020 at 2:40 P,M.
documented, “Discharge note: Home health care
FTIOT [physical therapyloccupational therapy]
and nursing has been arranged for [Resident #1)
with [agency name]. She will return lo her
apardment lomorrow September 30th. Therapy is
conducting a home salety assessment this
afternaon. Witer spoke briefly with her daughter
[nama] and reviewad the above plans with her.
The home care company name and number will
be provided to [Resident #1].°
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The occupational discharge surmary dated
DB/ZB/2020 al 5:22 P.M. under the header,

"DIC Recs" [discharge recommendations)”, it was
documenied, "Discharge Recommendalions:
rollator, HHOT [home health cccupational
therapy], HEP [home education program], AM/PM
careglver.”

A nurse's discharge note deted 09/30/2020 at
2:33 P.M. documentad, “Patient was admilted
from [hospital name] to [facility name] for rehab,
with diagnosis of diarthea, dizziness. Palient
parlicipated well with therapy and nursing with no
selback, Patient received current medication list,
left over of [sic) medications, copies of
discharged summary from [facility], copies of
discharged summary from [hospital name), care
plan. Advanced directives sert with resident and
will continue to home with HHA [home health
aide], PT [physical therapy], OT [occupational
therapy], Aide, DME {durable medical egquipmant).
Education provided to patieni on disesse
process, adminisiration of medications, and
adverse reaclions to medications, patient
understood teaching, nurse ask if there is any
further questions or clarifications needed, Patlent

| slated no questions, slated that she understood's

[sic] what was explained. On 02/30/20 at

| 14:45hrs [2:45 P.M.] patient was discharged from

1 [facility), departed facility safely accompanied by

CMNA [cerified nurse assistant].”

The physical therapy discharge summary dated
093012020 at 2:18 P.M. under the header, "STG
#2.0 [short-term goal #2] - met on 081 7/2020"
documernted, "Patient will parform sit to stand
{ransfers and simulated car transfers with SBA
[stand-by assist] demonsirating safe techniques.”
Under the sub-header, "Baseline (08/04/2020)", it
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Continuad From page 5

was decumenled, "Min A/CGA [minimum
assisiconiact guard assisl.” Under the header
“Status/Prior Living/Discharge” and sub-header
D/C [discharge] Location" it was documented,
"Patient discharged to resident at ILF
lindependent living facility]. Under the
sub-header, "Assistance/Support o be Provided”,
it was documented, "AM assistance/caregiver
available." Under the header, "Discharge
Recommendalions and Status” and sub-header,
"DIC Recs [discharge recommendations]’, it was
documented, "0/C to selfffamily care.
Recommended home health or out-patient PT
[physical therapy] for continued strengthening in
order lo achieve PLOF [prior level of Tunction].”

The physician's discharge summary dated
09/30/2020 under the header "Musculoskeletal
selected the oplion "unsteady gait ©

On 1112/2020 at approximately 12:55 P.M., an
interview with Employee D, the social worker, was
conducted. When asked how long she had been
working al the facility, Employee D staled she had
been working at the facility since September 14ih
{2020), Employes D verifled she Is the only social
worker working &t tha skilled facility, When asked
about her general process for discharge planning,
Employee D stated that she ensures they (tha
Residents) have the services they need.
Employee D stated that she'll make

arrangements for personal care assistants if
thal's nesded, When asked if she follows up 1o
ensure senices are in place, Employee D stated
that “it is my normal practice to follow up.” When
asked within what period of ime would do a
follow-up, Employee D stated that it depends on
the situation. When asked about follow up if a
resident needed home heallh services, Employee
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D staled she would make sure that home health
services had come by the following week but
"usually tha day after discharge.” When askad
about Resident #1, Employes D slated thal she
“vaguely” remembers Resident #1. Employse D
stated Resident #1 was in the skilled facilily and
returned to her apariment in independent fiving.

