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NORFOLK HEALTH AND REHABILITATION CENTER

|
| |
| L
Z !
F ooof INITIAL COMMENTS |
\

| An unannounced Medicare/Medicaid abbreviated | ‘ .
survey was conducted on 7/2/20 and 7/6/20. One
complaint was investigated during the course of |
| survey. Corrections are required for compliance |
| with the following 42 CFR Part 483 Federal Long |
Term Care Requirements. I
| !
| |

' The census in this 180 certified bed facility was

- 133 at the time of survey. The survey sample
consisted of one closed record review, Resident | |

| #1. |

F 656 ! Develop/Implement Comprehensive Care Plan | F 656! 7123120

§S=D | CFR(s): 483.21(b)(1) } .

' §483.21(b) Comprehensive Care Plans | ‘

' §483.21(b)(1) The facility must develop and ‘ |

' implement a comprehensive person-centered

 care plan for each resident, consistent with the | |

| resident rights set forth at §483.10(c)(2) and | |

| §483.10(c)(3), that includes measurable , |

| Objectives and timeframes to meet a resident's | |

- medical, nursing, and mental and psychosocial 1

' needs that are identified in the comprehensive ‘
assessment. The comprehensive care plan must
describe the following -

| () The services that are to be furnished to attain

' or maintain the resident's highest practicable

| physical, mental, and psychosocial well-being as

‘required under §483.24, §483.25 or §483.40; and

' (ii) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not

‘ provided due to the resident's exercise of rights | |

| under §483.10, including the right to refuse e

| treatment under §483.10(c)(6). ‘

' (iii) Any specialized services or specialized \ ‘

! rehabilitative services the nursing facility will

provide as a result of PASARR

] |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 07/20/2020

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its ‘

‘ rationale in the resident's medical record.

| (iv)In consultation with the resident and the
resident's representative(s)- '

' (A) The resident's goals for admission and ‘
desired outcomes.

' (B) The resident's preference and potential for ‘

future discharge. Facilities must document w

\ whether the resident's desire to return to the 1
community was assessed and any referrals to

| local contact agencies and/or other appropriate |

| entities, for this purpose. ‘

| (C) Discharge plans in the comprehensive care

' plan, as appropriate, in accordance with the

| requirements set forth in paragraph (c) of this

' section. ‘

| This REQUIREMENT is not met as evidenced |
by:

| Based on staff interview, clinical record review

i and facility document review, facility staff failed to

| develop a complete comprehensive care plan for

' one of one residents in the survey sample,

The statements made in the following

and do not constitute an agreement with
the alleged deficiencies nor the reported
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F 656 Continued From page 1 . F 656‘

‘ Resident #1.
' The findings included:

| Resident #1 was admitted to the facility on

' 1/13/20 with diagnoses that included but were not

| limited to Parkinson's disease, falls at home, and
dementia. The resident was discharged on

| 4/21/20.

| Resident #1's most recent MDS (minimum data

‘ set) assessment was a discharge assessment

| with an ARD (assessment reference date) of

| 4/21/20. Resident #1 was coded as being

- severely impaired in cognitive function scoring 99
' out of possible 15 on the BIMS (Brief Interview for

conversations and other information cited
in support of the alleged deficiencies. The
facility sets forth the following plan of
‘ correction to remain in compliance with all
| federal and state regulations. The facility
| has taken or will take the actions set forth
in the plan of correction. The following
plan of correction constitutes the facilityCs
allegation of compliance. All alleged
~ deficiencies cited have been or will be
corrected by the date or dates indicated.

} plan of correction are not an admission to
|
|
\
\
|

! F656

1. Resident #1 was discharged from the
| facility on April 21, 2020.
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Mental Status) exam. Resident #1 was coded in
' Section G (Functional Status) as needing
extensive assistance from one person with bed
mobility, dressing, and eating; total dependence
on staff with toileting, personal hygiene, and
bathing; and an "8" was coded under walking on
' and off the unit and locomotion on and off unit
indicating that the resident did not walk or move
| during the seven day look back period. An "8"
| was also coded for transfers; indicating that
' Resident #1 did not transfer between surfaces
(including to or from: bed, chair, wheelchair,
standing position etc.) during the seven day look
back period.

Review of Resident #1's admission MDS with an
' ARD of 1/20/20, documented Resident #1 as
requiring extensive assistance from two or more
staff with bed mobility and transfers; and
extensive assistance from one staff with
locomotion on and off the unit. Resident #1 was
coded as not walking during the seven day look
back period. Section "O" of the MDS titled,

' services. Section V (Care Area Assessment

triggered care area "05: ADL (activities of daily

 living)/rehabilitation potential," that this care area

| would be documented on Resident #1's care
‘ plan.

| Review of Resident #1's physical therapy notes
| revealed physical therapy was initiated on
- 1/14/20.

- Review of Resident #1's PT discharge summary
dated 2/1/20 documented the following for

"Special Treatments, Procedures, and Programs |
revealed that Resident #1 was to receive physical |
- therapy, occupational therapy and speech therapy‘

Summary) (CAA) of the MDS; documented under |

ensure that the care plan reflects the
residentl /s preference and potential for
discharge.
| 3. The Discharge Planner and
‘ Interdisciplinary Care Plan Team were
educated to include a care plan to reflect
the residentOs preference and potential
| for discharge in the comprehensive plan
| of care. |
' 4. The Unit Manager will monitor the
inclusion of a care plan to reflect the
resident(]s preference and potential for
discharge in the comprehensive plan of
care during the residentds
admission/quarterly care plan meeting.
5. Results of the monitoring will be
presented to the Quality Assurance
Committee for review and
| recommendation.
6. Completion date: July 23, 2020
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transfer status: "Transfers: inconsistent with

| transfers/varied from min A (minimal assist) to

| contact guard assist (Therapist has 1 or 2 hands

| on resident's body but provides no other

| assistance) (1)...Standing balance: Retropulsion

| (tendency to walk backwards) (2) causing need

| for CGA (contact guard assist)/UE (upper

| extremity) support...Distance Level Surfaces

} (ambulating): limited ability to consistently
participate in gait training skilled interventions in
this reporting period. Max distances in this

| reporting period: ...2/1 (2/1/20) 167" (feet) with

| min A and front wheeled walker with increased

| assist due to toe walking...W/C (wheelchair

' mobility): Discharge 2/1/20: 100 feet Min (A)

| assist...Pt (patient) utilized BLE (bilateral lower

| extremities) with occasional BUE (bilateral upper

“extremities). limited ability to follow

‘ commands/sequencing related to W/C mobility
training. Pt reported that he didn't want to be
instructed in W/C (wheelchair) training as he just

| wanted to walk...Goal: Patient will safely

' ambulate 150 using no assistive device.

| Discharge: 2/1/20 Distance in feet; N/A (not

- applicable) Comments: Dependent...Pt (patient)

| and caregiver training: "Instructed patient and
primary caregivers in compensatory strategies,

| energy conservation techniques, positioning

| maneuvers, proper body mechanics, safety

| sequencing techniques, safe transfer techniques,

' safety precautions and use of assistive device(s)

| in order to increase safety and decrease need for |

- assistance...Discharge Recommendations: may

benefit from HHPT (Home Health Physical

| Therapy) in familiar home environment. Not

| clarified at this time should pt remain LTC (Long

| Term Care) or return home (limited support from
| sister, had HH (Home Health aide at PLOF

| (patients level of function)."
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F 656 Continued From page 4

' Review of Resident #1's comprehensive care
plan dated 1/13/20 and revised 4/21/20
documented the following: "The resident has an |
| ADL self-care performance deficit r/t (related to)
' Dementia. Goal: The resident will improve current
' level of function through next review date.
| Interventions: Dressing: The resident will need
“ extensive assistance of staff. Eating: The i
{ resident will need extensive assistance from
staff." There was no evidence that Resident #1's
care plan addressed his transfer and ambulation
| status.

| On 7/2/20 at 2:55 p.m., an interview was i

' conducted with RN (registered nurse) #1, the unit |

- manager. When asked if she could remember

| Resident #1's transfer and other mobility status,

| RN #1 stated that Resident #1 was dependent on ‘

| staff with all ADLs. RN #1 stated that Resident #1 |

| could transfer with staff assistance out of bed and |

| into his chair and vice versa. RN #1 stated that

' she never recalled Resident #1 ever walking. \

- When asked if ADL status should be documented |

- on the Resident's care plan, RN #1 stated that it
should. RN #1 looked at Resident #1's care plan

i and confirmed that only dressing and eating |

| status were on the care plan. RN #1 stated that |
transfer and ambulation status were "usually on |