Employee D then referred to her discharge note
dated 09/29/2020 and sialed that Resident #1
had home health services. When asked why
Resldent #1 needed home health sarvices,
Employee D slated she did nof know Resident
#1's diagnosis but that she was dischargad with
home health, physical therapy, and oscupational
therapy services. When Employee D was asked if
she did a follow-up fo ensure all equipment and
66rvices were in place, Employee D stated "l did
not foliow up.” When asked why a follow-up
wasn't done, Employee D sizied that she thought
"others" were going o do the follow-up.

On 1110/2020 at approximately 1:30 P M., an
interview wilh Employes E, the Directer of Rehab,
was conducted. When asked aboul Resident #1's
functional ability, Employee E referred (o the
clinical record and stated that at baseling,
Resident #1 was able lo stand and walk 10 feat
with contacl guard assist. When asked if
Resident #1's functional abllity improved prior lo
discharge, Employes E stated yes. Employee E
then stated thet Resident #1 required stand-by
assis! 1o stand and supervision/contact guard
assisl lo ambulate 200 feet with a fror-wheeled
walker. When asked aboul therapy
racommendations, Emplayec E staied that
therapy recommended home health, physical
therapy, occupational therapy, and an A M./P.M.
careglhver,
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When asked who coordinates the services
needed for home, Employee E stated "the social
worker,” When asked how therapy
recommendations are communicated, Employee
E slated that they verbally tell the resident and the
interdisciplinary team. In reference to Resident
#1, Employee E slated thal she notified the
interdisciplinary team of discharge
recommendations for Resident #1, When asked
who was on the team, Employee E stated the
social worker, the MDS Coordinator, and a
nursing representative.

On 11110/2020 at approximately 1:55 P.M., an
interview with Employee G was conducted,
Employee G stated that her role is Director of
Clinical Services, the nurse that oversees privale
pay cases for [oulside company name].
Employee G slated thal she spoke with Resident
#1 and Resident #1's son prior to Resident #1's
day of discharge (08/30/2020). Employee G
stated thal Resident #1 and Resident #1's son
indicated Ihey would be needing home care
services after discharge from the skilled facility.
Employee G also stated that the first home visit
occurted on 10/01/2020 after Resident #1 called
her. When Employee G was asked if she had any
communication with the fecility social worker
peraining lo the day of discharge and what
services were nesded, Employee G stated no.

On 1110/2020, the facility s1aff provided a copy
of a document entitled, "Post Dischargs Plan of
Care." Under the Seclion enlitled, "Therapy
Instructions" completed by Employes E, tha
Directer of Rehah, daled 08/30/2020 at 11 16
AM., the following sub-headers and selections
inciuded but not limited to: “Transfers:

F 880
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Supervision; Toileling: Supervision; Other
Pracaulions: Balance concerns, should have
supenvision.” Under the Sectlion entilled,
"Sarvices Needed" completed by Employee D,
the social worker, dated 09/30/2020 at 11:56
AM., the following sub-headers and selections
were documented: "Home Health Agency [agency
name|; Privalz Duty Care Agency [agency name]:
Fallow-up Appointments: See your Primary
Physician within 7-10 days from discharge & take
this farm with you.* Physical therapy,
occupational therapy, medical equipment, and
physiclan sppointments were not
selecledicompleted,

The facility slaff provided a copy of their policy
entitied, "Discharge Summary and Plan.” Seclion
1 documented, “When the facility anticipetes a
resident's discharge to a private residence ..a
discharge summary and a post-discharge plan
will be developed which will assist the resident lo
adjust to his or her new living environment.”
Under Seclion § entitled, "The post-discharge
plan will be developed by the Care
Planning/Interdieciplinary Team with the
assistance of the resident and his or her family
and will include" subpart (b) documented,
"Arrangemenis that have been made for follow-up
care and services.”

On 1110/2020 at approximately 5:30 P.M., the
administrator was nofified of findings.

F 80

FORM CMS- 258702 b0 Previowt Verdions Obsolele

Event iD: BOMIN

Facility 1D WAO2635

It continustion shes! Page & of 2

RECEjvep
DEC 28 2099
VDHJULC