 the care plan." ‘

‘ \

| On 7/6/20 at 12:28 p.m., an interview was
conducted with ASM (administrative staff .
| member) #2, the DON (Director of Nursing). !
' When asked who was responsible for developing |
' the comprehensive care plan, ASM #2 stated that |
herself, the ADON (Assistant Director of Nursing), |
' the unit managers and the charge nurses were all
| responsible for creating and revising resident |

|

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VEOQ11

Facility ID: VA0172

If continuation sheet Page 5 of 21




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/23/2021

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
495210 2. bl 07/06/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
NORFOLK HEALTH AND REHABILITATION CENTER LD SRR
NORFOLK, VA 23504
X410 | SUMMARY STATEMENT OF DEFICIENCIES | D ‘ 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) i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
j r DEFICIENCY)
[} |
| | |
F 856 | Continued From page 5 F 656 |

 care plans. When asked if care area }
| "ADL/rehabilitation potential' was triggeredona
' Resident's CAA (Care Area Assessment) and it
' was checked to be care planned, if ADL status
- should be documented on the resident's care
plan, ASM #2 stated that it should. When asked
what an ADL care plan consisted of, ASM #2
' stated that an ADL care plan would include how
| many staff were needed to assist the resident |
| with dressing, eating and bathing. ASM #2 j
' stated,"Stuff like that." When asked if items such |
‘as locomotion, transferring, and ambulation
\ should be on the Resident's care plan for ADL
- status; ASM #2 stated that she would have to ask |
| corporate. When asked the purpose of the care |
5 plan, ASM #2 stated that the care plan was the
' plan of care for each resident. When asked if ‘
| staff utilize the care plan to determine a resident's |
' needs; ASM #2 stated, "Yes, they should be able
\ to look at the care plan and know how to take
| care of the resident." When asked how staff
“would know how to take care of Resident #1; how |
many staff members he required for Iocomotmn i
| transfers and ambulation if it was not 5
documented on his care plan, ASM #2 stated that |
' functional status was documented on the MDS \
assessments and signage is also hung over the |
resident's bed alerting staff of transfer status.
| When asked if that information should also be on
| the resident's care plan as well, ASM #2 stated,

l "Yes, it probably should be."

' On 7/6/20 at 3:27 p.m., ASM #2, the DON i
' (Director of Nursing) were made aware of the

' above findings. There was no further information i
| provided prior to exit. |

| | Facility policy titled, "A licensed nurse in
| coordination with the IDT (Interdisciplinary Team)

|
|
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' develops and implements an individualized care
plan for each patient in order to provide effective, .
| person-centered care, and the necessary | ‘
I health-related care and services to attain and ; |
maintain the highest practicable physical, mental, | |

| and psychosocial well being of the patient."

(1) Contact Guard Assist-caregiver has hands on
pt "just incase," gives verbal cues but does not
physically assist. This information was obtained
from

| https://www.unmc.edu/patient-safety/_documents | ! ‘

| Isafe-transfers-mobility-handout. pdf./ .

| (2) Retropulsion in Parkinson ' s disease is the | i
force that contributes to loss of balance in a -
backwards or posterior direction. Retropulsion ‘

~occurs due to a worsening of postural stability 1 ‘

' and an associated loss of postural reflexes. This !
information was obtained from . ,

| https://movementdisorders.ufhealth.org. | ! \

F 660 | Discharge Planning Process j F 660 | !7/23/20
§8=D | CFR(s): 483.21(c)(1)(i)-(ix) 1 ‘ ’

\ §483.21(c)(1) Discharge Planning Process
The facility must develop and implement an |
I effective discharge planning process that focuses | |
| on the resident's discharge goals, the preparation :
| of residents to be active partners and effectively | |
| transition them to post-discharge care, and the
 reduction of factors leading to preventable ‘
 readmissions. The facility's discharge planning ‘
process must be consistent with the discharge
| rights set forth at 483.15(b) as applicable and-
| (i) Ensure that the discharge needs of each
| resident are identified and result in the
' development of a discharge plan for each
| resident.
' (ii) Include regular re-evaluation of residents to
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|
' identify changes that require modification of the |
- discharge plan. The discharge plan must be | !
~updated, as needed, to reflect these changes. ‘ ‘
(m) 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 availability | ‘
and the resident's or caregiver's/support 5
I person(s) capacity and capability to perform \ [
' required care, as part of the identification of 1 .
' discharge needs. | \ ‘
' (v) Involve the resident and resident .
representative in the development of the i = |
| discharge plan and inform the resident and i
I 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 | ‘
|
|

| regardlng returning to the community, |

(A) If the resident indicates an interest in returnmg

 to the community, the facility must document any |
| referrals to local contact agencies or other i ;
- 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
' to not be feasible, the facility must document who |

made the determination and why. ‘

(viii) For residents who are transferred to another | l
| SNF or who are discharged to a HHA, IRF, or : ’
| LTCH, assist residents and their resident 5

reptesentatwes in selecting a post-acute care

prowder by using data that includes, but is not ‘
\ limited to SNF, HHA, IRF, or LTCH standardized
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pa tient assessment data, data on quality "

| measures, and data on resource use to the extent

the data is available. The facility must ensure that ‘

' the post-acute care standardized patient |

assessment data, data on quality measures, and

| data on resource use is relevant and applicable tol

| the resident's goals of care and treatment !

pr@f*rences ?

| (ix) Document, complete on a timely basis based

- on the resident's needs, and include in the clinical
reco rd, the evaluation of the resident's discharge

' needs and discharge plan. The results of the
evaluation must be discussed with the resident or |
resident's representative. All relevant resident

i information must be incorporated into the I
d;scharge plan to facilitate its implementation and |

| to avoid unnecessary delays in the resident's

| dmc 1arge or transfer. g

REQUIREMENT is not met as evidenced |

| This
| by:
- Baced on family interview, staff interview, clinical

| reco Jd review, and facility document review,
| facili ty staff failed to ensure a discharge planning
| process was in place for one of one residents in

‘the «urvey sample, Resident #1, that addressed
his cischarge needs for the use of assistive
devices for locomotion while at home.,
| |
| The findings included: !
' Resident #1 was admitted to the facility on |
- 1/13/20 with diagnoses that included but were not |
limi'~d to Parkinson's disease, falls at home, and |
| den -ntia. The resident was discharged on |
| 4/21/20. |
Resident #1's most recent MDS (minimum data
' sel) assessment was a discharge assessment

- with an ARD (assessment reference date) of |

FB660

1.
| facility on April 21, 2020.
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Resident #1 was discharged from the

2. Residents dlscharged to home within ‘

1 the past 30 days were reviewed to ensure |

that discharge instructions were

| completed by all departments to ensure

that the residentds needs would be

to ensure that the discharge summary is
completed by all departments prior to the
resident(s discharge to ensure that

f 3. The Discharge Planner was educated |

‘ resident needs will be met.
| 4. The Unit Manager will monitor

completion of the discharge summary to
| ensure that resident needs for discharge

are identified and communicated.

met.

5. Results of the monitoring will be |
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1/20. Resident #1 was coded as being ,
| sev rely impaired in cognitive function scoring 99 |
| oul f possible 15 on the BIMS (Brief Interview for |

| Meital Status) exam. Resident #1 was coded in

i Secion G (Functional Status) as needing

- extensive assistance from one staff member with |
bed mobility, dressing, and eating; total .
dependence on one staff member with toileting, |

| personal hygiene, and bathing; and an "8" was |

co - dunder walking on and off the unit and ;
' lo-~ motion on and off unit indicating that the
| re nt did not walk during the seven day look

bac period. An "8" was also coded for transfers;

“indicating that Resident #1 did not transfer |
between surfaces (including to or from: bed, ‘
chair, wheelchair, standing position etc.) during |

| the =even day look back period.

' Rev ww of Resident #1's clinical record revealed

| an -~ Imission note dated 1/13/20 that

' doc mented the following: "Resident admitted to
the [acility after having a fall. Resident has facial ‘

| lacerations & (and) knee lacerations...resident is

| A/ 1 (Alert and Oriented to self) flat expression |
wilh confusion...resident needs to be checked on |

| frequently r/t (related to) getting out of bed, even ‘

| all patient education r/t(related to) call bell;

|r :nt found walking to the bathroom with |

| corasion; resident is an extensive assist with |

[ tre ferring, bed mobility, and adl (activities of !
d lving) care...resident will be evaluated for |

| P hysical therapy). '

‘ Review of Resident #1's admission MDS with an
AR of 1/20/20, documented Resident #1 as

| rering extensive assistance from two or more !

| s vith bed mobility, transfers; and extensive |

‘a lance from one staff with locomotion on and |

ol e unit. Resident #1 was coded as not

| presented to the Quality Assurance
| Committee for review and
| recommendation.

- 6. Completion date: July 23, 2020
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F 660 | Coitinued From page 10

| walking during the seven day look back period.

| Seclion "O" of the MDS titled, "Special 1
' Trestments, Procedures, and Programs” revealed
tho! Resident #1 was to receive physical therapy,
oc. ational therapy and speech therapy
ser/ces. Section V (Care Area Assessment
Surnmary) (CAA) of the MDS; documented under
tric =red care area "05: ADL (activities of daily |
| living)/rehabilitation potential”, that this area
| wo il be on Resident #1's care plan.

Review of Resident #1's physical therapy notes ‘
rev: sled he was picked up from physical therapy

on /14/20. The following was documented on his ‘

| PT cvaluation "Reason for referral: Patient

! exhibits exacerbation in strength, decrease in |
| fun-iional mobility, decrease in transfers, reduced |
| abi '/ to ambulate, reduced balance and ‘

' de ~ased neuromotor control, reduced \
| fur tional activity tolerance, decreased
ce ion, reduced static and dynamic balance
| ar crezsed need for assistance from others
[ inc ting the need for PT to evaluate need for
| as ve device, assess functional abilities,
| an e/instruct in home exercise program,
linc' sse independence with gait, facilitate with all

| furonal mobility, promote safety awareness,

| en! nce rehab potential, increase awareness of
| en imental hazards, complete home

| ev von.. facilitate discharge planning."

' Revizw of Resident #1's PT discharge summary
‘dat 1 2/1/20 documented the following for

trarfer status: "Transfers: inconsistent with |
tre rs/varied from min A (minimal assist) to |
coi “tguard assist (Therapist has 1 or 2 hands ‘
[on  “ident's body but provides no other i
| as ‘©2) (1)...Standing balance: Retropulsion ; i
| (tercncy to walk backwards) (2) causing need j i
FORM CMS-2567(t Previous Versions Obsolete Event ID: VE0OQ11 Facility ID: VAD172 If continuation sheet Page 11 of 21
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i for CGA (contact guard assist)/UE (upper

extremity) support...Distance Level Surfaces
(ambulating): limited ability to consistently

| parti-'pate in gait training skilled interventions in

| this 1oporting period. Max distances in this

| reporting period: ...2/1 (2/1/20) 167" (feet) with | |

| min A and front wheeled walker with increased

[ass [ due to toe walking...Number of Stairs: | \

' 2/1/20 (discharge) 0 steps, Dependent. \ i

| Corimenis: unable to attempt/not safe to attempt

“due ‘o fluctuations in mental status and i
pari ~nation in this reporting period...W/C ‘ ‘

| (wh ~lchor mobility): Discharge 2/1/20: 100 feet |

| Min (1) assist...Pt (patient) utilized BLE (bilateral | a

lows extionities) with occasional BUE (bilateral | !

| upper extremities). limited ability to follow |

| cornancs cequencing related to W/C mobility

| training.. 1l: Patient will safely ambulate 150 |

| usin no assistive device...Discharge: 2/1/20
Distonece In feet: N/A (not applicable) Comments: |

| Dep nder ' Pt (patient) and caregiver training: | !
"Ins cted patient and primary caregivers in !
| conens-iory strategies, energy conservation ‘ jé
Cteclinigque s, positioning maneuvers, proper body | ‘
‘me. nice safety sequencing techniques, safe \ 1
tran: far lechniques, safety precautions and use ‘
of & wistive levice(s) in order to increase safety | '
land ecre e need for assistance...Discharge | ‘
'Rec 1 lations: may benefit from HHPT ; g
(Ho 1 'h Physical Therapy) in familiar home | |
~envi i L Not clarified at this time should pt ‘
rer 1l . (Long Term Care) or return home ‘ ‘
(lim e Cort from sister, had HH (Home ‘
He= o' 1t PLOF (patients level of function)." | |
|
| Rev wof esident #1's clinical record revealed '
tha! t#1 sustained falls while at the
| facilty af 8/20, 2/5/20, 2/18/20 and 2/24/20.
'Res =nt 1 had no injuries related to the fall. | |
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| ambulate unassisted.

' plan

care plan
| stal

Revicw of [iesident #1's comprehensive care
late ' 1/13/20 and revised 4/21/20, |
- documented the following: "The resident has an

 ADL szlf-care performance deficit r/t (related to) |

| extercive ~osistance of staff. Eating: The
resicent vl need extensive assistance from

| staff." T} was no evidence that Resident #1's
ldressed his transfer and ambulation |

cont L#1) r/tto family's decision to d/c resident
to her home (address) on Monday, 4/20/20. This

| Each fall was related to Resident #1 attempting to |

| Der ~nli=. “oal: The resident will improve current |
level of function through next review date.
CInter oo s Dressing: The resident will need

|Furtiicr £ view of Resident #1's comprehensive

| care plz led to address a discharge planning |
! care plan, |
| Furt or 1 iow of Resident #1's clinical record |
revesied Lo remained private pay until the family
was “ole 1 lake Resident #1 home on 4/21/20. ‘
' The llo0 715 discharge notes were documented
by the d irge planner: ‘
i |
| "4/1./20 at 2:48 p.m.: Spoke with pt (patient) f
| niece (N2 of niece) regarding (patient) health
| sta ‘ ‘wed pt med (medication) list and |
| car h niece, (Name of niece) verbalized
| understanding.” ‘
|4y 33 p.m.: This writer spoke with i
resi i cce, (Name of niece) (emergency i
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. : 1
| |
F 660 | Contucd From page 12 . Fe60]

L writ a0 M (unit manager) (Name of UM) . i
| educsts ame of niece) r/t to residents daily | |
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FGGO‘CU nue From page 13 | F 660
| care. medications, ADL (activities of daily living) | !
| and hi [y to walk with assistance. This writer | !
| off: 1ce with home health in NC (North | i
| Ca d educated (Name of niece) on d/c f
| proc i csident is scheduled to be d/c to NC '
I on Monday, 4/20/20, family will provide T
transportation." } !
\ | \
Review of Resident #1's ADL tracker dated 3/1/20 |
| throt oh 4/271/20 revealed an "8/8" was coded ! |
| und "Walking in room" and "Walking in !
| Cor licating that Resident #1 had not
f wa g this time period.
Aniine note dated 4/21/20 at 12:48 p.m. | ‘
| doci i the following: "Resident was 1 ‘
| dischz th home with his niece. Resident was ‘
pi 1 1045. Resident was taken | |
do y one CNA (certified nursing ; .
| as d the nurse. Discharge !
[ ins =ducation provided was given to ' I
| resic 0 P (responsible party). All prescriptions
| wa: ‘o residents RP as well. All resident : ‘
- m dication was given before resident | |
| lef
| | |
| R sident's prescriptions revealed a ‘ i
' pl rder dated 4/21/20 that documented | 5
thi . "Home health, home health aide,
| pei = aide, PT/OT/SP eval and treat, |
| nursing a=sessment." ‘ i
R esident #1's Discharge ! |

| b #1's niece and the LPN (Licensed
| P se) conducting the discharge on
4 imented in part, the following:

! In Post Discharge Plan of Care signed

E tructions...Abilities: Uses
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F 660 C ! From page 14 ‘ F 660,
| Wh hair ‘
PI | erapy: | ;
| 1. t A ctivity Level: i |
Hich, herapy Special Instructions: ; !
Si ’ '
| Da ‘
' Nothing was documented on the discharge
| su r Physical Therapy.
\
4 al Therapy | '
1 tivity Level: : ‘
| 2 «al Therapy Special Instructions: ! ,
o | |
| C |
[N s documented on the discharge ‘
| su {or Occupational Therapy. ;
"Discharce Planning ,
Di 7 a. Home...Service | ‘
| € ‘harge Arrangements: D/C to home | .
| v -alih services...Medical Equipment '
:f' - uts...n/a (not applicable)." | ‘
\
R I 5 discharge note dated 4/23/20 from | ,
tl nbudsman documented the following: ! |
| T} Jjent was discharged home with family | '
wing in North Carolina. The family |
e [he resident was home j
'@t the resident could not walk and \
B rried into the home. The discharge | |
e ‘hat the resident needed a wheelchair
| but agements were made to get the |
| r

FORM CMS-2567

112:40 p.m., an interview was
h OSM (Other staff member) #1,
‘charge Planning. OSM #1
Juent #1's niece was the first
ontact for Resident #1. OSM #1
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e nicce would take Resident #1 to
Durham, NC with home health

/71 stated that the niece picked up |

n 4/21/20 and that she provided
n. When asked how Resident #1,

‘own to the niece's car, OSM #1 stated

or nursing aide will bring all

~n in a wheelchair. When asked if it

1 with the niece what durable
pment may be needed while at
1 ~lated that she didn't think she

n. OSM #1 stated that she was |

sident #1 already had a personal

acked what home health agency

Fesident #1 while at home, OSM
not allowed to get that far."
arify that statement, OSM #1

lily had not responded back to

i vwhat home health agency they

1=, co she had the physician write a
ie health services so that the niece

> under her insurance. OSM #1
L tischarges, she will find out that

& family, so that home health is

/ next day after discharge.

2 p.m., an interview was
I Licensed Practical Nurse (LPN)

that discharged Resident #1. When
esident #1 was brought down to his

"I stated that she brought the

the lobby while he was sitting in

PN #1 stated that she assisted
the car and then she couldn't
ook back the wheelchair or if

|
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' page 16 F 660/

. When asked if Resident #1
i1 or without assistance, LPN #1
= could not recall Resident #1 ever
s walker or with staff assistance.
. "From what | remember, he was
N #1 stated that Resident #1 also
of falls due to him attempting to
ut of his wheelchair or bed.

12 p.m. further interview as
I OSM #1. When asked the

mining what residents need fora |

'SM #1 stated that she provided
i scripts for home health therapy,
n asked how she determines
nt needs for a safe discharge,
I that she will talk to nursing and

nine needs. When asked again if |
any assistive devices at home to |
‘ion/locomotion to assist him into |

nce, OSM #1 stated that she
a personal wheelchair because

I health care service come to his |

nission into the facility. OSM #1

of the time personal health care
pick up a resident unless they

:vices. When asked of Resident

i wssistive device prior to his entry
SM #1 stated that she did not
I'a wheelchair prior to facility

» p.m., an interview was
N (Registered Nurse) #1, the
' the nurse mentioned in the
note dated 4/17/20. When
ld remember Resident #1's
lity status, RN #1 stated that
dependent on staff with all
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F 660 C " page 17 | F 660
Al siated that Resident #1 could \ 3
tr: ;Lo (T assistance out of bed and into |
hi [ icz versa. RN #1 stated that she
ne i osident #1 ever walking. When i |
| asl 2bove discharge note dated ' |
| 4/1 nented that she the unit manager | ,
| we Resident #1's niece that Resident '
| # ‘ with assistance," RN #1 stated
|t sure, that she never saw r f ';
| F . RN #1 stated that she did not ? }
| d trote. RN #1 stated that Resident 5
| #1 suld try to stand on his own. RN | \
| 1 : remembered going over the ‘
m i =nd how he transferred from bed |
| to ' chair, bathing and dressing with |
| th ““mily. When asked if ADL status | I
| sl Resident's care plan, RN #1 \'
|'s id. RN #1 looked at Resident 1
| # id confirmed that only dressing
| al s were on the care plan. RN #1
| st . ‘er and ambulation status were |
it re plan." .
o 1 p.m., an interview was 3
| ¢ csident #1's niece. When asked ‘
& ''s discharge, Resident #1's
r facility staff had told her that
F walk on his own but needed | i
| s < dent #1s niece stated that when | |
|'s home, he could barely walk and | ,
sl nad to carry him into her house. | ’
| F » stated that there was no i i
| d ~llity staff about him needing |
e ices such as a walker or | |
| v ent #1's niece stated, "l didn't |
|e . about that because | was told | |
j k beside him." When asked if |
| F using a wheelchair or walker |
| pi cninto the facility, Resident #1's
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n page 18
hat he was not using one then.

oximately 4:00 p.m., OSM #1
her above statement with this
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zcause Resident #1 was walking
i into the facility, Medicare
0t have covered any durable
ment. When asked if that would still
1M1 was not safely walking in the
tated that Resident #1 was
dity. OSM #1 stated it was
n Resident #1's fall notes that he
LS #1 then stated that "everyone
=N stated that she was not
ent #1 needed assistive devices
:omotion and that therapy staff
it in every morning meeting
are discussed.
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SM (other staff member) #2, the
py. OSM #2 read Resident #1's
py) notes and stated that
nly needed a walker, but he
professional to walk with him to
n ambulation. OSM #2 stated
person woid not be able to
with Resident #1 even with a
it2 stated that due to his impaired
it #1 could not follow one step
v to put one foot in front of the
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